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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
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characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 
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disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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Little  Rock 
April  24-27,  1977 


First  Meeting 
HOUSE  OF  DELEGATES 

riie  first  meeting  of  the  House  of  Delegates 
was  called  to  order  at  1:10  P.M.  by  Speaker  Amail 
Chudy.  Invocation  was  by  Ken  Lilly. 

I'he  Executive  Vice  President,  C.  C.  Long, 
called  the  roll  of  delegates.  The  following  offi- 
cers, and  members  seated  as  delegates  1)y  action 
of  the  House  were  present: 

ASHl.EY,  Donald  L.  Toon;  BAXTER,  John 
E.  Guenthner;  BENTON;  Richard  N.  Pearson; 
BOONE,  Joe  B.  Wilson;  BRADLEY,  George  F. 
^Vynne;  CHICOT,  J.  R.  Russell;  CLARK,  R. 
Jerry  Mann;  CLEBURNE,  William  M.  Wells; 
CRAICHEAD-POINSETT,  Frank  M.  James,  Joe 
Verser;  CRAWFORD,  Millard  C.  Edds;  CRIT- 
TENDEN, Milton  D.  Deneke;  CRO.SS,  K.  E. 
Beaton;  DALLAS,  John  H.  Delamore;  DREW, 
J.  P.  Price;  FAULKNER,  Jimmie  J.  Magie; 
C.XRLAND,  Gaither  C.  Johnston,  Ronald  J. 
Bracken,  James  L.  Gardner;  GRANT,  Curtis  B. 
Clark;  GREENE-CLAY,  Richard  O.  Martin,  J. 
Larry  Lawson;  HEMPSTEAD,  James  W.  Branch, 
Sr.;  INDEPENDENCE,  Jim  E.  Lytle;  JEFFER- 
SON, Banks  Blackwell,  George  V.  Roberson, 
Harold  J.  Morris;  JOHNSON,  Boyce  W.  West; 
LAWRENCE,  Ted  S.  Lancaster;  LEE,  Dwight 
\\h  Gray;  LOGAN,  James  Harper  Bledsoe;  MIS- 
SISSIPPI, Merrill  J.  Osborne;  MONROE,  N.  C. 
David,  Jr.;  OUACHITA,  Cal  Sanders;  PHIL- 
LIPS, Robert  D.  Miller,  Jr.;  POLK,  David  1). 
Fried;  POPE,  James  M.  Kollj,  Jr.;  PULASKI, 
Edgar  J.  Easley,  J.  B.  Cross,  Paul  J.  Cornell, 
Frank  M.  Westerfield,  George  K.  Mitchell,  Philip 


J.  Deer,  William  G.  Reese,  Harold  D.  Purdy,  J. 
Mayne  Parker,  W.  Mage  Honeycutt,  John  Mc- 
Cullough Smith,  William  N.  Jones,  G.  Thomas 
Jansen,  A.  Henry  I'liomas,  Larry  Watkins,  Wil- 
liam L.  Mason,  Carl  J.  Racjue,  and  Ben  N.  Saltz- 
man;  SEBASTIAN,  Ken  Lilly,  A.  C.  Bradford, 
W.  P.  Phillips,  Carl  L.  Williams,  Carl  Wilson, 
Morton  Wilson,  Kenneth  Wallace;  SEVIER. 
James  1.  Balch;  .ST.  FRANCIS,  David  Lockhart; 
UNION,  George  Wanen,  Wayne  Elliott;  VAN 
BUREN,  John  A.  Hall;  WASHINGTON,  Joe 
C.  Parker,  John  W.  Vinzant,  Joseph  H.  Mc- 
Alister, Lee  B.  Parker,  Jr.;  WHITE,  James  H. 
Golleher;  YELL,  Walter  P.  Hands;  COUN- 
CILORS Eldon  Fairley,  John  B.  Kirkley,  Paul 
Gray,  John  Bell,  I,.  J.  P.  Bell,  Fred  C.  Inman, 
Raymond  Irwin,  John  P.  Burge,  J.  B.  Jameson, 
John  H.  Moore,  A.  E.  Andrews,  C.  I.ynn  Hairis, 
Robert  McCrary,  Curtis  B.  Clark,  W.  Ray  Jouett, 
William  S.  On,  Jr.,  Rhys  Williams,  Morriss 
Henry,  Charles  F.  Wilkins,  Kemal  Kutait; 
PRESIDENT  A.  S.  Koenig,  Jr.;  PRESIDENT- 
ELECT W.  Payton  Kolb;  FIRST  VICE  PRESI- 
DENT’ Mahlon  O.  Maris;  SPEAKER  Amail 
Chudy;  VICE  SPEAKER  Asa  Crow;  SECRE- 
I’ARY  Elvin  Shuffield;  TREASURER  Kenneth 
R.  Duzan;  PA.ST  PRESIDENTS  Joe  \Arser,  C. 
R.  Ellis,  H.  W.  Thomas,  Ross  Fowler,  Rolrert 
Watson,  Joint  P.  Wood,  Ben  N.  Saltzman,  and 
E.  Townsend. 

Dwight  W.  Gray,  Chairman  of  the  Credentials 
Committee,  reported  that  sixty-one  delegates  had 
registered  and  that  a (piorum  was  present. 

Upon  motion  of  Wynne,  the  House  approved 
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iniiuites  ol  the  100th  annual  meeting  as  pnl)- 
lished  in  the  June  1970  issue  ol  the  Journal  of 
the  Arkansas  Medical  Society.  By  motion  of 
Orr,  tlie  House  approved  minutes  ol  the  meet- 
ing held  November  14,  1970,  as  pidilished  in  tlie 
)anuary  1977  issue  of  the  Society  Journal. 

Speaker  Chudy  introduced  .Mrs.  Chester  1.. 
\'oung  of  Kansas  City,  Kansas,  president-elect  of 
the  .American  Medical  .Association  .Auxiliarv. 
Mrs.  A’  oung  addressed  the  House  on  the  acti\ities 
of  the  national  auxiliary. 

Speaker  Chudy  recogui/ed  G.  I homas  Jansen 
of  Kittle  Rock  as  jrresident  of  the  Southern 
Aletlical  .Association.  Mrs.  Linus  AV.  Hewitt  of 
Kampa,  Florida,  president  of  the  Southern  .Med- 
ical .Association  .Auxiliary,  tvas  introduced  bv  Dr. 
Jansen.  Mrs.  Hewitt  biought  greetings  from  the 
Southern  .Auxiliary. 

Fhe  jnesident  of  the  .Arkansas  Medical  Societv 
.Auxiliary,  .Mrs.  Carl  AVilson  of  Fort  Smith,  and 
the  president-elect  of  the  State  .Auxiliary,  Mrs. 
Kemal  Kutait  of  Fort  Smith,  were  introtluced  to 
the  House.  Both  sjx)ke  briefly  regarding  the 
.Auxiliary  program  of  suport  of  Medical  .Society 
activities  and  the  .Auxiliaiy’s  readiness  to  assist 
in  any  way  jxassilile. 

Speaker  Chudy  called  on  Purcell  Smith,  .Ar- 
kansas' senior  delegate  to  the  .American  Medical 
.Association,  who  introduced  John  H.  Budd  of 
Cleveland,  president-elect  of  the  .AM.A.  Dr. 
Budd  addressed  the  House  of  Delegates  on  the 
many  problems  facing  the  medical  profession  and 
the  activities  of  the  .AM. A. 

.A.  S.  Koenig,  Jr.,  of  Fort  Smith,  President  of 
the  Society  for  197h-77,  addiessed  the  Flouse  as 
follotvs: 

ADDRESS  OF  THE  PRESIDENT 

Alembers  of  the  f louse  ol  Delegates,  the  Coun- 
cil, officers  of  the  .Arkansas  Medical  Society,  hon- 
oretl  guests,  ladies  and  gentlemen; 

It  hardly  seems  possible  that  a yeai  has  passed 
since  1 toftk  oltice  as  your  jMesident.  However, 
as  1 look  back  over  the  past  year,  and  review  the 
events  which  have  occuired,  it  is  easy  to  accept 
the  fact  that  this  has  been  a busy  year  for  our 
Society.  In  making  this  rejrort  to  you,  I would 
like  to  review  some  of  the  events  which  have 
occupied  our  attention  dming  the  jiast  twelve 
months. 

You  will  remember  that,  at  our  last  annual 
session,  we  honored  Mr.  Paul  Schaefer  in  antici- 


pation of  his  retirement  on  .August  1,  last  sum- 
mer. His  retirement  took  place  on  schedule,  and 
Dr.  Cliff  Long  stepped  into  the  responsibilities 
of  the  Executice  A'ice  President  of  our  Society. 
1 would  like  to  report  to  you  that  the  transition 
eras  made  without  any  disruption  or  interruption 
of  any  of  the  Society's  activities,  due  |rrimarily  to 
the  wide  background  erf  experience  which  Dr. 
Long  brought  to  his  position  and  his  thorough 
knowledge  of  the  affairs  of  the  Society  gained 
during  the  many  years  he  devoted  to  us  as  chair- 
man of  the  Council.  Of  course,  he  had  the  ready 
availability  of  Paul  Schaefer  to  consult  with  when 
necessary,  and  this  has  been  an  added  plus  in 
our  favor.  1 just  hope  that  Paul’s  responsibilities 
as  the  administrative  director  of  the  Arkansas 
Foundation  for  Medical  Care  have  not  jrrevented 
him  from  taking  achantage  of  the  additional 
leisure  time  which  he  was  anticipating.  I want 
to  thank  both  Paid  and  Cliff  for  the  sup|X)rt 
and  the  help  that  they  have  given  to  me.  It  is 
cjuite  obvious  that  the  Society  could  not  function 
in  as  efficient  a manner  without  their  leadership. 

It  has  been  said  that  behind  every  good  man 
is  a good  woman,  and  liehind  both  of  these  gcxxl 
men  is  Leah  Richmond,  who  is  an  inexhaustible 
source  of  information  and  support  for  all  of  us. 
I never  fidly  appreciated  how  much  we  depend 
on  her  until  this  year.  I'he  other  members  of 
the  office  staff  are  the  most  coojierative  and  will- 
ing giouj)  of  ])eo]de  that  I have  ever  had  the 
pleasure  of  ■working  with. 

Mr.  Ken  l.aMastus,  who  joined  us  this  winter, 
spent  the  major  part  of  each  week  in  Little  Rock 
(lurin';  the  legislative  session.  He  attended  com- 
mittee hearings,  gathered  itiformati(rn  on  pro- 
]>osed  bills  and  amendments,  and  made  it  his 
restxinsibility  to  become  known  and  accpiainted 
with  the  members  of  the  Legislature.  He  pre- 
pared the  “legislative  alert”  newsletters  to  keep 
the  membership  infoiined  on  the  legislative  ac- 
tivity during  the  session.  It  is  Dr.  Long’s  plan 
to  continue  to  ask  Ken  to  attend  each  session  of 
the  Legislature.  Having  had  an  opportunity  to 
work  with  him  during  some  of  the  hearings  this 
winter,  1 feel  that  his  activities  can  provide  con- 
siderable support  to  Mr.  AVAirren  and  Dr.  .Shtif- 
field  and  ivill  create  added  influence  for  our 
Society  in  the  General  .Assembly.  Ken  is  also  to 
be  congratulated  for  doing  a fine  job  in  this 
portion  of  his  assignment. 
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Mrs.  Carl  Wilson.  1 970-77  President  of  the  Arkansas  Medical 
Society  Auxiliary,  addresses  the  House. 


Mrs.  Kemal  Kutait,  1977-78  President  of  the  Arkansas  Medical 
S(Kiety  Auxiliary,  advises  the  House  of  the  Auxiliaiv's  support  of 
Society  activities  and  willingness  to  assist  in  all  projects. 


r.  E.  l'ownsc*nd.  ('-hairman  ol  the  .Vniety’s  Coimuiltcx'  on  Medical 
Education,  presents  td  C»ailher  lolinston  the  Arkansas  Academy  of 
Ophthalinolc)Kv’s  certificate  of  accreditation  in  continuing  education. 


I homas  A.  Hruce.  Dean  of  the  IdiiNcrsitv  of  Arkansas  (ollege  of 
Medicine.  receivc*d  a grant  of  $1I.,‘H()  trom  the  American  Mcxlical 
Vssociaiion  F'ducation  and  Research  Eounclalion.  1 he  grant  check 
was  presented  h\  Mrs.  Deno  Pappas.  \MK-FRF  Chaiiman  oi  the 
Stale  Auxiliarv. 
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I guess  the  greatest  disappointment  of  tlie 
year  for  us  was  when  the  Supreme  Court  nulli- 
fied Amendment  58,  on  the  basis  of  a techni- 
calitv.  We  all  feel  that,  had  the  amendment  ap- 
peared on  the  ballot,  the  people  of  the  State 
leould  have  adopted  it  without  any  difficulty. 
We  did  not  make  any  effort  to  introduce  legisla- 
tion for  another  amendment  in  the  past  session 
of  the  General  Assemlrlv.  Because  of  the  con- 
tinued opposition  wiiicb  we  hail  received  from 
the  Trial  Lawyers  Association,  our  legislative  ad- 
visors indicated  that  the  more  appropriate  route 
for  us  to  follow  in  the  future  will  be  through 
both  the  constitutional  convention  and  a jaetition 
from  the  voters  for  an  initiated  referendum.  The 
malpractice  problem  has  not  left  us.  It  is  still 
just  as  acute  as  it  was  liefore  the  amerulment  was 
nullified  and  we  must  continue  to  exert  our 
efforts,  beginning  this  winter,  so  that  by  the  time 
of  the  next  general  election  there  will  be  a pro- 
posal before  the  voters  of  the  State. 

After  years  of  effort  on  the  part  of  many  mem- 
bers of  our  Society,  Arkansas  Blue  Cross  and 
Blue  Shield  and  the  Arkansas  Congressiotial  dele- 
gation, the  Department  of  Health,  Education 
anil  Welfare  finally  agreed  to  change  the  method 
of  determining  piiysicians’  fees  for  payment 
under  Medicare.  We  received  word  last  Novem- 
ber that  Arkansas  had  been  selected  as  one  of 
tivo  states  for  a demonstration  project  to  pay 
physicians  on  a state-wide  fee  schedule. 
Several  meetings  were  held  with  Arkansas  Blue 
Cross-Blue  Shield,  as  the  Medicare  intermediary, 
to  work  out  a method  of  establishing  a fee  sched- 
ule and  on  December  13,  the  members  of  the 
Executive  Committee  of  our  Society,  together 
with  representatives  from  the  intermediary,  met 
with  Mr.  Tom  Tierney,  tlie  Director  of  the  Bu- 
leau  of  Health  Insurance,  and  his  staff,  in  Balti- 
more. At  that  time,  Mr.  "Eierney  made  it  quite 
plain  to  us  that  the  government  would  not  spend 
any  more  money  under  the  new  progTam  that 
they  are  jrresently  disbursing.  This  statement 
was  made  to  us  in  respoirse  to  our  attemj^t  to 
persuade  the  Bureau  of  Health  Insurance  to  ac- 
cept the  concept  of  raising  all  the  fees  from  .\rea 
II  through  V to  the  level  of  those  in  Area  1. 
The  Bureau  of  Health  Insurance  did  agree,  how- 
ever, to  consider  utilizing  the  same  mechanism 
for  developing  a fee  schedule  that  was  presently 
under  development  by  Arkansas  Blue  Cross  and 
Blue  Shield  for  their  own  contracts.  On  January 


7,  1977,  the  Medicare  intermediary  submitted 
charge  data  which  BHI  had  requested.  We  heard 
nothing  for  the  next  two  months,  and  on  March 
14,  the  Society  enlisted  the  help  of  the  Arkansas 
Congressional  delegation  to  stimulate  the  Bureau 
of  Health  Insurance  to  expedite  the  negotiations. 
I'lie  Executive  Committee  met  with  representa- 
tives of  the  Bureau  of  Health  Insurance  in 
Little  Rock  on  April  5 to  discuss  specific  pro- 
posals by  the  Bureau  of  Health  Insurance.  Some 
aspects  of  the  BHI  proposal  were  unacceptable 
to  the  .Society  representatives.  BHI  representa- 
tives agreed  to  review  certain  points  of  the  pro- 
posal and  submit  a letter  to  the  Societv  prior 
to  the  Annual  Session.  On  April  14th,  the  So- 
ciety received  a detailed  jjroposal  from  the  Bu- 
reau of  Health  Insurance.  This  is  the  first  time 
we  have  had  any  concrete  proposal  in  writing 
from  the  BHI.  The  method  of  developing  the 
fee  schedule  which  they  had  proposed  would 
have  the  effect  of  increasing  charges  to  all  rural 
patients  and  decreasing  the  assignment  rate. 
This  morning  Dr.  Long  and  I met  with  Dr. 
Robert  Benafield,  Medical  Director  of  Blue 
Cross-Blue  Shield,  and  Mr.  Bob  Shoptaw,  Vice 
President  for  Government  Affairs  of  Blue  Cross- 
Blue  Shield,  to  review  the  BHI  jnoposal.  Erom 
the  way  we  analyze  the  proposal,  we  feel  that 
if  we  were  to  agree  to  it,  the  net  effect  would 
be  one  of  making  the  so-called  experiment  a 
failure.  We  felt  that  we  should  not  be  in  the 
position  of  petitioning  the  Bureau  of  Health 
Insurance  for  a handout:  that  we  should  make 
our  position  clear,  we  should  state  what  our  re- 
quirements are,  and  that  we  should  enlist  the 
help  of  our  Congre.ssional  delegation.  This  posi- 
tion was  endorsed  by  the  Council  at  its  meeting 
this  morning.  Incidentally,  just  before  noon  I 
met  Senator  Bumpers  in  the  lobby  and  had  an 
opportunitv  to  visit  with  him  a little  about  this 
matter.  We  had  hoped  that  at  this  meeting  there 
could  be  a proposal  which  we  could  present  for 
your  consideration.  I am  sony  and  regret  the 
fact  tliat  these  negotiations  with  the  Bureau  of 
Health  Insurance  have  dragoed  out  for  so  long 
but,  unfortunately,  we  are  playing  this  game  in 
the  other  team’s  ltall])ark.  We  have  to  wait 
for  proposals  and  counter  proposals  before  we 
can  achieve  any  goals  and,  believe  me,  the  move- 
ment is  slow.  I guess  it  is  characteristic  of  what 
hajtpcns  iu  the  buieaucratic  system.  You  will  be 
kept  informed.  The  negotiations  will  have  to 
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continue  anti,  hopetulh,  tve  tan  resolve  this 
matter  which  has  been  a bone  oi  contention  with 
the  physicians  ot  the  State  for  several  years. 

The  Legislature  this  year  was  a difficult  one 
to  e\ahiate.  Dr.  Shuffieltl  will  re|Jort  in  more 
detail  altout  the  specific  legislation  that  was  con- 
sidered, and  the  outcome  of  each  t)f  the  bills, 
so  1 will  not  detract  from  his  report,  other  than 
to  say  tliat  the  Healing  Arts  Board  and  the 
Healing  Arts  examination  are  no  more.  Senate 
fiill  IS.  which  would  have  given  optometrists 
the  right  to  use  drugs  in  refraction  and  therapy, 
in  addition  to  putting  them  in  control  of  the 
dispensing  opticians,  among  other  things,  was 
barely  defeated  bv  veto  of  tlie  Governor,  and  the 
inability  of  the  optometrists’  group  to  engender 
enough  support  to  override  the  vetet. 

\’ou  have  before  you  for  your  ettnsideration 
for  the  iirst  time,  a completely  revised  Constitu- 
tion and  By-Laws  for  our  Society.  Becatise  of 
the  many  amendments  which  have  been  made 
over  the  years,  a lf)t  of  housekeeping  was  neces- 
sary anti  I direct  your  attention  to  the  sections 
involving  continuing  medical  education,  changes 
in  categories  of  memljershijr,  and  other  altera- 
tions which  are  being  jtroposed,  to  bring  otir 
Constittition  and  By-Laws  into  focus  with  otir 
present  activities.  'Lite  tloctiment  will  be  dis- 
cussed in  detail  at  the  reference  committee  hear- 
ings and  f invite  all  of  you  tt)  jrarticipate.  Re- 
sisions  in  the  jtrojtosed  document  can  be  made 
during  this  meeting  and  it  will  finally  be  jtre- 
sented  to  you  for  vour  a]tproval  at  the  Annual 
Session  in  1978. 

During  the  year,  all  lour  health  systems  agen- 
cies have  become  o|)erational,  and  the  new  State 
Healtli  Coordinating  Council  has  been  ap- 
]K)inted  by  the  Governor.  Physician  membership 
in  these  bodies  is  in  a great  minority,  but  phy- 
sician influence  can  be  jtrofound.  Meetings  of 
tlie  boards  of  all  of  the  agencies  are  open  to 
the  public,  and  I invite  all  of  yoti  to  become  in- 
terested and  attend  the  meetings  of  the  various 
boards  of  directors,  and  voice  your  ojtinion.  Lhe 
agencies  are  proceeding  with  their  giowth  and 
development  and  program  planning,  in  spite  of 
the  fact  that  challenges  have  been  bled  in  the 
ccjurts  by  the  State  of  North  Carolina  and  the 
-American  Medical  -Association,  to  name  only  a 
few.  "I'he  government  does  not  seem  to  be  con- 
cerned with  the  outcome  of  the  litigation  in- 
volving Public  Law  93-611.  On  the  19th  of  this 


month,  last  Tttesday  as  a matter  of  fact,  the 
-Arkansas  Medical  Society  was  invited  to  com- 
ment on  the  first  draft  of  the  projxtsed  jxtlicies 
and  procedures  of  the  State  Health  Planning 
-Ageticy  at  the  meeting  of  the  State  Health  Co- 
ordinating Council.  Mr.  I.aMastus  and  I at- 
tended that  meeting  and  1 would  like  to  quote 
to  you,  from  one  .section  of  the  projtosed  tlraft, 
an  area  which  concerned  us  considerably.  Of 
course,  you  all  knotv  that  the  new  Health  Plan- 
ning 1-aw,  93-6-H,  retpiires  the  issuance  of  a '‘cer- 
tificate of  need"  tor  any  new  construction,  new 
ser\  ices,  replacement  of  outmoded  facilities,  and 
so  forth,  on  expendittires  in  excess  of  SIOO.OOO. 
PL  93-611,  although  it  does  not  close  the  door 
on  planning  control  of  private  physicians'  offices 
and  clinics,  it  did  spell  out  specifically  that  these 
woidd  Ite  included.  .Arkansas  Law  558,  which 
created  the  State  Health  Coordinating  Council, 
also  does  not  specifically  name  private  physi- 
cians or  group  clinics;  however,  in  the  proposed 
draft  which  was  presented  this  week,  in  speak- 
ing of  the  definition  of  the  groups  of  facilities 
which  were  subject  to  review  and  planning  con- 
trol, and  I (piote  now  “the  term  organized  am- 
bulatory health  care  facilities  means  a facility, 
not  part  of  a hospital,  which  is  organized  and 
operated  to  pro\’ide  Iicalth  services  to  outpa- 
tients." Lhey  go  on  to  include  family  planning 
clinics,  public  health  facilities,  service  centers, 
mental  health  centers,  and  the  last  sentence  states 
“such  term  int  hides  the  offices  of  private  phy- 
sicians or  dentists  but  review  is  limited  to  major 
etpiipment  and  major  new  services."  I asked  if 
they  would  define  for  us  what  was  meant  by 
major  new  service  or  major  new  etpujjment  and 
there  was  no  specific  answer.  Mr.  Gleary  indi- 
cated in  his  ]>resentation  that  he  did  not  leel 
private  physicians  shotdd  be  competing  with 
facilities  available  in  hospitals.  \Vith  this  1 took 
considerable  isstie,  ]X)inting  out  that  the  fact  that 
services  in  hospitals  were  loaded  with  overhead 
charges  for  non-income  producing  areas  in  the 
institution  and  that  the  same  services  cotild  be 
provided  on  an  out-patient  basis  at  considerably 
less  cost  to  the  patient  oi  the  intermediary.  The 
government,  at  this  point  in  time,  is  recogniz- 
ing that  and  is  encouraging  the  titilization  of 
out-patient  facilities.  1 felt  that  this  inclusion  in 
their  proposed  draft  was  not  in  the  best  interest 
of  the  people  of  the  .State.  The  draft  was  also 
opposed,  for  a different  reason,  by  the  Arkansas 
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1- roin  left  to  riglU:  Secret^oy  Kl\in  Shiilfield  ot  Little  Rock.  John  P.  Huri>e  of  I .ikt*  ^hllage.  Cihairinan  of  the  Coutuil.  PiesideiU-elec  C 
(reoige  L.  \Vyiine  of  Warren,  and  I’resident  W.  Pa\ton  Kolb  of  Little  Roi  k nnikc-  u|)  the  Sotietv  L\ecuti\e  Committee  tor  Ih77-7H. 


Hospital  Association  and  one  or  two  otliei 
peojrle  who  weie  at  tlic  licai  iii”.  The  dralt  will 
be  jnesented  to  a jtnblic  lieaiin,;  at  the  State 
Health  Department  on  May  aid.  The  Scxiety 
plans  to  be  represented  at  the  pnitlic  hearino 
and  to  ccjntinne  oitr  objection  to  this.  W^e  incite 
any  ol  yon  in  the  Little  Rock  area  whcj  have 
any  concern  in  this  aiea  to  he  present  at  the 
hearing  Itecanse  this  is  going  to  reacli  right  into 
yonr  private  ollice.  In  my  inangnral  talk  last 
year,  I called  to  yonr  attention  the  potential 
impact  cjt  this  law  on  the  private  practice  ol 
medicine.  1 did  not  anticipate  its  ellect  in  this 
State  at  this  early  date.  1 hojie  that  we  are 
snccesslnl  in  having  this  paragraph  deleted  Irom 
the  jrroposed  policies  oi  the  State  Health  Cio- 
ordimiting  (ionncil. 

rite  .Annual  Session  program  ol  the  Society 
this  year,  the  Ophthalmology  Section,  and  the 


.\rkansas  ILiptist  Hcjspital.  were  all  snrceyecl  h\ 
tlie  Oommittee  on  Medical  Ldncation  ol  the 
Society,  .\ccreclitation  tor  continuing  medical 
education  ciedit  was  recommended  in  etich  case. 
Final  a|jproval  has  jnst  recently  been  received 
trom  the  Oonncil  on  .Medical  Edncation  ot  the 
Americtm  .Medical  Associtition.  Onrrently.  onr 
Society  is  working  with  several  hos|ritals  towtncl 
accreditation  ol  continning  medical  edncation 
|rrograms.  I would  like  to  take  tliis  opportunity 
to  |ml)licly  tliank  Dr.  Ken  Lilly  ot  Fort  Smith, 
who  graciously  accepted  when  I asked  him  to 
he  coinention  chairman  for  this  meeting.  1 think 
lie  has  prod  need  a superb  program  trom  which 
all  ol  ns  can  gain  a great  deal  ol  henelit.  Ken, 
1 would  like  to  express  to  yon,  at  this  time,  niv 
gratitude  lor  this  wonderlnl  meeting. 

One  of  the  more  pleasant  duties  ol  mv  ollice 
teas  attending  both  the  annual  and  clinical 
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nieetinus  of  the  American  Medical  Association. 
.Vt  tlie  annual  session  in  Dallas,  it  was  my  privi- 
lege to  participate  in  the  inangnration  of  my  old 
friend,  Dick  Palmer,  as  president  of  the  Ameri- 
can Medical  Association.  Our  .Society  joined 
with  several  others  in  the  southwestern  states  to 
sponsor  a Southwestern  Party  for  the  AMA 
House  of  Delegates  and  officers.  It  was  a real 
western  barbeque  with  western  music  and  rodeo 
demonstration,  held  at  the  flunt  Ranch  near 
Dallas,  and  those  who  attended  were  very  compli- 
mentary. 1 feel  that  our  participation  was  a good 
investment  tor  our  Society.  At  the  clinical  ses- 
sion in  November,  one  of  our  delegates  was  un- 
avoidably unable  to  attend,  and  neither  of  our 
alternates  tvas  present.  Cliff  invited  me  to  par- 
tieijrate  in  the  meeting  as  a delegate  from  our 
Society  and  I had  the  pleasure  of  joining  him 
in  the  House  of  Delegates  for  his  last  session  of 
that  body  as  a member  of  the  House. 

.\s  I come  to  the  end  of  my  term  of  office, 
there  is  a certain  degree  of  nostalgia,  mixed  with 
one  of  relief,  and  I am  looking  forward  to  be- 
coming a member  of  that  happy  group  of  senior 
citizens  known  as  the  past  jrresidents.  All  of 
you  have  to  listen  to  them  criticize  and  they 
never  have  any  of  the  responsibility.  'Phis,  to 
me,  is  a very  enviable  s]X)t  to  be  in  and  is  some- 
thing akin  to  being  a grandparent.  \Vc  have  a 
strong,  viable  Society  with  good  leadership  and 
a sujrerlj  executive  office  staff.  1 he  Society’s 
true  viabilitv  comes  from  those  of  you  who  are 
interested  enough  and  take  enough  time  from 
\our  practice  to  participate  in  its  affairs.  As  we 
look  into  the  future  of  medicine  and  see  the 
effoi  ts  to  encroach  upon  our  profession  by  con- 
iiol  and  regulation,  it  is  going  to  be  essential 
that  we  maintain  a strong,  alert,  and  responsive 
organization.  'Phis  can  only  continue  through 
your  continued  interest  and  contrifmtion.  I am 
confident  that  our  future  is  in  good  hands. 

\hce  Speaker  .Asa  Crow  introduced  Kemal 
Kutait,  Chairman  of  the  .\rkansas  Medical  Po- 
litical .\ction  Committee.  Dr.  Kutait  spoke 
briefly  regarding  the  activities  of  Ark-P.\C  and 
encouraged  physician  supjKjrt  of  the  committee. 

\'ice  Speaker  Crow  introduced  Mrs.  Gwen 
Pappas,  chairman  of  the  AM.\-ERF  Committee 
of  the  Arkansas  Medical  Society  Auxiliary.  On 
behalf  of  the  American  Medical  .Association  Edu- 
cation and  Research  Eonndation,  Mrs.  Pappas 
presented  to  Thomas  A.  Bruce,  Dean  of  the  Ibii- 


\ersity  of  Arkansas  College  of  Medicine,  a check 
for  SI  1,346  as  a grant  to  the  college.  Dean  Bruce 
expressed  appreciation  for  the  help  of  the  Aux- 
iliary in  making  the  money  available  to  the  col- 
lege and  indicated  that  it  would  go  to  help  pro- 
vide assistance  to  medical  students. 

Speaker  (ihucly  called  on  T.  E.  Townsend, 
chairman  of  the  Committee  on  Medical  Educa- 
tion, for  a presentation.  Dr.  I'otvnsend  revierved 
for  members  of  the  House  the  fact  that  in  1975 
the  American  Medical  Association  granted  ap- 
jiroval  for  the  Arkansas  Medical  Society  to  con- 
duct a program  of  accreditation  aimed  at  insti- 
tutions and  organizations  of  local  scope  pro- 
riding  continuing  medical  education.  The  Com- 
mittee on  Medical  Education  conducts  the  ac- 
creditation program.  The  Arkansas  Academy  of 
Ophthalmology  was  the  first  specialty  organiza- 
tion in  the  State  to  recpiest  accreditation  of  its 
continuing  medical  education  program.  Ehe 
.Academy  rvas  surveyed  in  1976  and  approred 
for  accreditation.  .A  “Certificate  of  .Accredita- 
tion " for  a two-year  pericxl  was  presented  to  Dr. 
Gaither  Johnston  of  Hot  Springs,  president  of 
the  .Academy  of  Ophthalmology.  Eor  the  period 
of  the  accreditation,  the  .Academy  programs 
(p.ialify  for  Gategory  1 credit  for  continuing 
medical  education  and  the  .Academy  is  respon- 
sible for  maintaining  the  standards  of  the  ap- 
proved essentials  for  continuing  medical  educa- 
tion. 

Dr.  Johnston  expressed  appreciation  for  the 
certificate  of  accreditation  and  requested  the 
])rivilege  of  the  floor  to  discuss  another  issue. 
He  spoke  concerning  the  grave  situation  con- 
fronting the  medical  profession  of  the  State.  Dr. 
Johnston  discussed  Senate  Bill  48  which  was  in- 
troduced in  the  1977  session  of  the  Legislature 
and  would  have  granted  the  privilege  of  the 
practice  of  medicine  to  a non-medical  group. 
'Ehe  propostd  was  vetoed  by  the  Governor;  how- 
ever, Dr.  Johnston  reported  that  the  Governor 
was  disappointed  in  the  lack  of  commtmication 
flour  the  jrhysicians  of  the  State  regarding  the 
proposal.  Dr.  Johnston  projxrsed  that  the  House 
of  Delegates  create  a committee  to  help  the 
Legislative  Gommittee  formulate  a plan  to  stim- 
ulate the  physicians  over  the  State  to  discuss 
legislative  issues  with  their  representatives. 
Speaker  Ghudy  advised  Dr.  Johnston  that  his 
suggestion  would  be  given  consideration  by  the 
officers. 
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THE  COUNCIL  RECEPTION  SUNDAY  EVENING 


Rhys  Williams  of  Harrison,  a member  of  the  Council,  visits  with  members  of  his 
district  during  the  Council  reception. 


A.  E.  Andrews  of  Texarkana,  a sixth  district  councilor,  visits  with  colleagues  during 
the  Sunday  evening  reception. 


Three  past  presidents  of  the  Society  — Joe  Verser,  Ross  Fowler  and  Joe  Norton  ~ and 
tenth  district  councilor  Chailes  Wilkins  at  the  Council  reception. 
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Speaker  Cliiidy  called  lor  reports  from  com- 
mittees. In  recogni/ing  Elvin  Shtiffield  tor  the 
report  of  his  Committee  on  Medical  Legislation, 
he  expressed  appreciation  for  the  tremendous 
amount  of  time  and  effort  which  Dr.  Shuffiekl 
de\otes  to  the  medical  profession.  Dr.  Shuffiekl 
was  given  a standing  ovation  by  the  House.  The 
report  of  the  Committee  on  Medical  Legislation 
as  given  by  Dr.  Shuffiekl  appears  following  the 
minutes  of  the  House  meeting.  Speaker  Chndv 
also  recogni/ed  Mr.  Etigcne  ’Wkarren,  legal  coun- 
sel. and  expressed  appreciation  to  him  for  his 
tvork. 

A.  S.  Koenig,  Ji .,  cliairman  of  the  Constittition- 
al  Revisions  Committee,  presented  his  commit- 
tee's proposal  for  re\  ision  of  the  Society's  Consti- 
tution and  By-Laws.  He  called  the  attention  of 
the  Hoirse  to  sections  of  the  proposal  which 
will  retpnre  continuing  medical  education  for 
membership  retention,  changes  in  the  member- 
ship classifications,  the  exectitive  committee  of 
the  Cotmcil,  the  reference  committees,  etc.  He 
urged  all  mendjers  to  attend  the  reference  com- 
mittee hearing  on  the  proposed  revision  of  the 
Constitution  and  By-Laws.  Dr.  Koenig  expressed 
appreciation  to  committee  members  who  had  ;is- 
sisted  with  the  dr.'ifling  of  the  proposal. 

Ihesident  Koenig  then  reported  to  the  Hotise 
on  negotiations  with  the  Bureau  of  Health  In- 
surance on  the  method  of  payment  for  physi- 
citms'  fees  under  Medicare.  He  sjxtke  as  follows: 

“I  oidy  briefly  covered  the  negotiations  with 
the  Btireau  of  Health  Instirance  in  my  Presi- 
dent's Address.  You  might  be  interested  in  know- 
ing that  at  our  meeting  on  April  5th,  one  of 
the  pi()|xjsals  which  the  Bureau  of  Health  In- 
surance pre,sented  was  that  physicians  wotdd  be 
asked  to  sign  a participating  agreement  with  the 
government  for  the  one-area  fee  schedule.  This 
wotdd  mean  that  physicians  would  accept  as- 
signment on  all  Medicare  patients  or  would  not 
accept  any  assignment  for  those  patients.  In 
other  tvoitls,  you  tvoidd  give  up  yotir  free  choice 
of  selection  on  those  patients  for  whom  yoti  wish 
to  receive  assignment  and  those  whom  von  wish 
to  bill  directly.  AVT  told  the  representatives  of 
the  Bureau  of  Health  Insurance  that  this  was 
completely  unacceptable  to  ns  and  that  we 
woiddn't  even  bring  it  to  the  .Society  for  any 
discussion.  In  the  letter  of  Ajnil  14th,  they 


advise  that  they  will  not  insist  on  this  contractual 
commitment.  However,  one  thing  they  did  was 
whittle  down  the  fee  profile  so  that  what  would 
be  paid  to  the  physicians  of  the  State  under  the 
proposal  would  amount  to  abotit  75%  average 
across  the  board  for  the  State.  The  other  thing 
they  mention  in  their  letter  is  that  a physician 
mtist  certify  on  his  Medicare  claim  form  that 
the  fee  charged  tinder  Medicare  is  the  same  fee 
charged  all  of  his  patients.  In  areas  two  throtigh 
five,  what  would  happen  would  be  for  phvsi- 
cians  to  raise  the  fee  charged  all  patients  and 
this  way  the  government  could  come  back  and 
say  “I  see  the  doctors  have  raised  all  their  charges 
to  those  poor  people  who  can't  pay  them."  The 
other  net  effect  wotdd  be  that  if  the  physicians 
in  the  rtiral  areas  don't  want  to  do  this,  they 
could  take  fewer  assignments.  Eighty  percent 
of  our  doctors  in  the  rtiral  areas  are  now  ac- 
cepting assignments.  One  sensitive  point  that 
the  government  seems  to  have  in  this  is  that 
they  are  very  acutely  aware  of  the  fact  that  a 
lot  of  physicians  do  not  accept  assignments  and 
if  you  will  note  in  some  of  the  bills  being  intro- 
duced in  Congress  (principally  the  Talmadge 
bill),  you  are  going  to  have  to  indicate  that  you 
will  either  take  assignments  on  everylxxly  or  on 
noixxly,  such  as  they  tried  to  tie  us  to  in  this 
proposal.” 

■Secretary  Shuffiekl  presented  a resolution  for 
consideration  of  the  Hotise.  The  resohition  pro- 
posed Society  endorsement  of  construction  of  a 
convention  facility  in  Little  Rock.  The  resolu- 
tion was  referred  to  reference  committee  ntimber 
three  for  consideration. 

Speaker  Clitidy  referred  Dr.  Sluiffield's  report 
to  reference  committee  ntimber  two  and  Dr. 
Koenig's  report  on  the  Constitution  Revisions 
to  reference  committee  number  one.  He  tirged 
members  to  attend  the  open  hearings  of  the  ref- 
erence committees  and  to  participate  in  the  dis- 
cussion of  the  various  items  of  business. 

Meetings  were  held  on  the  floor  of  the  House 
to  select  district  representatives  to  the  Nominat- 
ing Committee.  Selected  were  Joe  Verser,  Wil- 
liam 'Wells,  Robert  Miller,  Raymond  Irwin, 
George  ^Vkirren,  Lynn  Hanis,  James  Gardner, 
Ben  Saltzman,  Mahlon  Maris  and  Ken  Lilly. 

The  first  meeting  of  the  House  of  Delegates 
ad)onined  at  3:30  P.M. 
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The  Council  of  the  Society  honored  Dr.  and  Mr^..  G.  Thomas  Jansen  ot  Little  Rock  at  a reception  on  Siindav  evening.  Dr.  Jansen 
is  president  of  the  Southern  .Medical  Association.  A.  S.  Koenig,  Jr.»  Society  President,  and  Dr.  and  Mrs.  Jansen  welcome  Dr.  and  Mrs. 
Raymond  Invin. 


REMARKS  OF  THE  PRESIDENT  OF  THE 

ARKANSAS  MEDICAL  SOCIETY  AUXILIARY 
M rs.  Carl  Wilson 

Members  of  the  House  of  Delegates  and  Ciuests: 

The  Arkansas  Medical  Society  Auxiliary  ap- 
preciates the  courtesy  yon  exlendeil  to  ns  by 
inviting  the  auxiliary  jrrcsidents  to  appear  before 
yon. 

LVe  are  yonr  wives  and,  for  better  or  worse, 
we  represent  yon  and  onr  actions  reflect  upon 
yon. 

Hopefidly,  this  yeai',  onr  contacts  with  other 
organ i/ations,  onr  public  appearances  and  onr 
efforts  to  “educate  the  ptiblic”  have  been  frnit- 
fnl  and  have  helped  to  polish  onr  image.  I say 
■'om-  image”  because  the  auxiliary  mendrers  feel 
that  we,  too,  are  involved  in  the  medical  pro- 
fession, and  that  what  happens  to  yon  also 
happens  to  ns. 

This  House  has  delegates  from  58  comity 
societies  in  the  State,  yet  there  are  only  22 


counties  repiesented  in  the  'Woman’s  Auxiliary, 
750  mendiers  in  all. 

If  it  is  imjiortant  for  yon  to  belong  to  the 
Medical  Society,  it  is  important  for  yonr  wife 
to  belong  to  the  auxiliary.  Ciet  yonr  women  in- 
volved. Let  them  learn  what  to  do  and  how  to 
do  it.  So  that  they  can  polish  yonr  halo  a little 
in  yonr  home  town. 

Let  her  help  the  people  of  Arkansas  to  con- 
tinue to  understand  their  doctors,  to  appreciate 
them,  and  perhaps,  to  even  love  them. 

\Ve  want  to  help  yon.  Help  ns  to  help  von 
by  getting  yonr  wives  involved. 

Lhank  yon  for  inviting  me  here.  1 regard  it 
as  a priiilege  and  as  an  honor. 

REPORT  OF  THE  COMMITTEE  ON 
MEDICAL  LEGISLATION 
Elvin  Shuffield,  Chairman 

To  all  of  yon  who  served  in  the  legislative 
Infirmary,  we  especially  appreciate  yonr  valuable 
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service.  .Ml  of  you  wlio  talked  personally  or 
phoned  yonr  Legislators,  we  are  very  thankful, 
but  we  could  have  used  considerable  more  sup- 
port. \V^e  heard  on  numerous  occasions  from  the 
Legislators:  “1  have  not  heard  from  my  doctors 
at  home." 

Ladies  and  gentlemen,  you  will  never  know 
and  understand  how  much  Attorney  Eugene 
Warren.  Mike  Mitchell  and  P>ob  Cearley  helpeil 
this  organi/ation.  We  spent  more  hours  silting 
in  various  committee  hearings  than  we  lune  ever 
s]>ent  belore. 

Llie  Ojjtometrists  and  Lhiropractors  had  bills 
in  committee  and  lhe.se  were  used  as  clubs  to 
deter  us  in  our  work. 

We  had  very  nice  cooperation  from  the  Cham- 
ber ol  Commerce,  .\ssociated  Industries,  ACORN, 
Leacher  Retirement  Groups  and  other  Retire- 
ment Ciioups  in  lighting  .SB  18  (Optometry  Bill), 
ElB  267,  making  Chiropractors  physicians  and 
HB  fl5  making  Optometrists  physicians.  I he 
.\rkansas  Supreme  Court  has  ruled  that  these  are 
not  learned  professions. 

.\ltogether,  1,594  bills  were  introduced.  With- 
in the  lirst  two  weeks,  b8  bills  pertaining  to  the 
practice  ol  medicine  were  introduced. 

1 he  Healing  Arts  Act  and  Board  were  com- 
pletely abolished  in  one  foul  sweep.  I have  never 
heard  so  much  misinformation  disseminated  on 
one  subject.  Lhe  pendulum  swung  too  far  when 
they  abolished  the  Board.  Ehey  could  have 
stop|)ed  lhe  retpiirement  of  Physicians,  Osteo- 
paths and  (4iiropractors  taking  the  exam  and 
retained  tlie  Board.  W^e  have  nothing  to  ex- 
amine quacks,  naturopatlis  and  off-beat  Cali- 
fornians trying  to  cure  jieople.  Our  peojrle  are 
wide  open  for  a giant  rip-off  by  tliese  charlatans. 

Governor  David  Pryor  vetoed  SB  48  after  one 
of  the  greatest  Legislative  endeavors  atitl  swttj)- 
outs  that  1 have  ever  seeti.  Even  our  frietuls  in 
the  Legislature  came  to  us  early  and  told  us  we 
would  just  have  to  forgive  tlieni  on  this  vote 
as  they  were  already  committed.  Governor  Pryor 
should  receive  words  of  appreciation  from  all 
of  us  liecause  in  his  veto  statement,  according 
to  the  Gazeile,  he  said  the  Optometrists  were  not 
Cjualified  to  use  drugs.  (This  bill  went  further 
tlian  this  in  saying  they  may  use  drugs  and  use 
other  diagnostic  procedures.)  The  Ophthalmol- 
ogists were  represented  by  Dr.  Gaither  Johnstoti, 
Dr.  Joe  Lyford,  Dr.  Mayne  Parker,  and  Dr.  J. 
B.  Cross,  and  fortunately  there  were  several 


others  on  hand  to  lend  moral  support  and  num- 
bers at  this  hearing. 

We  were  successful  in  passing  everything  this 
body  asked  us  to  except  for  one  liill  which  would 
have  authorized  the  Arkansas  Medical  Board  to 
revoke  the  license  granted  by  reciprocity  to  those 
that  did  not  remain  in  the  town  in  which  he 
had  agreed  to  jjiactice.  We  did  not  liave  100'^, 
sujiport  from  our  own  memijers  and  our  sponsor. 
Representative  Ivan  Rose,  died  during  tlte  ses- 
sion. 

The  following  Acts  are  associated  with  the 
practice  of  medicine: 

Act  231:  Relates  to  allocation  of  freshmen 
enrollment  jrositions  at  the  Tniversity  of  Ar- 
kansas Medical  .School. 

.\ct  166:  Creates  a registry  tor  .\dult  .\buse 
Problems. 

Act  199:  Aljolishes  exams  and  Board  of  Heal- 
ing Arts. 

Act  232:  Provides  that  insurance  policies  that 
pay  for  certain  service  under  their  contract  woidd 
pay  for  services  on  out  patient  services  performed 
by  licensed  out  patient  surgery  centers. 

Act  381:  Creates  Occiqjational  T herapy  Ex- 
amining Committee. 

.\ct  449:  Permits  17-year-o!d  minors  or  older 
to  sell  their  Ijlood  with  parental  consent. 

.Vet  491:  .Vnthorized  E.  M.  S.  .\dvisory  Coun- 
cil to  promulgate  temjmrary  rules  and  regula- 
tions subject  to  final  approval  i)y  the  General 
Assendjly. 

• Vet  275:  Limits  liability  of  memljers  of  Board 
of  Healing  Arts  Profession. 

Act  787:  Piovides  for  continuing  education 
of  healing  arts  jwactitioners.  Requires  regidatory 
boards  to  establish  regulations  for  number  of 
credit  hours,  manner  and  methods  of  olrtaining 
sneh. 

,\ct  151:  Provides  for  reports  by  hospitals  to 
State  Medical  Board.  .Vuthorizes  hospitals  and 
professional  .societies  to  discipline  physicians, 
preserves  conlidentiahty,  and  provides  that  per- 
.sons  making  reports  are  immune  from  liability. 

Act  170  and  Act  330:  Provide  central  registry 
for  spinal  cord  disabled  persons,  duties  and  re- 
sponsibilities. 

Act  452:  Grants,  except  for  negligence,  abso- 
lute immunity  from  civil  liability  to  physicians 
and  licensed  nurses  performing  searches  of  body 
cavities. 

.-Vet  201:  Health  Department  to  make  avail- 
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;ii)lc  iiislnu lions  lor  j)rc\ (.'lUion  ol  citokiiig  on 
fooil. 

Act  459:  I’rovidcs  for  ccrtificilioii  ol  pliysi- 
ci;ms'  trained  assistants  by  State  Medical  Hoard. 

.\ct  72(S:  I’roliibits  sinokin;4  of  tobacco  in  cei- 
lain  public  places. 

.\ct  3()2:  Professional  liability  reinsurance  ex- 
change. 

.\ct  115  and  Act  511:  Anthori/e  Medical 
Board  to  issue  temporary  j^ennit  to  pliysicians 
fnlfilling  S|re(ified  ciiteiia  for  temjKcrary  li- 
censure to  practice  medicine  in  defined  areas  of 
critical  medical  sliortage. 

.\ct  87S:  Rccpiires  optometrists,  oplithalmol- 
ogists  and  oculists  to  provide  customers  with  pre- 
scription for  glasses  and  contact  lens  at  no  addi- 
tional charge. 

Act  879:  Projxrses  to  permit  an  individual  to 
recpiest  or  refuse  in  writing,  medical  and  surgical 
procedures  calculated  to  prolong  one's  life.  .\u- 
thorizes  such  by  certain  others  on  behalf  of 
minor  adult  who  is  physically  or  mentally  un- 
af)le  to  execute  or  is  otherwise  incapacitated  from 
executing  eitlier  document.  I'liis  is  tlie  so-called 
“right  to  die”  legislation. 

.\ct  (i(i:  Exempts  pliysicians  and  medical  per- 
sonnel in  National  Guard  from  malpractice  li- 
ability. 

.\ct  118:  Provides  for  a consumer  to  be  ap- 
pointed to  each  State  Board  and  Commission. 

.\ct  318:  .\clcls  Hospital  .Administrator  as  1 1th 
member  of  Health  Board. 

■Act  445:  Prescribes  authority  and  imposes  re- 
strictions relative  to  hospital  and  medical  society 
committees  reviewing  cjnality  of  Iiospital  and 
medical  care. 

Act  805:  Authorizes  administration  of  emer- 
gency surgical  or  medical  treatment  in  alisence 
of  capable  consentor;  empowers  circuit  or  chan- 
cery court  to  authorize  treatment  over  olijeciion 
of  non-consenior. 

4'lie  following  bills  were  introduced  but  failed 
to  pass  jierlaining  to  the  medical  profession: 

HB  28:  AAMidd  amend  slate  income  tax  laws 
to  olfer  incentive  to  physicians  to  engage  in 
rmal  practice. 

HB  27:  Authorizes  retirement  systems  to 


make  loans  to  doctors  piacticing  in  rural  com- 
mnniiies. 

HB  115:  New'  opiometiy  board  and  regula- 
tions. 

HB  180:  New  Board  of  Optometry  to  regulate 
optometry  and  opticians. 

HB  254:  Vetoed  — Incentives  for  medical  edu- 
cation and  loans  to  encourage  graduates  to  pi  ac- 
tice  in  rural  areas. 

HB  3h():  Establisfi  rural  health  clinic  revolv- 
ing hind  to  be  administered  by  Ihiard  of  Fi- 
nance. 

HB  415:  To  provide  employee  may  designate 
pitysician  wlien  needed  services  recpiired. 

HB  523:  Redefined  piactice  of  nursing.  (Make 
physical  as.sessmenis  and  wuite  treatment.) 

HB  539:  Provide  that  25%  of  Hospital  Board 
members  had  to  be  doctors  practicing  five  vears 
or  longer. 

HB  588:  .All  Professional  and  Occupational 
Boards  to  Division  of  Healtli  Profession. 

HB  614:  To  put  an  o]3lometrist  on  tlie  .State 
Health  Board. 

SB  94:  Make  injectable  Tahvin  Scliednle  III 
Drug. 

SB  568:  Deline  death.  (Moment  person  goes 
into  irreversable  coma.) 

Ladies  and  gentlemen,  let  me  remind  yon 
that  w'e  lost  a great  friend  in  the  House  of 
Representatives  when  Re]n'eseniative  Ivan  Rose 
died  suddenly  during  this  session.  Our  true  and 
loyal  friends  are  few'  and  far  betw’een.  At  this 
time  it  is  very  important  that  w'e  start  grooming 
candidates  for  the  Mouse  anil  the  Senate.  Senate 
Bill  48  gave  us  an  excellent  exanijrle  of  what 
can  l)e  done  if  a force  works  togetlier.  Idiose 
|)eople  had  selected  candidates,  put  money  in 
the  camjraigns,  had  supported  them  loyally  and 
had  their  bill  all  ready  to  go  before  tlie  I.eg- 
islatnre  ever  w'ent  into  session. 

We  are  especially  thankful  to  Dr.  Long,  Miss 
Leah  Riclmiond  and  Mr.  Ken  LaMastus  and 
llieir  stall  at  the  state  lieadcpiarters.  AVe  especi- 
ally appreciate  their  getting  out  the  bulletins 
on  such  short  notice.  Often  times  we  only  had 
thirty  minutes  notice  in  wdiich  to  get  a bulletin 
out  and  the  entire  Society  is  in  great  need  of 
ipiicker  and  closer  commnnicaiions  on  some  of 
our  legislative  problems. 
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FINAL  SESSION 

HOUSE  OF  DELEGATES 


Wednesday,  April  27,  1977 

Speaker  Amail  Cluidy  called  the  House  to 
order  at  10:10  A.M.  on  AVednesday,  April  27, 
1977.  Invocation  was  hv  C.  R.  Ellis. 

i'he  Exectuive  \hce  President,  Dr.  Long, 
called  the  roll  of  members.  The  tollowing  dele- 
gates, officers,  and  memlters  seated  as  delegates 
bv  action  of  the  House  were  present: 

.\RK.\XS.\S,  Joint  Hestir;  B.\XTER,  John 
E.  Gtienthner;  BEXTOX,  Richard  X.  Pearson: 
BOOXE,  Joe  B.  Whlson;  CHICOI  , J.  R.  Rus- 
sell; GEARK,  R.  Jerry  Mann;  GLEBLDkXE, 
William  M.  AVells;  CRAIGHEAD-POIXSEET, 
Erank  M.  James,  James  Robinette,  Joe  Verser; 
GR.VWEORD,  Millard  C.  Eclds;  CREETEX- 
DEX,  Milton  I).  Deneke;  EAULKXER,  Jimmie 
J.  Magie;  G,\RL.-\N1),  Gaither  C.  Johnston, 
Ronald  J.  Bracken,  James  I..  Gardner;  GRAXd , 
Gtntis  B.  Clark;  GREEXE-CL.W,  J.  Baker; 
HOT  SPRING,  Robert  H.  ^Vhite;  HOWARD- 
PIKE,  Robert  Sykes;  IXDEPEXDEXCE,  Jim 
E.  Lytle;  JE  LEERS  OX,  Banks  Blackwell, 
George  V.  Roberson;  JOHXSOX,  Boyce  \V. 
West;  LAWREXGE,  Led  S.  Lancaster;  LEE, 
Dwight  W.  Gray;  EOG.VX,  James  Harjter  Bled- 
soe; MESSISSIPIT,  Merrill  J.  Osborne;  MOX- 
ROE,  X.  C.  David,  Jr.;  XE\h\DA,  H.  Blake 
Grow;  OUACHITA,  Cal  Sanders;  PHILLIPS, 
Robert  1).  Miller,  Jr.;  POLK,  David  1).  Eried; 
POPE,  Janies  M.  Kolb,  Jr.;  PULASKI,  Edgar 
J.  Easley,  Paul  J.  Cornell,  Robert  D.  Dickins, 
Jr.,  George  K.  Mitchell,  ^Vhlliam  G.  Reese, 
Harold  D.  Purdy,  J.  .Mayne  Parker,  Ered  J. 
Kittler,  W.  Mage  Honeycutt,  John  McCollotigh 
Smith,  Gilbert  O.  Dean,  William  N.  Jones,  G. 
I'homas  Jansen,  A.  Henry  Thomas,  David  L. 
Barclay,  K.  David  McKelvey,  Carl  J.  Ratpie, 
Ben  X.  Saltzman,  Purcell  Smith;  R.\NDOLPH, 
AVilliam  W.  Scott;  SEBASTIAX,  Ken  Lilly,  A. 
C.  Bradford,  W.  P.  Phillips,  Carl  L.  Williams, 
Morton  C.  Wilson,  Kenneth  ^Vhdlace,  .\.  S. 
Koenig,  Jr.;  ST.  ER.VXCIS,  Davitl  Lockhart, 
UNION,  George  Warren,  Wayne  Elliott; 
WASHINGTON,  Joe  C.  Parker,  John  W. 
Vinzant,  Joseph  H.  Mc.\lister,  Lee  B.  Parker, 
Jr.;  YELL,  Rogers  P.  Edmondson;  COL^N- 
CILORS  Eldon  Eairley,  John  B.  Kirkley,  Paul 


Gray,  John  Bell,  L.  J.  P.  Bell,  Raymond  Irwin, 
John  P.  Burge,  J.  B.  Jameson,  John  H.  Moore, 
E.  Andretvs,  C.  Lynn  Harris,  Curtis  B.  Clark, 
\V.  Ray  Jotiett,  A\hlliam  S.  Orr,  Jr.,  Rhys  ^Vil- 
liams,  Mondss  Henry,  Charles  E.  ^\hlkins.  Kemal 
Kutait;  PRESIDENT  AV.  Payton  Kolb;  EIRST 
\dCE  PRESIDENT  Mahlon  O.  Maris;  SPEAK- 
ER .Vmail  Chtidy;  VICE  SPEAKER  Asa  Crow; 
SECRETARY  Elvin  Shtiffield;  TRE.YSURER 
Kenneth  R.  Duzan;  PAST  PRESIDENTS  Joe 
\Trser,  C.  R.  Ellis,  H.  "W.  Thomas,  Ross  Eowler, 
John  P.  Wood,  Ben  N.  Saltzman,  and  A.  S. 
Koenig,  Jr. 

Speaker  Chudy  called  on  Ken  Lilly  for  the 
report  of  the  Nominating  Committee.  Dr.  Lilly 
presented  names  of  nominees  for  councilor  posi- 
tions and  then  nominees  for  all  offices  other 
than  president-elect.  Elected  by  acclamation 
■were; 

Eirst  Vice  President:  Ken  Lilly,  Fort  Smith 
Second  \dce  President:  R.  Jerry  Mann,  Arka- 
del  phia 

lliird  \hce  President:  A.  Elenry  Thomas, 
Little  Rock 

SecTCtary:  H.  Elvin  Shtiffield,  Little  Rock 
Treasurer:  Kenneth  R.  Duzan,  El  Dorado 
Speaker  of  the  House:  Amail  Chudy,  North 
Little  Rock 

\'ice  Speaker:  Asa  Crow,  Paragould 
Councilors: 

First  District:  Merrill  J.  Osborne,  Blytheville 
Second  District:  Paul  Gray,  Batesville 
1 bird  District:  David  L.  I.ockhart,  Forrest 
City 

Fourth  District;  Raymond  Irwin,  Pine  Bluff 
Fifth  District:  John  H.  Moore,  El  Dorado 
Sixth  District:  A.  E.  Andrews,  Texarkana 
Seventh  District:  Curtis  B.  Clark,  Sheridan 
Eighth  District:  W.  Ray  Jouett,  Little  Rock 
Ninth  District:  Morriss  Henry,  Fayetteville 
Tenth  District:  Charles  F.  Wilkins,  Jr.,  Rus- 
sellville 

In  electing  Ken  Lilly  to  the  position  of  First 
Vice  President,  the  Hotise  gave  recognition  to 
the  work  he  had  done  as  chairman  of  the  pro- 
gram committee  for  the  1977  meeting  and  ex- 
pressed appreciation  to  Dr.  Lilly. 
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Arkansas  Blue  Cross- Blue  Shield  hosted  a party  ior  Society  members  on  Monday  evening  of  the  Convention.  Tlie  lavish  buffet  tables 
were  decorated  with  the  Blue  Cross- Blue  Shield  trademark  carved  in  blue  i(e. 


The  Noniinatini^  Committee  proposed  P>en 
X.  Salt/'maii  ot  Little  Rock  and  George  F. 
W ynne  of  ^Varren  for  the  position  of  president- 
elect of  the  Society.  Dr.  Salt/man  retpiesied  that 
his  name  be  removed  from  nomination  and  that 
Dr.  Wynne  be  elected  by  acclamation.  The 
House  so  voted.  Dr.  Wynne  was  not  in  the 
House  at  the  time  and  Joe  \'^erser  spoke  in  his 
behalf,  expressing  thanks  to  the  flouse  for  elect- 
ing Dr.  AV^ynne  to  the  position.  Dr.  Wynne  was 
present  a tew  minutes  later  and  addressed  the 
I fouse  as  follows: 

“J  have  had  a very  profitable  day.  At  8:30 
A.^f.  this  morning,  I liecame  the  grandfather 
of  a nine-pound  liaby  girl  and  now  1 have  been 
nominated  by  this  astute  body  as  president-elect. 
I want  you  to  know  that  I apjireciate  the  honor 
and  I will  work  as  hard  as  jiossible  to  fulfill 
your  vote  of  confidence.  Thank  you.” 

Dr.  Lilly  then  presented  nominations  for  dele- 
gate and  alternate  delegate  to  the  American 


i\fetlical  .Vssociation  for  teiins  horn  fanuary  1, 
1078,  to  December  31,  1079,  The  House  unani- 
mouslv  elected  Purcell  Smith  of  Little  Rock  as 

j 

delegate  and  T,  K,  Townsend  of  Pine  Bluff  as 
his  alternate  delegate, 

Sjieakcr  Chudy  called  for  reports  of  the  Refer- 
ence Committees,  1 he  reports  weie  presented  as 
follows: 

REPORT  OF 

REFERENCE  COMMITTEE  NUMBER  ONE 

Reference  Committee  Number  One  consisted 
of  Paul  Cornell,  A,  E.  Andrews,  James  Roliinette 
and  Mahlon  Maris  as  chairman.  The  committee 
met  on  Sunday,  Api  il  21th,  1077,  witli  all  mem- 
bers present.  Ihc  leports  considered  by  this 
committee  were  as  follows: 

Professional  Relations  Committee  of  the  Sixth, 
Seventh  and  I'enth  Districts. 

Professional  Relations  Committee  of  the 
Eighth  District  and  the  State. 
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Reports  ot  the  Councilors  for  the  Fifth  and 
I'enth  Districts. 

Report  of  the  Council,  John  P.  Binge,  Chair- 
man. 

Report  of  the  Executive  \hce  President,  C.  C. 
Long. 

Report  of  the  Budget  Committee,  H.  W. 
d'liomas.  Chairman. 

Mr.  Speaker,  the  committee  recommends  ap- 
pi'oval  of  the  above  reports  as  jninted  and  I 
so  move.  Approval  was  voted  by  tlie  House. 

dhe  }>roposed  revisions  of  the  Constitution 
and  By-Laws  were  discussed  and  are  submitted 
witit  the  following  alterations: 

Page  4 — Section  'I.  Item  .\,  .\ctive  Memfjer- 
ship.  1 his  section  shall  read  as  in  the  previous 
Constitution  and  By-Laws,  to  wit:  “The  active 
memliership  of  this  Society  sliall  be  comprised 
of  all  the  active  mendters  of  its  component  so- 
cieties. Only  snch  |x^rson  is  eligible  for  active 
membership  in  a component  society  as  possesses 
tlie  degree  of  Doctor  of  Medicine  and  holds  an 
unrevoked  license  to  practice  medicine  and  sur- 
gery by  the  Board  of  Medical  Examiners  which 
consists  of  mem  bets  recommended  by  tliis  So- 
ciety. 1 he  eligibility  reipiirements  set  forth  in 
the  preceding  sentences  ate  not  to  apply,  how- 
ever, to  members  in  good  standing  in  any  com- 
ponent .society  at  the  time  ot  the  adoption  of 
this  Section  (.Adopted,  House  of  Delegates,  19,47 
.\nnual  Session)  nor  to  the  members  of  the  spe- 
cially chartered  “Student  (tnd  Intern  and  Resi- 
dent Societies.”  Delete  the  definition  as  listed 
in  the  new  Constitution  as  follows:  “.Active 
membership  of  this  Society  shall  be  limited  to 
persons  ^vho  possess  the  degree  of  Doctor  of 
Medicine  and  who  hokl  an  unrevoked  license  to 
practice  medicine  and  surgery  issued  bv  the  .Ar- 
kansas State  Medical  Board.  Such  memljers  shall 
ha\'e  the  right  to  ^■ote,  hold  office,  and  all  other 
privileges  of  membership  in  this  Society." 

Page  1 — Life  Membership.  I hree  lines  from 
the  bottom  of  the  page,  clnmge  the  attained  age 
ftoin  seventy-five  to  seventy. 

Page  9 — Section  (i,  Item  .A.  Change  to  read 
“Each  regular  county  society  shall  be  entitled  to 
send  to  the  House  of  Delegates  each  year  one 
delegate  for  every  twenty  five  .Arkansas  Medical 
Society  members  ..."  (the  words  “.Arkansas  Metl- 
ical  Society"  have  been  added)  . 

Page  13  — After  Section  S,  councilors,  we  are 
inserting: 


Section  9.  Chairman  of  the  Council.  The 
Chairman  is  to  be  selected  by  the  Council  fol- 
lowing the  election  of  the  Councilors  by  the 
House  of  Delegates.  His  duties  shall  be  (1)  to 
preside  at  all  meetings  of  the  Council,  (2)  to 
serve  as  a member  of  the  Executive  Committee 
of  the  Council,  and  (3)  to  appoint  the  Council 
committees. 

Page  13  — Section  1,  Powers  and  Duties,  Item 
.A.  The  Reference  Committee  recommends  in- 
serting a sentence  at  the  end  of  this  paragraph 
as  follows:  “The  Council  shall  be  expected  to 
meet  at  least  bi-monthly." 

Page  20  — Section  12.  d'his  reference  commit- 
tee recommends  deleting  this  entire  section  which 
is  as  follows:  “Retention  of  Component  Status. 
.All  members  of  the  county  society  must  be  mem- 
bers of  the  State  Society  for  the  county  society 
to  retain  its  component  status.” 

Mr.  Speaker,  Reference  Committee  Number 
One  recommends  the  adoption  of  the  proposed 
Constitutional  Revisions  as  changed  by  this  com- 
mittee. It  is  our  understanding  that  this  Con- 
stitution is  to  be  tabled  for  one  year  and  voted 
on  in  1978. 

4 he  House  voted  approval  of  the  report  as 
presented  with  one  grammatical  correction 
(which  has  been  incorporated  in  above  copy). 
4'here  was  considerable  discussion  regarding  the 
portion  pertaining  to  bi-monthly  Council  meet- 
ings and  the  tote  on  this  section  was  not  unani- 
mous. 

\4ce  Speaker  Ciow  called  on  B(jyce  AVest,  who 
presentetl  the  report  of  Reference  Committee 
Number  Two  as  follows: 

REPORT  OF 

REFERENCE  COMMITTEE  NUMBER  TWO 

Ehe  members  of  Reference  Committee  Num- 
ber Two  were  AVilliam  N.  Jones,  John  H.  Moore, 
T.  E.  I'ownsend,  and  myself  as  chairman.  I'he 
committee  met  on  Sunday,  .April  21th,  and  con- 
sidered the  following  leports: 

Committee  on  Public  Health,  Ben  Salt/man. 
Chairman. 

Committee  oti  Public  Relations.  Ray  Jouett, 
Chairman. 

Advisory  Committee  tcj  the  Aletlical  .Assistants 
Society,  G.  G.  Graham,  Chairman. 

Medical  School  Committee,  Asa  Crow,  Chair- 
man. 

Mr.  Speaker,  your  Reference  Committee  rec- 
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SCIENTIFIC  EXHIBITS 


"Major  Types  of  Scoliosis  — Icliopi.lliic,  C'-ongenital.  1‘aralvtic.”  Kxliibit  by  Samuel  H. 
I hompsoii.  John  D.  Clhristian.  William  L.  Steele,  and  Richard  j.  Nasca.  all  of  Little 
Rock. 


Tweniy-live  ou  t sla  lul  i ng  ex- 
liibits  were  jMesented  at  tlie  1977 
nieetinsT.  Tliree  ol  these  exliiltits 
were  selected  tor  their  excep- 
tional value  to  the  practicini* 
physicians: 


■Snakebite  in  .Arkansas."  Nathan  L.  Strickland,  Halesville. 


‘‘.Abdominal  Imaging.”  Domic  Dodd.  Radiologist.  Raptisl  Medical  (ienter. 
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oniiuencls  the  acceptance  of  the  above  reports  as 
pulilished  in  the  Journal  of  tlie  Arkansas  Med- 
ical Society  and  1 so  move. 

Phvsician-Nnrse  Joint  Practice  Committee, 
Robert  ^\’’;ltson,  Chairman.  The  Reference  Com- 
mittee Av'onld  like  to  suggest  that  the  Council 
consider  an  on-going  system  of  communications 
lietween  tlie  councilor  districts  and  the  etjuiva- 
lent  nursing  representatives  in  those  districts, 
f ile  Refeience  Committee  recommends  the  ac- 
cejitance  of  this  report  as  jmitlished  in  the 

Journal  and  I so  move. 

Report  of  the  State  Medical  Board.  The 
Reference  Ciommittee  woidd  like  to  emphasize 
the  concent  of  the  State  Afedical  Board  regard- 
ing the  licensure  of  Physicians'  A.ssistants  and 
tvould  like  to  encourage  the  support  of  the  State 
•Medical  Board  in  its  endeavors.  Mr.  Speaker, 
the  Reference  Committee  recommends  the  ac- 
ceptance of  this  report  as  published  in  the 

Journal  and  1 so  move. 

Summary  of  the  Arkansas  State  Department 
of  Health  .\ctivities,  Rex  Ramsay,  Director. 
I lie  Committee  would  like  to  compliment  the 

De]iartment  of  Health  on  its  continned  ex- 

pansion of  services  wliich  re(]nircd  the  addition 
of  new  facilities.  Mi.  Speaker,  the  Reference 
Committee  recommends  the  acceptance  of  this 
leport  as  pulilished  in  the  Journal  and  I so 
move. 

Report  from  the  .Vrkansas  .Medical  Political 
.\ction  Committee,  Kemal  Kutait,  Cliairman. 
riie  Committee  wishes  to  join  with  the  chair- 
man of  .\rk-P,A.C  to  encourage  the  members  of 
the  Arkansas  Medical  Society  to  become  active 
memliers  ol  the  committee.  Mr.  Speaker,  your 
Reference  Committee  recommends  the  accept- 
ance of  this  report  as  published  and  1 so  move. 

Legislative  Committee  Report.  Elvin  Shuf- 
field,  Cliairman.  In  view  of  tlie  increasing  vol- 
ume of  activity  concerning  medical  affairs,  your 
Reference  Committee  would  like  to  recommend 
that  a feasibility  study  be  undertaken  regarding 
the  establishment  of  an  office  in  Idttle  Rock  as 
an  extension  of  the  State  Society  office.  Mr. 
Speaker,  the  Reference  Committee  recommends 
acceptance  of  this  report  as  presented  to  the 
House  of  Delegates  :nid  I so  move. 

Mr.  Speaker,  this  concludes  the  report  of 
Reference  Committee  Number  Two.  I wish  to 
thank  those  who  appeared  before  this  committee 
and  my  fellow  members  of  the  committee. 


Upon  motion  of  Shuffield,  the  House  voted 
to  approve  the  report  of  Reference  Committee 
Number  Two  as  presented  to  the  House. 

Speaker  Chudy  then  called  for  the  last  refer- 
ence committee  report,  which  was  presented  as 
follows. 

REPORT  OF 

REFERENCE  COMMITTEE  NUMBER  THREE 

Reference  Committee  Number  Three  consisted 
of  Philip  J.  Deer,  Jr.,  W.  P.  Phillips,  John  E. 
Bell,  and  John  M.  Hestir  as  chairman.  The 
Reference  Committee  met  on  Sunday  afternoon, 
April  24,  1977,  and  gave  careful  consideration 
to  the  items  referred  to  it.  The  committee  con- 
sidered the  following  reports: 

Committee  on  Mental  Health,  \V.  Payton 
Kolb,  Chairman. 

Sub-Committee  on  Liaison  with  AMcational 
Rehabilitation,  John  P.  "Wood,  Chairman. 

Committee  on  ^Tterans  Administration  .Af- 
fairs, J.  4Varren  Murry,  Chairman. 

Committee  on  Insurance,  Banks  Blackwell, 
Chairman. 

Committee  on  Medicine  and  Religion,  C.  R. 
Ellis,  Chairman. 

Private  Insurance  Review  Committee,  H.  Aus- 
tin Grimes,  Chairman. 

Report  of  the  Councilors  from  the  Eirst  Dis- 
trict (John  B.  Kirkley)  and  from  the  Eouith  Dis- 
trict (Raymond  Irwin). 

Medical  Services  Review  Committee.  Charles 
E.  AVilkins,  Chairman. 

Mr.  Speaker,  the  Reference  Committee  recom- 
mends the  acceptance  of  the  above  rejtorts  as 
planted  in  the  Journal  of  the  .\rkansas  Medical 
Society  and  I so  move. 

Sub-Committee  on  Tubercidosis,  Donald  L. 
Miller,  Chairman.  4 he  Sub-Committee  recom- 
mends that  the  State  Dejrartment  of  Health  con- 
sider a publication  to  be  made  available  to  prac- 
ticing and  other  interested  physicians.  This  pub- 
lication would  be  revised  annually,  or  as  seen 
necessary,  and  should  inform  the  practitioner  of 
the  State  Health  Department  policies  in  regard 
to  diagnosis  anti  treatment  of  tuberculosis, 
atypical  microbacterial  infections,  fungus  infec- 
tions, and  sarciodosis.  It  should  also  include 
jtolicies  regarding  skin  testing  and  use  of  Isoni- 
a/id  prophylactically.  Information  on  most  of 
these  matters  has  been  availalde  to  physicians 
for  some  time;  however,  the  Committee  felt  that 
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John  H.  Budtl.  Cleveland.  President-elect  of  the  American  Medical 
Association,  addresses  the  House  of  Delegates  on  April  24th. 


A.  S.  Koenig,  Ir..  President  of  the  Arkansas  Medical  Society  toi 
l97()-77.  makes  his  ' President's  Address”  to  the  House  on  April 
24th. 


The  House  of  Delegates  in  session  on  Sunday,  April  24th. 
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an  information  Ijooklet,  such  as  described  above, 
rvould  Ite  most  helpfid. 

Mr.  Speaker,  yom  Reference  Committee  rec- 
ommends the  adoption  of  the  recommendation 
from  the  Snlj-Committee  on  Tnbercnlosis. 

Report  of  the  Medical  Education  Foundation 
for  .\rkansas.  Robert  ^Vhitson,  President.  f)r. 
^\hitson  sidtmitted  the  following  recommenda- 
tion. The  Liaison  Committee  for  the  Medical 
.Students  and  others  recommended  by  the  Refer- 
ence Committee  ol  197.5  that  a trial  series  of 
quarterly  lectures  beginning  this  year  are  to  be 
presented  at  the  Medical  Center.  This  series  of 
lectures  is  to  l)e  known  as  being  of  Arkansas 
•Medical  Society  sponsorship.  They  are  to  be 
])resented  by  natifinal,  creditable  speakers  on 
subjects  common  to  the  interest  of  stiulents  at 
tlifferent  levels  of  tiaining.  The  selection  of  the 
s])eakers  and  the  choice  of  subjects  is  made  by  a 
joint  committee  from  the  Office  of  Student 
.\ffairs  at  the  University  of  Arkansas  College  of 
Afedicine  and  the  .Medical  Education  Founda- 
tion for  Arkansas.  .\s  continued  funds  accumu- 
late, additional  means  of  bettering  medical  edu- 
cation in  Arkansas  will  be  developed.  Ehis  series 
of  lectures  will  be  sponsored  bv  the  Medical 
lulucation  Foundation  tor  Arkansas  and  fi- 
naiued  by  a self-perpetuating  fund  of  38(),()()()  at 
the  present  time.  Ihe  reference  committee 
recommends  approval  of  the  recommendation 
from  MEFF.V. 

Propcjsed  resolution  submitted  bv  the  Pulaski 
County  delegation.  'Fhe  wording  of  the  pro- 
posed resolution  is  as  follows: 

WHEREAS,  the  State  Medical  Society  recog- 
ni/;es  the  value  ol  regional  and  national  ton- 
A'entions  and  trade  shows  that  the  State  cannot 
now  attract  because  ol  limited  facilities,  and 

W'HPIREAS,  such  conventiotis  would  meet  in 
Arkansas  in  large  tiumbers  were  assembly  facili- 
ties provided  to  the  State's  transportatioti  cetiter, 
and 

^VHERE.AS,  additional  meeting-exhibit  facili- 
ties are  needed  for  growing  State  orgatiizatiotis 
such  as  the  Society,  and 

W^HEREAS,  a combinatioti  facility  and  sports 
tirena  would  enhance  the  State’s  image  and  econ- 
oitn  and  wotild  piocide  benefits  to  the  citizenrv 
of  the  area  of  moral  lecreation,  educational,  and 
increased  State  tax  receipts: 

BE  I E HEREBY  RESOLVED  that  the  Society 
endorse  the  proposal  by  the  Little  Rock  .\dver- 


tising  and  Promotion  Commission  to  construct 
a 100,000  sejuare  foot  convention  facility  and 
s{x>rts  arena  in  downtown  .Arkansas  to  be  able 
to  compete  for  the  first  time  in  the  lucrative 
meeting  market  with  its  peer  cities  in  other  states 
that  already  have  facilities  similar  to  the  one 
proposed. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends that  this  resolution  be  acce]>ted  for 
information  only. 

Mr.  Speaker,  this  concludes  the  report  of  your 
Reference  Committee  Number  Tbree.  I wish 
to  thank  those  who  ap|)eared  before  this  Refer- 
ence Committee,  my  fellow  members  of  the  com- 
mittee and  those  members  of  the  staff  who  as- 
sisted me. 

Mr.  Speaker,  I move  adoption  of  the  rejjort 
of  Reference  Cctnnnittee  Number  Three.  The 
report  was  approved  by  the  House  as  presented, 
with  one  correction  incorjtorated  in  the  section 
pertaining  to  the  MEEF.A  report. 

Speaker  Chudy  called  on  the  Chairman  of  the 
Council,  |ohn  P.  Burge,  for  a report  covering 
actions  of  the  Council  during  the  convention. 
Dr.  Burge  presented  the  following  report: 

REPORT  OF  THE  COUNCIL 

The  (Council  met  on  Sunday,  .April  24,  1977, 
and  considered  the  following  items  of  business: 

1.  Recei\ed  the  annual  report  of  audit  and 
ap]Mo\ed  same  as  submitted. 

2.  Considered  the  list  of  dues  exempt  mem- 
bers as  submitted  by  their  local  county  med- 
ical societies  and  ap]troved  this  listing. 

.4.  Received  the  report  of  the  ad  hoc  commit- 
tee on  State  Health  Department  as  pre- 
sented by  Ray  fouett.  LI|ton  motion  of  Orr, 
the  report  was  accepted. 

1.  Received  a report  from  E.  E.  I'ownsend  con- 
cerning his  recent  presentation  before  the 
National  Immunization  Conference  pertain- 
ing to  the  consent  form  that  was  retphred 
by  the  Federal  Covernment  and  presented 
the  opposition  of  the  .Arkansas  Medical  So- 
ciety to  this  reejuirement. 

5.  Heard  a rather  detailed  report  concerning 
the  negotiations  with  the  Bure;ni  of  Health 
Insir  ance  concerning  the  one  area  state  con- 
cejrt  for  Medicare  reimbursement.  The  Ex- 
ecutive Committee  was  instructed  to  con- 
tinue negotiations  and  when  more  accept- 
able terms  bave  been  reached,  results  of 
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THE  FIFTY  YEAR  CLUB 


E\a  F.  Dodge,  Little  Rock  (left)  is  secretary  of  the  Fiftv  Year  Club  of  the  Arkansas  Medical  Society. 
C.  \V.  jones.  Sr..  Renton  (right)  is  president  of  tlic  C'.luh.  In  the  center  of  the  photo  is  the  oldest 
number  of  the  club.  Di.  j.  \V.  Morris  ot  McC.rorv.  cvho  is  102  years  ot  age. 


I’resent  for  the  1077  breakfast  of  the  Filty  Year  C’.luh  were  FAa  F.  Dodge.  Little  Rock;  C.  \V.  jones,  Benton;  [eiomc  S.  lew,  little 
Rc)ck;  j.  W.  Morris  of  McCrory  (who  was  accompanied  by  his  daughter);  R.  IL  \\'hitehcad.  Sr.,  accotnp.inied  h\  his  >on.  R.  M.  White- 
liead,  Jr.;  John  H.  Burge  of  Lake  Village,  and  M.  C.  Hawkins,  |r..  of  Searcv. 
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negotiations  should  be  presented  to  the 
Mouse  of  Delegates  at  a later  meeting. 

b.  Heaid  a recjuest  from  the  Aldersgate  Med- 
ical Camp  retpiesting  conti  ibtitions  toward 
a jDeimanent  building.  Received  the  recom- 
mendation from  the  budget  Committee  that 
the  same  contribution  l)e  made  as  last  vear; 
that  individtial  members  be  encomaged  to 
donate  to  this  worthy  cause  but  tliat  no  do- 
nation to  support  the  l)uilding  of  an  in- 
firmary be  pio\  ided  by  the  Society. 

7.  Received  a recommendation  from  Raymond 
Irwin  that  Banks  Blackwell  was  the  nomi- 
nation to  fill  the  vacancy  on  the  Arkansas 
State  Arbitration  Commission. 

8.  The  six  expiring  teims  on  the  Metlical  Serv- 
ices Review  Committee  were  filled  as  fol- 
lows: 

SURCfERY;  [.  'Whuren  Murry,  Fayetteville. 
ALLERGY:  I’.ill  F.  Hefley,  Little  Rock. 
1)ERM.\T()L()CA':  Carl  J.  Ratpie,  Little 
Rock. 

OPH  LHAL.MOLOGY:  Joe  H.  Lyford,  Rus- 
selh  ille. 

()  I OLARYNGOLOCY:  Harry  L.  Rounsa- 
ville,  Little  Rock. 

RADIOLOGY:  John  E.  Bell,  .Searcv. 

9.  Cionsidered  the  .Vrkansas  Medical  Political 
,\ction  Ciommittee  appointments  and  au- 
thori/ed  the  Chaiiman  <d  tlie  Council  to 
select  a nominating  committee  to  bring  in 
a list  of  (jualified  anti  willing  mmiinees  to 
fill  the  vacaiuies  on  tliis  (ommittee. 

10.  Moved  to  re  nominate  Joe  Rtishton  to  the 
Boaicl  ol  Directors  ol  the  .Medical  Education 
Foundation  for  .\rkansas. 

IF  Heaid  a discussion  iiy  Thomas  Brtice,  Dean 
of  the  Medical  School,  regarding  the 
T hompson  bill  in  Congress,  HR  2222,  re- 
lating to  house  staff  designation  as  em- 
ployees and  the  stand  of  the  American  Med- 
ical .\ssociati(jn  to  support  this  contention. 
Moved  to  advise  the  AMA  and  the  Arkan- 
sas Congressional  delegation  of  the  opposi- 
tion to  this  proposed  action. 

T he  Council  met  on  Monday  morning,  April 
25,  1977,  and  considered  the  following  items  of 
btisiness: 

1.  Heard  a di,sctission  by  legal  counsel  concern- 
ing the  Society's  intervention  in  a case 
which  the  chiropractors  were  seeking  to  be 


allowed  to  perform  acupuncture.  The  Coun- 
cil voted  to  seek  intervention  for  involve- 
ment in  the  suit. 

2.  Considered  the  Deferred  Compensation  Plan 
for  Society  jiersonnel  and  voted  to  accept 
this  concept  and  authorize  the  formation  of 
such  a plan. 

3.  \5>ted  to  form  an  ad  hoc  committee  to  be 
composed  of  physician  members  of  the 
HS.Y’s  and  one  member  of  the  Cotincil  to 
keep  the  physicians  aware  of  the  status  of 
HSA  and  State  Health  .System  Agency  action 
and  plans. 

1.  \h)ted  to  accept  Pulaski  Cotmty’s  nomina- 
tion of  Curry  Bradlitirn  to  be  the  Medical 
Society's  nominee  to  fill  the  position  on  the 
Blue  Cross-Blue  Shield  Board  at  the  ex- 
piration of  the  term  of  James  \Veber  in 
March,  1978. 

5.  Considered  the  location  for  future  meetings 
and  voted  to  meet  at  the  Cameloi  Inn  in 
Little  Rock,  .\rkansas,  .\pril  22-25  in  1979, 
and  in  1980  to  the  .Arlington  Hotel  in  Hot 
Springs,  April  20-23. 

0.  Approved  the  Executive  Committee  minutes 
of  February  25,  1977,  March  23,  1977,  and 
.Ajjril  5,  1977,  as  follows: 

(a)  .Agreed  to  honor  G.  Thomas  Jansen  as 
president  of  the  Southern  Medical  .As- 
sociation at  the  Cotincil  reception  on 
Sunday  evening,  .\pril  24,  1977. 

(I))  Authorized  'E.  E.  Townsend  to  attend 
the  National  Immunization  Conference 
in  Baltimore  on  April  4,  1977. 

(c)  .Agreed  to  meet  with  representatives  of 
the  Bureau  of  Health  Insurance  in  Little 
Rock  on  .April  5th  for  discussion  of  the 
experimental  project  for  Medicare  fee 
payments. 

(d)  .Approved  rental  of  atlditional  office 
space  for  tlie  head([tiarters  staff  effective 
July  1,  1977. 

T he  Cotincil  met  on  TTiesday  morning,  April 
25,  1977,  at  7:00  A.M.  and  transacted  the  follow- 
ing Imsiness: 

1.  Appointed  the  following  to  serve  one-year 
terms  on  the  Board  of  Directors  of  the  Ar- 
kansas Medical  Political  Action  Committee: 
Ken  Lilly,  Fort  Smith 

Raymond  Biondo,  North  Little  Rock 
R.  Jerry  Mann,  Arkadelphia 
Donald  Duncan,  Texarkana 
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f.  I, any  Lawson,  l*ai agoiiltl 

(i.  Thomas  Jansen,  Little  Rock 

A.  E.  Andrews,  Texaikan.i 

Noel  Fergnson,  Harrison 

Iioyce  W'est,  Llarksville 

W.  E.  Pliillips,  Fort  Smith 

Mrs.  (diaries  F.  Wilkins,  Rnsselh  ille 

Mrs.  (iarl  Wilson,  Fort  Smith 

Mrs.  Kemal  Kntait,  Fort  Smith 

(Emeritus:  'William  S.  Orr,  |r..  Little  Rock) 

2.  Dr.  Kirkley  raised  a (|nestion  for  discussion 
concerning  the  admissions  policy  of  the 
Medical  Center.  After  considerable  discus- 
sion by  Dean  Brnce  and  (juestions  by  the 
Council,  it  was  moved  that  the  matter  of 
investigating  for  information  into  the  jiro- 
cedures  and  methods  of  student  elections  be 
referred  to  the  Medical  School  Liaison  Ciom- 
mittee  and  that  as  soon  as  this  information 
was  obtained  by  the  committee,  that  they 
report  back  to  the  Council.  This  motion 
was  passed. 

The  Council  adjourned  at  8:00  A.M.  so  that 
the  members  could  attend  the  Prayer  Breakfast 
that  would  follow. 

The  Council  met  on  Wednesday  morning  at 
9:00  A.M.  and  considered  the  following  items  ol 
business: 

1.  Authorized  the  Chairman  of  the  Council  to 
apjxiint  ;i  committee  consisting  of  members 
of  the  HSA’s  and  one  at-large  member  to  be 
a liaison  committee  to  relate  with  the  State 
Health  Coordinating  Council. 

2.  Passed  a motion  aitthorizing  Rather,  Beyer 
and  Harper  to  change  the  Society’s  |)rogT;nn 
for  office  overhead  insurance  from  Conti- 
nental Assurance  Company  to  the  Com- 
mercial Insurance  Company. 

3.  Voted  to  retptest  that  the  chairman  appoint 
a committee  to  conduct  a study  of  the  feasi- 
bility and  advisability  of  having  based  in 
Little  Rock  a subsidiary  staff  from  the  head- 
(piarters  office  in  Fort  Smith.  I’he  Council 
requested  a report  on  the  study  at  its  next 
meeting. 

Upon  the  motion  of  Burge,  the  report  of  the 
Council  was  approved  by  the  House  as  presented. 

The  Associate  Executive  Vice  President,  Leah 
Richmond,  was  named  “sweetheart”  of  the  House 
of  Delegates. 

The  Flouse  approved  the  nomination  of  Hugh 
Edwards  of  .Searcy  to  succeed  himself  as  a mem- 


ber ol  the  Arkansas  State  Medical  lioard. 

Secrctaiy  Shuffield  disetrssed  H.R.  .HSlh,  the 
federal  i lade  Commission  Amendments  of  1977 
as  ])roposed  in  Congress.  The  proposal  would 
extend  the  F FC  to  coter  non-profit  organizations 
and  authorize  the  F'FC  to  seize  control  of  tissets. 
inchiding  those  of  physicians.  |jending  the  filing 
and  disposition  of  an  F'FC  complaint.  Upon 
motion  ol  Mahlon  Maris,  the  hetidcpiarters  office 
was  retpiested  to  include  au  item  about  H.R. 
38 It)  in  the  next  membershi|)  newsletter. 

Upon  motion  ol  William  Jones,  the  House 
voted  to  go  on  recortl  as  opposing  H.R.  3816 
and  advising  members  of  the  Arkansas  Con- 
gressional delegation  of  stich  o|jposition. 

Dr.  .Sludlield  introduced  Mr.  Robert  M. 
Ceailey,  Jr.,  and  Mr.  Michael  W.  Mitchell,  as- 
sociates ol  Mr.  Eugene  ^Varien,  as  legal  counsel 
for  the  .Society. 

.S|>e;ikcr  Chudy  called  on  Gaither  Johnston  to 
present  names  ol  physicians  selected  for  appoint- 
ment to  the  atl  hoc  legislative  assistance  com- 
mittee. The  committee  is  composed  of: 

William  S.  Orr,  Jr.,  Little  Rock 
AVilliam  N.  Jones.  lattle  Rock 
Jimmie  J.  Magie,  (ionwav 
James  L.  Gardner,  Hot  Springs 
Ciaithei  Johnston,  Hot  Springs 
(Note:  By  action  ol  the  Council  at  a subse- 
cpient  meeting,  the  chairman  of  the  Aikanstis 
Medical  Society  Political  Action  Committee  was 
named  an  ex-officio  member  of  the  committee, 
d'he  .\i  k-PAC  chairman  is  P.  Phillips  of  Fort 
Smith.) 

'The  House  approved  the  nomination  of  Hugh 
Edwaicls  of  .Searcy  to  succeed  himself  as  a mem- 
ber of  the  .Vikansas  State  Medical  Board, 
d'he  House  adjourned  at  11:30  .\.M. 

RE-ORGANIZATIONAL  MEETING 
OF  THE  COUNCIL 

'The  (iotmcil  met  for  a brief  re-organizational 
meeting  immediately  lollcwving  adjotirnment  of 
the  House  of  Delegates  on  Wedne.sday.  Bnsine.^s 
was  tran.sacted  as  follows: 

1.  Re-elected  John  P.  Burge  as  Chairman  of 
the  Council. 

2.  Re-elected  Alfred  Kahn,  Jr.,  Editor  of  the 
Journal. 

3.  Recpiested  that  Kemal  Kutait  continue  as 
;i  member  of  the  Board  of  the  .Xikansas 
Medical  Political  Action  Committee  tmtil 


Volume  74  Number  1 — June,  1977 


23 


Proceedings 


the  new  l)oaid  can  meet  and  elect  oliiceis. 

1.  Directed  that  the  Ark-PAC  chairman  be  an 
ex-officio  memlier  of  the  ad  hoc  legislative 
assistance  committee. 

3.  \'oted  to  hold  the  next  meeting  of  the 
Council  on  .Sunday,  June  26,  1977. 

PROPOSED  REVISION  OF  THE 
CONSTITUTION  AND  BY-LAWS 

The  following  proposed  revision  of  the  Con- 
stattition  and  By-Laws  was  approved  on  first 
reading  Iry  the  House  of  Delegates  at  the  1977 
meeting.  1 lie  proposal  trill  again  be  considered 
by  the  House  at  the  1978  meeting  for  final  vote 
of  approval. 

(Note:  Proposed  new  wording  is  in  ilalics. 
Ciopy  to  be  deleted  is  in  parenthesis:  in  some 
instance  copy  may  be  deleted  in  one  section  and 
inserted  in  another  section.) 

Constitution 

.ARTICLE  1.  Name  of  the  Society 
The  name  (and  title)  of  this  organization  shall 
be  the  Arkansas  Medical  Society. 

ARTICLE  11.  Pitrposes  of  the  Society 
The  purposes  of  this  Society  shall  be: 

1.  To  federate  and  bring  into  one  compact  or- 
ganization the  entire  medical  profession  of 
the  State  of  .Arkansas  and  to  unite  with  sim- 
ilar societies  of  other  states  to  form  the  .Ameri- 
can Medical  .Association: 

2.  To  extend  medical  knowledge  and  advance 
medical  science: 

3.  To  elevate  the  standard  of  medical  edtication. 
and  to  secure  the  enactment  and  enforcement 
of  just  medical  laws; 

4.  To  promote  friendly  intercourse  among  phy- 
sicians: 

5.  To  guard  and  foster  the  material  interests  of 
its  members  and  to  protect  them  against  im- 
position: 

6.  To  enlighten  and  direct  public  opinion  in  re- 
gard to  the  great  problems  of  state  medicine, 
so  that  tlie  profession  shall  become  more  cap- 
able and  honorable  within  itself,  and  more 
usefid  to  the  public  in  the  prevention  and 
cure  of  disease,  and  in  prolonging  and  adding 
comfort  to  life:  and 

7.  To  maintain  medical  ethics  and  to  secure 
compliance  with  tlie  art  of  medical  practice. 

.ARTICLE  III.  Component  Societies 

Component  societies  shall  consist  of  those 
(county  medical)  societies  which  hold  charters 


from  this  society  as  provided  in  the  By-Laws; 
(provided,  however,  that  there  may  be  a chartered 
society  known  as  the  “Student,  Intern,  and  Resi- 
dent Society”  as  provided  in  the  By-Laws.) 

ARTICLE  I\^.  Composition  of  the  Society 

Section  1.  Composition 

This  Society  shall  consist  of  members,  delegates 
and  guests. 

Section  2.  (.Active  Membership)  Members 

The  (.Active)  Membership  of  this  Society  shall 
comprise  all  the  (active)  members  of  its  com- 
ponent societies.  (Only  such  person  is  eligible 
for  active  membership  in  a component  society 
as  possesses  the  degree,  Doctor  of  Medicine,  and 
holds  an  unrevoked  license  to  practice  medicine 
and  surgery  issued  by  the  Board  of  Medical  Ex- 
aminers which  consists  of  members  recommended 
by  this  Society.  The  eligibility  requirements  set 
forth  in  tite  preceding  sentences  are  not  to  apply, 
however,  to  memlrers  in  good  standing  in  any 
component  society  at  the  time  of  the  adoption 
of  this  Section  [.Adopted,  House  of  Delegates, 
1961  Annual  Session]  nor  to  the  members  of  the 
speciallv  chartered  “Student,  Intern  and  Resident 
Society.”) 

Section  3.  Delegates 

Delegates  shall  be  those  members  who  are 
elected  in  accordance  u-ith  the  Constitution  and 
By-Laws  to  represent  their  respective  component 
societies  in  the  House  of  Delegates  of  this  So- 
ciety. 

■Section  4.  Guests 

.Any  distinguished  physician  not  a resident  of 
this  State,  who  is  a member  of  his  own  state  so- 
ciety, may  become  a guest  during  anv  annual 
session  on  invitation  of  the  officers  of  this  Societv, 
and  shall  be  accorded  the  privilege  of  participat- 
ing in  all  of  the  scientific  work  for  that  session. 

.ARTICLE  V.  House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative 
body  of  the  Society,  and  shall  consist  of  (1)  dele- 
gates elected  by  the  component  county  societies 
as  provided  in  the  By-Laws;  (2)  the  councilors, 
and  (3)  ex-officio,  the  president,  first  vice  presi- 
dent, president-elect,  speaker,  vice  speaker,  sec- 
retary, treasurer,  and  past  presidents  of  the  So- 
ciety, provided,  however,  that  the  ex-officio  mem- 
bers shall  have  the  power  of  voting  on  all  subjects 
except  the  election  of  officers,  (and  [4]  one  dele- 
gate from  the  “Student,  Intern,  and  Resident 
Society.”) 
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I’resident  Koenig  presents  iilaipie  of  apijretiation  to  Edna  Earle  Massey.  Choral  Dheitor  of  the  Northside  High  Scliool  Mixed  Chorns. 
.\n  enscinhle  from  the  mixed  i horns  performed  at  the  banquet.  .Standing  behind  tho.se  seated  at  the  liead  table  is  one  of  .Miss  Masses  's 
studeius.  Ren  Lilly  ot  Fc.rt  Smith. 


Edna  Earle  Massey  presented  an  outstanding  nuisital  pn^gram  with  an  enst  inble  from  the  Nortliside  Higii  S<  hool  Mixed  (diorus  ol  Fort 
sSmith.  Inaugural  Hanquet,  Ai)ril  l‘>77. 
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ARTICLE  VI.  Council 

Section  I.  Duties 

The  Council  shall  be  the  executive  body  of  the 
House  of  Delegates  and  between  sessions  of  the 
House  shall  exercise  the  power  conferred  on  the 
House  of  Delegates  by  the  Constitution  and  By- 
Laivs.  It  shall  constitute  the  Finance  Committee 
of  the  House  of  Delegates. 

Section  2.  Composition 

The  Council  shall  consist  of  the  councilors, 
the  president,  first  vice  president,  president-elect, 
secretary  and  treasurer.  The  speaker  and  vice 
speaker  of  the  House  of  Delegates  and  the  past 
presidents  shall  be  members  ex-officio  without 
vote.  There  shall  be  two  councilors  from  each 
councilor  district  to  serve  staggered  terms  of  two 
years  each.  All  councilors  shall  have  equal  voting 
privileges.  A majority  of  the  voting  members 
shall  constitute  a quorum.  (Besides  its  duties 
mentioned  in  the  By-Laws,  the  Council  shall  con- 
stitute the  Finance  Committee  of  the  House  of 
Delegates.) 

Section  3.  Executive  Committee 

The  Chairman  of  the  Cotmcil,  the  President, 
the  President-elect  and  the  Secretary  shall  con- 
stitute the  executive  committee  of  the  Council. 
The  Chairman  of  the  Council  shall  serve  as 
chairman  of  the  Executive  Committee.  The  Ex- 
ecutive Committee  shall  have  such  powers  and 
duties  as  provided  in  the  By-Laws  and  as  may 
he  defined  from  time  to  time  by  resolution  of 
the  Council. 

ARTICLE  VII.  Sections  and  District  Societies 

The  House  of  Delegates  may  provide  for  a di- 
vision of  the  scientific  work  of  the  Society  into 
appropriate  sections,  and  for  the  organization  of 
such  councilor  district  societies  as  will  promote 
the  best  interests  of  the  profession,  such  societies 
to  be  composed  exclusively  of  members  of  com- 
ponent societies. 

ARTICLE  VIII.  Sessions  and  Meetings 

Section  1. 

The  Society  shall  hold  an  Annual  Session,  dur- 
ing which  there  shall  be  held  daily  general  meet- 
ings, which  shall  be  open  to  all  registered  mem- 
bers and  guests. 

Section  2. 

The  place  (for  holding  each  Annual  Session 
shall  be  decided  by  the  House  of  Delegates  two 
years  in  advance.  The)  and  time  for  holding  each 


Annual  Session  shall  be  decided  (by  the  Com- 
mittee on  Arrangements  of  the  Arkansas  Medical 
Society  and  the  president  and  the  executive  vice 
president)  by  the  Council. 

ARTICLE  IX.  Officers 

(Section  1.) 

The  officers  of  this  Society  shall  be  a president, 
president-elect,  three  vice  presidents.  Speaker  of 
the  House  of  Delegates,  \hce  Speaker  of  the 
House  of  Delegates,  a secretary,  a treasurer,  and 
twenty  councilors  (and  an  executive  vice  presi- 
dent). Their  qualifications  and  terms  of  office 
shall  be  as  provided  in  the  By-Laws. 

(Section  2.) 

(The  president-elect  and  vice  presidents,  the 
speaker  and  vice  speaker,  the  secretary  and  treas- 
urer shall  be  elected  annually,  each  to  serve  a 
one-year  term.  On  the  expiration  of  his  term  as 
president-elect,  that  person  shall  automatically 
succeed  to  the  presidency  and  shall  serve  as  presi- 
dent for  the  ensuing  year.  Each  year,  ten  coun- 
cilors shall  be  elected  to  serve  a two-year  term. 
.\11  officers  shall  serve  until  their  successors  are 
installed.) 

ARTICLE  X.  Funds  and  Expenses 

Section  1. 

Funds  shall  be  raised  by  an  equal  per  capita 
assessment  on  each  component  society  except  as 
provided  in  the  By-Laws.  The  amount  of  the 
assessment  shall  be  fixed  by  the  House  of  Dele- 
gates (but  shall  not  exceed  the  sum  of  $50.00 
per  capita  per  annum  except)  on  four-fifths  vote 
of  the  delegates  present. 

Section  2. 

Funds  may  also  be  raised  by  voluntary  contri- 
butions, from  the  Society’s  publications  and  in 
any  other  manner  approved  by  the  House  of 
Delegates.  Funds  may  be  appropriated  by  the 
House  of  Delegates  to  defray  the  expenses  of  the 
Society  for  publications,  and  for  such  other  pur- 
poses as  will  promote  the  welfare  of  the  profes- 
sion. All  resolutions  appropriating  funds  must 
be  referred  to  the  Council  before  action  is  taken 
thereon. 

.\RTICLE  XI.  Referendum 

Section  1. 

general  meeting  of  the  Society  may,  by  a 
two-thirds  vote  of  the  members  present,  order  a 
general  referendum  on  any  questions  pending 
before  the  House  of  Delegates  and  when  so  or- 
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clcred  the  House  of  Delegates  shall  submit  such 
<|uestions  to  the  memljers  of  the  Society,  who  may 
vote  Ijy  mail  or  in  person,  if  tlie  members  voting 
shall  comprise  a majority  of  all  the  members  of 
the  Society,  a majority  of  such  vote  shall  de- 
termine the  cpiestion  and  be  binding  upon  the 
House  of  Delegates. 

Section  2. 

1 he  House  of  Delegates  may,  by  a two-thirds 
vote  of  its  own  members,  submit  any  question  be- 
fore it  to  a general  referendum,  as  provided  in 
the  jireceding  section,  and  the  result  shall  be 
binding  upon  the  House  of  Delegates. 

ARTICLE  XII.  The  Seal 

1 he  Society  shall  have  a common  seal,  with 
power  to  break,  change  or  renew  the  same  at 
pleasure,  by  action  of  the  House  of  Delegates. 

AR  T ICLE  XIII.  Amendments 

The  House  of  Delegates  may  amend  any  article 
of  this  Constitution  by  a two-thirds  vote  of  the 
delegates  present  at  any  annual  session,  provided 
that  such  amendment  shall  have  been  presented 
in  open  meeting  at  the  previous  annual  session, 
and  that  it  shall  have  been  published  twice  dur- 
ing the  year  in  a bulletin  or  Journal  of  this 
Society. 

By-Laws 

CHAPTER  1.  Membership 

Section  1.  Membershi j)  in  Compmieyit  Societies 

(A)  Membership  in  this  Society  shall  be  by 
membership  in  one  of  its  componerit  societies. 

(Section  1)  (B) 

The  name  of  a physician  on  the  properly  certi- 
fied roster  of  members  of  a component  society 
which  has  paid  its  annual  assessment  shall  be 
prima  facie  evidence  of  membership  in  this  So- 
ciety. 

Section  2.  Membership  Classifications 

(A)  Active  Membership 

The  Active  Membership  of  this  Society  shall  be 
comprised  of  all  the  active  members  of  its  com- 
]x>nent  societies.  ()nl\  such  person  is  eligible 
for  active  membership  in  a (cjinponent  society 
as  possesses  the  degree  Doctor  of  Medicine  and 
holds  an  unrevoked  license  to  practice  medicine 
and  surgery  issued  by  the  board  of  Medical  Ex- 
aminers which  consists  of  membei  s recommended 
by  this  .Society.  Lhe  eligibility  retpiirements  set 
forth  in  the  preceding  sentences  ate  not  to  apply, 
however,  to  members  in  good  standing  in  any 


conqx)nent  .society  at  the  time  ol  the  adojjtion 
of  this  Section  [.\doptcd,  House  of  Delegates, 
l‘)()l  Annual  Session]  nor  to  the  membeis  of  the 
specially  chattered  ''Student  (Uid  Intern  and 
Resident  Societies." 

(Section  4)  (/>)  lafe  Membershiji 

An  active  member  who  (shall  have  attained  his 
eightieth  year  and  shall  have  been  a member  of 
his  county  medical  society  in  Arkansas  or  else- 
where in  the  United  States  continuously  since 
beginning  the  practice  of  medicine,  or  who  for 
fifty  years  shall  have  been  continuously  a mem- 
ber of  his  county  medical  society  in  Arkansas  or 
elsewhere  in  the  United  States,  shall  upon  estab- 
lishing the  above  facts  to  the  satisfaction  of  his 
county  medical  society,  and  upon  the  recom- 
mendations of  such  .society,  be  granted  the  status 
of  a Life  Member.)  has  continuonsly  been  a mem- 
ber of  organized  medicine  and  has  either  (1)  at- 
tained age  seventy  or  (2)  practiced  forty-five 
years  shall  be  eligible  for  life  membership  and, 
upon  the  recommendation  of  his  component  so- 
ciety, shall  be  granted  such  status  by  the  House 
of  Delegates.  (Such  member  shall  enjoy  full  mem- 
bership jirivileges  and  shall  be  exempt  from  the 
payment  of  further  dues  or  assessments.)  Life 
members  shall  have  the  right  to  vote,  hold  office, 
and  all  other  privileges  of  membership  in  this 
Society. 

(C)  Emeritus  Membership 

An  active  member  who  has  continuously  been 
a member  of  organized  medicine  for  less  than 
forty-five  years  and  udio  has  fully  retired  from 
the  practice  of  medicine  shall  be  eligible  for 
Emeritus  Membership.  Such  membership  shall 
be  granted  by  the  House  of  Delegates  upon  the 
recommendation  of  the  member’s  component  so- 
ciety. Emeritus  members  shall  not  have  the  right 
to  vote  or  hold  office,  but  shall  have  all  other 
privileges  of  membership  in  this  Society. 

(Section  .5)  (D)  .-\ffiliate  Membership 

An  active  member  in  good  standing  in  his 
(county)  component  society  may  (upon  the  recom- 
mendation of  such  society)  be  granted  affiliate 
membership  (with  full  voting  and  other  privi- 
leges) where  one  or  more  of  the  follo^ving  con- 
ditions exist:  (letirement  from  active  practice) 
physical  or  other  disability  of  a character  pre- 
venting the  practice  of  medicine,  a serious  and 
prolonged  illness,  or  financial  reverses.  Affiliate 
membership  shall  be  on  an  annual  basis  oidy  anil 
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a member  must  be  recommended  each  year  for 
such  special  status  by  (the  secretary  and  presi- 
dent of)  his  (county)  component  society  follow- 
ing a review  and  reassessment  of  his  particular 
situation.  An  affiliate  member  shall  enjoy  full 
membership  privileges  (and  shall  be  exempt 
from  the  payment  of  dues  and  assessments  during 
the  year  in  which  he  is  granted  such  status,  and 
a certificate  of  membership  shall  be  issued  to 
him  for  such  year.)  except  that  he  shall  not  have 
the  right  to  vote  or  hold  office. 

(Section  7)  (E)  Military  Afembers 

(A.  Regular  members  of  the  Arkansas  Medical 
Society  who  are  in)  An  active  member  in  good 
standing  in  his  component  society  who  enters  the 
service  of  the  armed  forces  of  the  United  States, 
not  as  a career  officer(s),  may  be  classified  as  a 
military  member(s),  and  carried  on  the  roll(s)  of 
(their)  his  (respective  county  societies)  component 
society  as  such.  (Afilitary  members  shall  have  a 
waiver  of  dues  during  the  time  of  service,  pro- 
vided that  they  are  in  good  standing  at  the  time 
they  entered  the  armed  forces.  Alilitary  members 
shall  enjoy  full  membership  privileges  and  cer- 
tificates of  membership  shall  be  issued  to  them 
each  year.) 

(B.  Young  physicians  going  from  internship 
or  residency  to  military  service  shall  be  granted 
military  membership  with  dues  exemption,  pro- 
vided the  request  for  such  membership  is  trans- 
mitted through  a component  society.  Such  mili- 
tary membership  shall  be  on  an  annual  basis 
only.  The  requirements  for  active  membership 
prior  to  exemption  shall  be  waived  for  such 
military  members.  Such  members  shall  enjoy  full 
membership  privileges  except  that  thev  may  not 
vote  or  hold  office,  and  certificates  of  member- 
ship shall  be  issued  to  them.  This  section  shall 
not  be  construed  to  mean  that  military  member- 
ship may  be  granted  to  those  physicians  who 
enter  military  service  after  a period  of  active 
practice  during  which  time  they  were  not  mem- 
bers of  the  Society.) 

A physician  entering  service  of  the  armed 
forces  of  the  United  States,  not  as  a career  officer, 
upon  completion  of  internship  or  residency  train- 
ing shall  be  eligible  for  military  membership 
upon  the  request  of  a component  society. 

Military  members  shall  enjoy  full  membership 
privileges  except  that  they  shall  not  have  the 
right  to  vote  or  hold  office. 


{F)  Associate  Members 

Physicians  who  are  licensed  to  practice  medi- 
cine and  surgery  in  this  State  as  -well  as  an 
adjacejjt  state  and  are  engaged  in  the  delivery 
of  health  seivices  in  both  states  may  become  as- 
sociate members  of  this  Society  provided  they 
are  active  members  of  the  state  medical  associa- 
tion in  the  adjoining  state.  Associate  members 
may  vote  as  provided  in  this  Constitution  and 
P>y-Lau’s  and  may  serve  on  all  committees,  but 
shall  not  hold  office. 

(G)  Intern  and  Resident  Members 

Physicians  licensed  to  practice  medicine  and 

surgery  in  this  State  who  are  engaged  in  filling 
intern  or  residency  appointments  in  approved 
hospitals  shall  be  eligible  for  membership  in  this 
Society.  Such  membership  shall  end  with  termi- 
nation of  this  status.  Such  members  shall  enjoy 
the  rights  and  privileges  accorded  active  members 
except  that  they  shall  not  hold  office  or  chair 
committees. 

(H)  Student  Members 

Students  enrolled  in  an  approved  medical 
school  shall  be  eligible  for  student  membership 
in  this  Society.  Student  members  shall  enjoy  the 
rights  and  privileges  accorded  active  members 
except  that  they  shall  not  hold  office  or  chair 
committees. 

Section  3.  Dues  Exemption 

(A)  Life,  Emeritus,  Affiliate,  Military,  Intern 
and  Resident  and  Student  members  shall  be  ex- 
empt from  the  payment  of  (hies  and  assessments. 

(P>)  Associate  members  shall  pay  one-half  of 
all  dues  and  assessments. 

Section  (2)  4.  Suspension  or  Expulsion 

Any  person  who  is  under  sentence  of  suspen- 
sion or  expulsion  from  a component  society,  or 
whose  name  has  been  dropped  from  its  roll  of 
members,  shall  not  be  entitled  to  any  of  the 
rights  or  benefits  of  this  Society,  nor  shall  he  be 
permitted  to  take  part  in  any  of  its  proceedings 
until  he  has  been  relieved  of  such  disability. 

Section  (3)  5.  Meeting  Registration 

Each  member,  each  member  chosen  as  a dele- 
gate, and  each  guest  in  attendance  at  an  annual 
session  of  the  Society  shall  register  in  such  man- 
ner as  may  be  provided  by  the  (secretary)  execu- 
tive vice  president,  giving  his  name,  address,  and 
the  component  society  of  which  he  is  a member. 
When  his  right  to  membership  has  been  verified 
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W.  Payton  Kolb,  President.  1977*78,  makes  his  inaugural  address  at  the  bamiuet  on  April  2b,  1977. 
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by  reference  to  the  roster  of  his  society,  he  shall 
receive  a badge  which  shall  be  evidence  of  his 
right  to  all  the  privileges  of  membership  at  that 
session.  No  member  shall  take  part  in  any  of  the 
proceedings  of  an  annual  session  until  he  has 
complied  with  the  provisions  of  this  section. 

Section  6.  Continuing  Medical  Education 

Continued  membership  in  the  Society  is  de- 
pendent upon  compliance  loith  continuing  med- 
ical education  requirements  as  specified  below: 

(A)  Classification  of  Members  affected 

All  members  of  the  Society  will  comply  roith 
this  charge,  except  those  retired  from  prac- 
tice, those  still  engaged  in  their  formal  med- 
ical or  specialty  education,  non-resident 
members  and  those  in  full-time  administra- 
tive positions.  Those  members  unable  to 
fulfill  requirements  because  of  impaired 
health  or  extenuating  circumstances  may  be 
exempt  on  a temporary  basis  by  the  Commit- 
tee on  Continuing  Medical  Education. 

(B)  Central  Authority 

The  Committee  on  Continuing  Medical  Ed- 
xication  ivill  be  charged  roith  the  determina- 
tion of  the  requirements  for  maintaining 
membership  in  the  Society.  Their  initial  de- 
termination as  xoell  as  any  changes  recom- 
mended must  he  submitted  to  the  House  of 
Delegates  for  approval.  Alterations  in  the 
number  of  hours  of  continuing  medical  edu- 
cation required  may  be  made  at  any  regular 
meeting  of  the  Society  by  the  House  of  Dele- 
gates. The  Council  loill  serve  as  an  arbitra- 
tion committee  if  a decision  of  the  Commit- 
tee on  Continuing  Medical  Education  is 
questioned. 

(C)  Acceptable  Alternate  Plans 

Alternate  plans  of  acceptable  requirements 
which  ivould  be  considered  equal  to  or  ex- 
ceeding the  requirements  established  by  the 
Committee  on  Medical  Education  and  the 
House  of  Delegates  would  include: 

(1)  Cojnpliance  with  the  requirements  for 
the  Physician’s  Recognition  Award  of 
the  American  Medical  Association; 

(2)  Compliance  xvith  the  continuing  educa- 
tion requirements  of  the  American 
Academy  of  Family  Physicians; 

(3)  Docximentation  of  recertification  by  any 
specialty  board,  provided  the  physician 


limits  his  practice  to  the  defixxition  of 
the  specialty; 

(4)  The  continuing  medical  education  re- 
quirements of  specialty  societies  other 
than  the  Amexican  Academy  of  Family 
Physicians,  should  such  become  estab- 
lished. Sxich  programs  xvould  be  sxibject 
to  reviexo  by  the  Committee  on  Medical 
Education  prior  to  their  acceptance. 

(D)  Three-year  continuum 

Each  member  subject  to  continuing  medical 
edxication  requirements  shall  have  three 
years  to  complete  the  required  hours.  The 
three-year  continuxim  begins  January  1 of 
the  initial  year. 

CHAPTER  II.  .\nnual  and  Special  Sessions 
of  the  Society 

Section  1.  The  Society  shall  hold  an  annual 
session  at  such  place  as  has  been  fixed  by  the 
(House  of  Delegates)  Council  at  the  annual  ses- 
sion two  years  in  advance. 

Section  2.  S|:)ecial  meetings  of  either  the  So- 
ciety or  of  the  House  of  Delegates  shall  be  called 
liy  the  President  on  petition  of  the  Council, 
twenty  delegates  or  fifty  members. 

(Section  3.  In  the  event  the  previously  selected 
jdace  is  unable  to  be  host  to  the  Annual  Session, 
tlie  meeting  place  may  then  be  designated  by  the 
Council.) 

CHAPTER  III.  General  Meetings 

Section  1.  All  registered  members  may  attend 
and  participate  in  the  proceedings  and  discus- 
sions of  the  general  meetings  and  of  the  Section. 
Tlie  general  meeting  shall  be  presided  over  by 
the  president  or  by  one  of  the  vice  presidents, 
and  before  them  shall  be  heard  the  address  of 
the  president  and  the  orations,  and  such  scientific 
papers  and  discussions  as  may  be  arranged  for 
in  the  program. 

Section  2.  The  general  meetings  may  recom- 
mend to  the  House  of  Delegates  tlie  appointment 
of  committees  or  commissions  for  scientific  in- 
vestigations of  special  interest  and  importance  to 
the  profession  and  public. 

CHAPTER  IV.  House  of  Delegates 
Section  1. 

The  House  of  Delegates  shall  meet  on  the  first 
day  of  the  Annual  Session.  It  may  adjourn  from 
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time  to  time  as  may  be  necessary  to  complete  its 
i)usiness;  provided  that  its  hours  shall  not  con- 
flict (as  little  as  possil)le)  with  the  general  meet- 
i ngs. 

Section  (1)  2. 

'I'he  order  of  business  shall  be  arranged  as  a 
separate  section  of  the  Annual  Session  jHogram. 

Section  (1) 

The  House  of  Delegates  shall  establish  its  own 
rules  of  procedure. 

Section  4.  Items  of  Business 

(A)  All  reports  and  resolutions  received  by 
the  executive  vice  president  sixty  days  prior  to 
the  annual  meeting  of  the  House  of  Delegates  of 
this  Society  shall  be  printed  in  the  Journal  of 
the  Arkansas  Medical  Society  iyi  the  month  pre- 
ceding the  meeting. 

(B)  All  reports,  resolutions,  arid  other  items 
of  business  received  by  the  executive  vice  presi- 
dent twenty  days  prior  to  a meeting  of  the  House 
of  Delegates  shall  be  included  in  the  meeting 
agenda. 

(C)  Any  item  of  business  not  submitted  to  the 
executive  vice  president  twenty  days  prior  to  the 
meeting  of  the  House  of  Delegates  must  have  a 
two-thirds  consent  of  attending  delegates  for  in- 
troduction at  such  session. 

Section  5.  Reference  Committees 

(A)  The  Speaker  of  the  House  of  Delegates 
shall  appoint  an  appropriate  number  of  refer- 
ence committees  from  the  membership  of  the 
House  of  Delegates.  The  chairman  shall  be  ap- 
pointed by  the  Speaker.  The  reference  commit- 
tees shall  serve  only  during  the  convention  for 
which  they  are  appointed. 

(B)  All  reports  of  committees,  reports  of  offi- 
cers, and  resolutions  submitted  for  consideration 
of  the  House  of  Delegates  shall  be  referred  to  a 
reference  committee,  unless  otherwise  provided 
in  these  By-Laws,  or  unless  otherwise  ordered  by 
a two-thirds  vote  of  the  House  of  Delegates. 

(C)  The  reference  committee  shall  hold  an 
open  hearing  at  xuhich  any  member  of  the  Society 
may  speak  on  proposals  before  the  committee. 

(D)  The  reference  committee  shall  recommend 
to  the  House  of  Delegates  an  appropriate  course 
of  action  on  each  proposal  referred  to  the  com- 
mittee. 


Section  (2)  6.  Representation  of  (iomponent 
Societies 

(A)  (1)  Eacli  (component)  regular  county  so- 
ciety sliall  be  entitled  to  send  to  the  House  of 
Delegates  each  year  one  delegate  for  every  twents- 
live  Arkansas  Medical  Society  members,  and  one 
for  eacli  major  fraction  thereof,  provideef  that 
its  annual  report  and  assessments  are  in  the 
hands  of  the  (secretary)  executive  vice  president 
by  Marcli  1st  of  each  vear.  Each  county  society, 
however,  regardless  of  its  number  of  members, 
which  has  complied  witli  this  section,  shall  fie 
entitled  to  one  delegate. 

(2)  'Two  associate  members  of  a com ponent 
society  shall  count  as  one  full  membership  in 
determining  delegate  representation  of  that  com- 
ponent society. 

(B)  The  component  society  composed  of  in- 
tern and  resident  members  shall  be  entitled  to 
one  delegate  to  the  House  of  Delegates. 

(C)  The  component  society  composed  of  stu- 
dent members  shall  be  entitled  to  one  delegate 
to  the  House  of  Delegates. 

Section  (3)  7.  A majority  of  the  delegates  reg- 
istered shall  constitute  a quorum. 

Section  (4)  8.  (It)  The  House  of  Delegates 
shall,  through  its  officers,  council  and  otherwise, 
give  diligent  attention  to  and  foster  the  scientific 
work  and  spirit  of  the  Society,  and  shall  con- 
stantly study  and  strive  to  make  each  annual 
session  a stepping  stone  to  future  ones  of  higher 
interest. 

Section  (.5)  9.  It  shall  consider  and  advise  as 
to  the  material  interest  of  the  profession,  and  of 
the  public  in  those  important  matters  wherein  it 
is  dependent  on  the  profession,  and  shall  use  its 
influence  to  secure  and  enforce  all  proper  med- 
ical and  puhlic  health  legislation,  and  to  diffuse 
popular  information  in  relation  thereto. 

Section  (G)  10.  It  shall  make  careful  iucpiiry 
into  the  condition  of  the  profession  of  each 
county  in  the  state,  and  shall  have  authority  to 
adopt  such  methods  as  may  be  deemed  most  ef- 
ficient fo!  building  up  and  increasing  the  interest 
in  such  couutv  societies  as  already  exist,  and  for 
orgaui/ing  the  profession  in  counties  where  so- 
cieties do  not  exist.  It  shall  especially  and  .sys- 
tematically endeavor  to  ptcmiote  friendly  inter- 
course among  physicians  of  the  same  locality,  and 
shall  continue  these  efforts  until  every  physician 
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in  every  county  of  the  state  who  is  reputable  and 
eligible  has  been  brought  under  medical  society 
influence. 

Section  (7)  11.  It  shall  encourage  postgraduate 
and  research  work,  as  well  as  home  study,  and 
shall  endeavor  to  have  the  results  utilized  and 
intelligently  discussed  in  the  county  societies. 

Section  (8)  12.  It  shall  elect  representatives  to 
the  House  of  Delegates  of  the  American  Medical 
Association  in  accordance  with  the  constitution 
and  by-laws  of  that  body. 

Section  (9)  13.  It  shall  divide  the  state  into 
councilor  districts,  specifying  what  counties  each 
district  shall  include,  and,  when  the  best  interest 
of  the  Society  and  profession  will  be  promoted 
thereby,  organize  in  each  a district  medical  so- 
ciety, and  all  members  of  component  (county) 
societies  shall  be  members  in  such  district  society. 

Section  (10)  14.  It  shall  have  authority  to  ap- 
point committees  for  special  purposes  from 
among  members  of  the  Societv  who  are  not  mem- 
bers  of  the  House  of  Delegates.  Such  committees 
shall  report  to  the  House  of  Delegates,  and  may 
be  present  and  participate  in  the  debate  on  their 
reports. 

Section  (11)  15.  It  shall  approve  all  memorials 
and  resolutions  issued  in  the  name  of  the  So- 
ciety before  they  shall  become  effective. 

Section  (12)  16.  In  case  of  vacancy  in  the  office 
of  delegate,  the  House  of  Delegates  shall  have 
the  authority  to  seat  any  member  of  that  county 
society  in  attendance  at  said  meeting  as  delegate, 
with  full  right  to  perform  all  the  duties  of  that 
office. 

CH.\PTER  V.  Election  of  officers 

Section  1.  Nominating  Committee 

(Section  2.  Immediately  after)  (A)  Prior  to 
adjournment  of  the  first  meeting  of  the  House 
of  Delegates  at  each  annual  session,  the  delegates 
from  the  component  societies  of  each  councilor 
district  shall  meet,  the  councilor  not  subject  to 
re-election  acting  as  chairman,  and  select  one 
delegate  from  each  district  to  form  a committee 
on  nominations.  This  committee  shall  consist  of 
ten  delegates,  one  from  each  councilor  district. 
It  shall  meet  and  organize  by  selecting  a chair- 
man and  secretary.  It  shall  be  the  duty  of  this 
committee  to  considt  with  members  of  the  .So- 
ciety and  to  hold  one  or  more  meetings  at  which 


time  the  best  interest  of  the  Society  and  of  the 
profession  of  the  State  for  the  ensuing  year  shall 
be  carefully  considered.  The  committee  shall 
report  the  result  of  its  deliberations  to  the  House 
of  Delegates  in  the  shape  of  a ticket  containing 
the  names  of  two  or  more  members  for  the  office 
of  president-elect  and  of  one  member  for  each 
of  the  other  offices  to  be  filled  at  the  annual 
session.  No  two  candidates  for  president-elect 
shall  be  named  from  the  same  county. 

(Section  4)  (B)  The  report  of  the  Nominating 
Committee  shall  be  the  first  order  of  business  of 
the  House  of  Delegates,  after  reading  of  the 
minutes,  on  the  last  day  of  the  annual  session. 

Section  (6)  2.  Nothing  in  this  Chapter  shall 
be  construed  to  prevent  additional  nominations 
being  made  by  members  of  the  House  of  Dele- 
gates. 

Section  (7)  3.  Any  person  known  to  have  so- 
licited votes  for  or  sought  any  office  within  the 
gift  of  this  Society  shall  be  ineligible  for  any 
office  for  two  years. 

Section  (7)  4.  No  member  shall  be  eligible  to 
any  office  of  this  Society  who  is  not  in  attendance 
at  the  meeting  at  which  the  election  is  held. 

Section  (.5)  5.  The  election  of  officers  shall  be 
the  second  order  of  business  of  the  House  of 
Delegates  on  the  last  day  of  the  Annual  Session. 

Section  (3)  6.  Election  by  Ballot 

All  elections  shall  be  by  ballot,  except  where 
there  is  only  one  candidate,  when  election  may 
be  made  by  acclamation,  and  a majority  of  the 
votes  cast  shall  be  necessary  to  elect. 

Section  7.  Each  year,  ten  councilors  shall  be 
elected  to  serve  a two-year  term;  all  other  terms 
of  office  are  for  one  year.  All  officers  shall  serve 
until  their  successors  are  installed. 

Section  8.  On  the  expiration  of  his  term  as 
president-elect,  that  person  shall  automatically 
succeed  to  the  presidencv  and  shall  serve  as  presi- 
dent for  the  ensuing  year. 

Section  9.  Vacancy  in  Presidency 

In  the  event  of  the  death  or  removal  of  the 
president,  the  preside7it-elect  shall  succeed  to  the 
presidericy  to  serve  the  remainder  of  that  year 
aiid  the  eiisuing  year. 

Section  (1)  10.  Vacancy  in  office  of  president- 
elect 

In  the  event  of  the  death  or  removal  of  the 
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Immediately  alter  takint^  the  oath  of  oflite  of  the  presidencv  of  ilie  XiRan^as  Medical  SocietN.  W.  l*a\ton  Kolb  leceivc’S  applause  of 
tlic  members  at  the  inaugural  hamiuet.  Mrs.  Kolb  is  to  the  left  of  the  podium. 


A.  S.  Koenig,  jr.,  I-ort  Smith.  Sck  iety  president  for  1977*78.  was  master  of  ceremonies  for  tlie  inaugural  baiKpiet 
April  26,  1977. 


d'uesdav  evening, 
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president-elect  or  his  inability  to  serve,  the 
House  of  Delegates  shall  meet  within  thirty  days 
in  a special  session  or  otherwise,  called  by  the 
president,  to  nominate  and  elect  a president-elect, 
provided  that  such  death,  removal  or  inability  to 
serve  shall  occur  not  less  than  sixty  days  prior  to 
the  annual  session,  in  which  event  the  election 
shall  be  at  the  forthcoming  annual  session. 

Section  11.  Councilor  vacancy 

In  the  event  of  the  death  or  resignation  of  a 
district  councilor,  the  Council  shall  appoint  a 
member  of  the  district  to  fill  the  unexpired  term. 
The  remaining  councilor  for  the  district  shall 
confer  until  members  in  the  district  and  make 
nominations  for  the  vacancy  to  the  Council. 

Section  12.  Vacancy  in  office  of  Secretary  or 
T reasurer 

In  the  event  of  a vacancy  in  the  office  of  the 
secretary  or  of  the  treasurer,  the  Council  shall 
fill  the  vacancy  until  the  next  annual  election. 

CHAPTER  VI.  Duties  of  Officers 

Section  1.  President 

The  president  shall  preside  at  all  meetings  of 
the  Society  and  shall  appoint  all  committees  not 
otherwise  ]:)rovided  for.  He  shall  deliver  an  an- 
nual address  at  such  time  as  may  be  arranged, 
and  shall  perform  such  duties  as  custom  and 
parliamentary  usage  may  require,  fie  shall  be 
the  real  head  of  the  profession  of  the  State  dur- 
ing his  term  of  office,  and,  as  far  as  practicable, 
shall  visit  by  appointment  the  various  sections 
of  the  State  and  assist  the  councilors  in  building 
up  the  county  societies,  and  in  making  their  work 
more  practical  and  useful. 

Section  2.  President-elect 

The  president-elect  shall  be  a member  of  the 
Council  and  the  House  of  Delegates.  It  shall  be 
his  duty  to  assist  the  president  in  visiting  the 
component  and  district  societies,  and  to  familiar- 
ize himself  with,  and  prepare  himself  for,  the  per- 
formance of  his  duties  when  he  shall  have  suc- 
ceeded to  the  presidency  of  the  Society. 

Section  3.  Jnce  Presidents 

The  first  vice  president  shall  assist  the  presi- 
dent in  the  discharge  of  his  duties.  In  the  event 
of  the  president’s  temporary  inability  to  serve, 
the  first  vice  president  shall  serve  in  his  stead. 

The  vice  presidents  may  be  assigned  by  the 
president  of  the  Society  as  ex-officio  members 
of  certain  committees  of  the  Society.  The  vice 


presidents’  responsibilities  will  be  to  stimulate,^ 
to  guide,  to  maintain  liaison,  and  to  otherwise 
assist  the  assigned  committees  and  their  respec- 
tive chairmen  in  the  performance  of  their  ac- 
tivities. In  no  instance  will  the  vice  president 
usurp  or  supplant  the  committee  chairman  in  his 
responsibilities.  The  vice  president  shall  not 
have  a vote  in  the  affairs  of  the  committees  to 
Avhich  he  is  assigned  under  provisions  of  this 
section. 

Section  4.  Treasurer 

The  treasurer  shall  give  bond  in  the  sum  as 
directed  by  the  Council.  He  shall  demand  and 
receive  all  funds  due  the  Society,  together  with 
bequests  and  donations.  He  shall  pay  money  out 
of  the  treasury  only  on  a written  order  of  the 
(secretary)  executive  vice  president;  he  shall  sub- 
ject his  accounts  to  such  examinations  as  the 
House  of  Delegates  may  order,  and  he  shall  an- 
nuallv  render  an  account  of  his  cloinQ;s  and  of 
the  state  of  the  funds  in  his  hands. 

Section  5.  Secretary 

The  secretary,  in  case  of  vacancy  in  the  office 
of  executive  vice  president,  shall  assume  the 
duties  of  that  office  pending  the  filling  of  the 
vacancy,  and  shall  perform  such  other  duties  as 
are  imposed  by  the  Constitution  and  By-Laws. 
He  shall  be  the  scientific  and  professional  advisor 
of  the  executive  vice  president,  and  shall  assist 
the  executive  vice  president  concerning  all  mat- 
ters without  the  jurisdiction  of  one  not  holding 
the  degree  of  Doctor  of  Medicine.  The  secretary, 
as  defined  by  the  Constitution,  shall  be  known 
as  the  Constitutional  Secretary,  (and  shall  give 
bond  in  the  sum  as  directed  by  the  Council.  The 
amount  of  his  salary  shall  be  fixed  by  the  Coun- 
cil.) 

Section  6.  (7)  The  Speaker  of  the  House 

The  speaker  of  the  House  of  Delegates  shall 
preside  at  the  meetings  of  the  House  of  Delegates 
and  shall  perform  such  duties  as  custom  and 
parliamentary  usage  require. 

Section  7.  (8)  The  Vice  Speaker 

The  vice  speaker  shall  officiate  for  the  speaker 
in  the  latter’s  absence  or  at  his  request.  In  case 
of  death,  resignation,  or  removal  of  the  speaker, 
the  vice  speaker  shall  officiate  during  the  un- 
expired term. 

(Section  9.) 

(The  executive  vice  president  shall  be  the 
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directing  manager  of  the  Society’s  headr|narters 
and  the  Journal  offices,  and  shall  supervise 
the  work  of  all  salaried  employees  in  the  Society’s 
offices.  Such  supervision  shall  be  subject  to  di- 
rectives from  the  House  of  Delegates,  the  Coun- 
cil, the  Executive  Committee  and  the  President 
of  the  Society.  lie  shall  discharge  the  adminis- 
trative functions  of  the  Society  not  within  the 
duties  of  other  officers  or  of  committees  to  per- 
form. He  shall  assist,  at  their  request,  all  officers 
and  committees,  and  shall  keep  himself  informed 
in  regard  to  non-professional  matters  affecting 
the  medical  profession,  for  the  purpose  of  keep- 
ing himself  qualified  to  perform  the  services 
herein  mentioned.  He  shall  be  responsible  for 
the  execution  and  carrying  out  of  the  policies  of 
the  Society  and  in  that  connection  shall  per- 
form all  specific  tasks  committed  to  him  by  the 
committees,  the  Council,  and  the  officers  of  the 
Society.  The  amount  of  his  salary  shall  be  fixed 
by  the  Council  and  he  shall  give  bond  in  the 
same  as  directed  by  the  Council.) 

Section  8.  Councilors 

Each  councilor  shall  be  organizer,  peacemaker 
and  censor  for  his  district.  The  two  councilors 
in  each  district  shall  he  designated  “senior”  and 
“junior”  on  the  basis  of  length  of  tenure. 

It  is  recommended  that  the  councilors  in  each 
district  call  a meeting  of  the  members  in  the 
district  at  least  once  each  year  for  the  purpose 
of  organizing  component  societies  where  rione 
exist,  for  inquiring  into  the  condition  of  the 
profession,  and  for  informing,  im proving,  and 
increasing  the  knowledge  and  zeal  of  the  com- 
ponent societies  and  their  members. 

The  councilors  shall  jointly  prepare  and  siib- 
mit  to  the  Council  prior  to  the  Annual  Session 
a written  report  of  their  work  and  of  the  con- 
dition of  the  profession  within  their  district. 

The  necessary  traveling  expenses  incurred  by 
each  councilor  in  the  line  of  the  duties  herein 
imposed  may  be  alloxved  on  submission  of  a prop- 
erly itemized  statement. 

Section  9.  Chairman  of  the  Council 

The  chairinan  of  the  Council  shall  (1)  preside 
at  all  meetings  of  the  Council,  (2)  serve  as  chair- 
7nan  of  the  Executive  Commiitee  of  the  Council, 
and  (1)  appoint  the  Coundl  Conimit tees. 

CH.^PTER  VII.  Council 

Section  (3)  1.  Power  and  Duties 


d'he  Council  shall  be  the  executive  body 
of  the  House  of  Delegates  and  between  annual 
sessions  exercise  the  power  conferred  on  the 
House  of  Delegates  by  the  Constitution  and  By- 
Laws.  It  shall  consider  all  questions  involving 
the  rights  and  standing  of  members,  whether  in 
relation  to  other  members,  to  the  component 
societies,  or  to  this  society.  All  questions  of  an 
ethical  nature  brought  before  the  House  of  Dele- 
gates or  the  general  meeting  shall  be  referred  to 
the  Council  without  discussion.  It  shall  hear  and 
decide  all  cpiestions  of  discipline  affecting  the 
conduct  of  members  of  component  societies,  on 
which  an  appeal  is  taken  from  the  decision  of  an 
individual  council.  The  Council  shall  elect  a 
chairman  following  election  of  the  Council 
members  by  the  House  of  Delegates. 

B.  The  Council  shall  be  responsible  for  the 
conduct  of  all  the  business  affairs  of  the  Society. 
It  shall  employ  a chief  executive  officer  who 
shall  be  known  as  the  executive  vice  president. 

(a)  The  executive  vice  president  shall  be  re- 
sponsible for  implementation  of  policies  of  the 
Society  and  conducting  affairs  of  the  Society 
under  direction  of  the  Council  and  its  Executive 
Committee,  the  House  of  Delegates  and  the 
president.  The  executive  vice  president  shall  be 
the  directing  manager  of  the  Society's  head- 
quarters office  and  the  Journal  office,  and  shall 
supervise  the  work  of  all  salaried  employees  in 
the  Society’s  offices.  (Such  supervision  shall  be 
subject  to  directives  from  the  House  of  Delegates, 
the  Council,  the  Executive  Committee  and  the 
President  of  the  Society.)  He  shall  discharge  the 
administrative  functions  of  the  Society  not  with- 
in the  duties  of  other  officers  or  of  committees 
to  perform.  He  shall  assist,  at  their  request,  all 
officers  and  committees,  and  shall  keep  himself 
informed  in  regaicl  to  non-professional  matters 
affecting  the  medical  profession,  for  the  purpose 
of  keeping  himself  cjualified  to  jjerform  the  serv- 
ices herein  mentioned.  (He  shall  be  responsible 
for  the  execution  and  carrying  out  of  the  policies 
of  the  Society  and  in  that  connection  shall  per- 
foim  all  specific  tasks  committed  to  him  hy  the 
committees,  the  Council  and  the  officers  of  this 
Society.)  The  amount  of  his  salary  shall  be  fixed 
by  the  Council  and  he  shall  give  bond  (in  the 
same)  as  directed  by  the  Council. 

Section  (4)  2.  Organizing  Component  Societies 

The  Council  shall  have  authority  to  organize 
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the  physicians  of  two  or  more  counties  into  so- 
cieties, to  be  suitably  designated  so  as  to  dis- 
tinguish them  from  district  societies,  and  these 
societies,  when  organized  and  chartered,  shall  be 
entitled  to  all  rights  and  privileges  provided  for 
component  societies  until  such  counties  shall  be 
organized  separately. 

Section  (5)  3.  Publications  and  Records 

The  Council  shall  provide  for  and  superintend 
the  publication  and  distribution  of  all  proceed- 
ings, transactions  and  memoirs  of  the  Society  and 
shall  have  authority  to  appoint  an  editor  and 
such  assistants  as  it  deems  necessary.  All  money 
received  by  the  Council  and  its  agents,  residting 
from  the  discharge  of  the  duties  assigned  to  them, 
must  be  paid  to  the  treasurer  of  the  Society.  It 
shall  annually  audit  the  accounts  of  the  treasurer 
and  secretary  and  otlier  agents  of  this  society  and 
present  a statement  of  the  same  in  its  annual 
report  to  the  House  of  Delegates,  which  report 
shall  also  specify  the  character  and  cost  of  all 
the  publications  of  the  Society  during  the  year, 
and  the  amount  of  all  other  property  belonging 
to  the  Society  under  its  control,  with  such  sug- 
gestions as  it  may  deem  necessary.  (In  the  event 
of  a vacancy  in  the  office  of  the  secretary  or  of 
the  treasurer,  the  Council  shall  fill  the  vacancy 
until  the  next  Annual  Session.) 

Section  (1)  4.  Meetings 

The  Council  shall  meet  on  the  first  day  of  the 
Annual  Session  and  daily  during  the  session  and 
at  such  other  times  as  (necessity  may  require) 
necessary,  subject  to  the  call  of  the  chairman  or 
on  jietition  of  three  councilors.  It  shall  meet  on 
the  last  clay  of  the  .\nnual  Session  of  the  Society 
to  organize  and  outline  the  work  for  the  ensuing 
year.  P>etween  annual  sessions,  the  Council  shall 
be  expected  to  meet  at  least  bi-monthly. 

Section  (1)  5.  Reporting 

The  Council  shall,  through  its  chairman,  make 
an  annual  written  report  to  the  House  of  Dele- 
gates. 

Section  6.  Bonds 

d he  Council  shall  have  authority  to  accept  or 
reject  all  bonds. 

Section  7.  Committees 

(A)  Executive  Committee 

The  Chairman  of  the  Council,  the  President, 
the  President-elect  and  the  Secretary  shall  con- 
stitute the  executive  committee  of  the  Council. 


The  C hairman  of  the  Council  shall  sei-ve  as 
chairman  of  the  Executive  Committee.  The  Ex- 
ecutive Committee  shall  have  the  power  and  au- 
thority to  act  for  the  Council  between  meetings 
of  that  body;  all  actions  of  the  Executive  Com- 
mittee shall  require  approval  or  ratification  of 
the  Council.  The  Executive  Committee  shall 
consider  matters  referred  to  it  by  officers  of  the 
Society  and  shall  report  its  findings  or  recom- 
juendations  to  the  Council. 

(B)  Council  Committees 
The  chairman  shall,  with  concurrence  of  the 
Council,  appoint  such  committees  as  are  neces- 
sary to  carry  out  the  duties  assigned  to  the  Coun- 
cil by  the  By-Laws  and  House  of  Delegates.  At 
the  discretion  of  the  Council,  the  committees 
shall  be  of  three  types:  (1)  standing  committees 
with  unlimited,  membership  tenure;  (2)  standing 
committees  with  staggered  membership  terms; 
and  (3)  ad  hoc  committees  as  may  be  warranted 
for  specific  purposes. 

Section  8.  Appointments  to  fill  vacancies 
The  Council  shall,  by  appointment,  fill  any 
vacancy  in  office  not  otherwise  provided  for 
which  may  occur  during  the  interval  between 
annual  meetings  of  the  House  of  Delegates. 

CHAPTER  VIII.  Committees 
Section  1. 

(A)  The  standing  committees  of  this  Society 

shall  be  as  follows: 

1.  Committee  on  Cancer  Control 

2.  Committee  on  Medical  Legislation/ 
Sub-Committee  on  National  Legisla- 
tion 

3.  Committee  on  Public  Health /Sub- 
committees on  Rural  Health,  Mater- 
nal and  Child  WTlfare,  Tuberculosis, 
Heart  Association,  Idaison  with  Nurs- 
ing Profession,  etc. 

■1.  Committee  on  Continuing  Medical  Ed- 
ucation 

5.  Committee  on  Hospitals/ Hospital  liai- 
son and  Arkansas  Hospital  Association 

6.  Committee  on  Public  Relations/Speak- 
ers’ Bureau,  Liaison  with  Auxiliary, 
Liaison  with  Medical  Assistants,  Civil- 
ian Defense,  etc. 

7.  Committee  on  Annual  Session  (Com- 
mittee on  Scientific  Work  and  Ex- 
hibits) 


36 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Proci-  1 i)i.\(;s 


Master  of  ceremonies  of  the  inaugural  !)aiuiuet,  A.  S.  Koenig,  ji..  at  the  podium.  Others  sealed  at  the  hei.d  table  iiuluded  John  P.  Burge, 
Chairman  of  the  Council,  Mrs.  Kolb,  W.  Payton  Kolb.  Dr.  and  Mrs.  Khin  Shuttield  (.Secreiar\  ot  the  Sotielv)  and  Dr.  and  .Mrs.  Ken 
Lilly  (Con\ention  Chairman).  Also  seated  at  the  head  table  but  not  \isible  in  the  photo  were  Mrs.  Burge  and  -Mr.  and  Mrs.  I’aul 
Schaefer  (former  Executive  \'icc  President). 


A.  S.  Koenig.  ]r..  receives  a i)la(jue  fnmi  President  Kolb  which  expresses  ;>j)pi ec  i.it ion  toi  Dr.  Koenig’s  ser\i(e  to  the  piolession  and  the 
State. 
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8.  (Committee  on  Veterans  Administra- 
tion Affairs) 

9.  Committee  on  Insurance 

10.  Committee  on  Medicine  and  Religion 

11.  Committee  on  Aging 

12.  Committee  on  Mental  Health 

(B)  Additional  committees  shall  be  considered 
sub  committees  of  the  appropriate  standing  com- 
mittee and  one  member  of  the  standinar  commit- 
tee  shall  be  a member  of  the  sub-committee. 

(C)  Unless  otherwise  provided,  these  commit- 
tees shall  be  appointed  by  the  president  for  three- 
year  staggered  terms,  d’he  committee  shall  con- 
sist of  not  less  than  six  members  each,  wdth  each 
president  appointing  tw'o  members  for  a three- 
year  period.  Any  vacancies  through  death,  re- 
moval or  resignation  may  be  filled  by  the  presi- 
dent at  the  time  the  vacancy  occurs  and  for  the 
unexpired  term  of  the  vacancy.  The  president 
and  the  secretary  shall  be  ex-officio  members  of 
all  committees. 

Section  2.  The  duties  of  the  committee  shall 
be  as  folloivs: 

(Section  2)  Committee  on  Cancer  Control. 
Shall  represent  the  Society  in  all  activities  con- 
cerned with  cancer  in  the  State.  Shall  directly 
supervise  the  activities  of  the  Cancer  Control 
Committee  of  the  Arkansas  Medical  Society  Aux- 
iliary. Shall  cooperate  with  all  agencies  within 
the  State  of  Arkansas  dedicated  to  the  problem 
of  cancer. 

(Section  3.) 

(The  Committee  on  Scientific  Work  shall  con- 
sist of  six  members  of  which  the  secretary  shall 
be  one.  Subject  to  the  instructions  of  the  House 
of  Delegates,  this  committee  shall  determine  the 
character  and  scope  of  the  scientific  program  for 
each  Annual  Session,  determining  the  order  in 
which  papers  and  discussions  shall  fje  presented.) 

(Section  4.)  Committee  on  Medical  Legisla- 
tion. Shall  represent  the  Society  in  all  legislative 
practice.  It  shall  keep  in  touch  with  professional 
and  public  opinion  and  maintain  active  relations 
with  the  Department  of  Public  .\ffairs  of  the 
American  Medical  Association.  It  shall,  at  all 
times,  endeavor  to  shape  and  guide  legislation 
with  a view  to  securing  the  best  results  for  the 
whole  people.  It  shall  strive  to  organize  pro- 
fessional influence  so  as  to  promote  the  general 


good  of  the  community  in  local,  state,  and  na- 
tional affairs  and  elections.  During  sessions  of 
the  General  Assembly,  it  shall  keep  itself  in- 
formed as  to  the  bills  that  are  introduced,  and 
shall  inform  the  members  of  the  Society  through 
its  Journal  or  special  bulletins  to  the  end  that 
legislation  inimical  to  the  medical  profession  and 
the  public  shall  be  defeated,  and  legislation  fos- 
tering the  interest  of  the  public  health  and  med- 
ical practice  shall  be  enacted  into  law. 

(Section  5.  The  Committee  on  Health  and 
Public  Instruction) 

Committee  on  Pul)lic  Health.  Shall  represent 
the  Society  in  those  affairs  having  for  their 
object  the  improvement  in  public  and  personal 
health,  the  prevention  of  epidemics,  and  the  in- 
struction of  the  people.  It  shall  maintain  close 
relations  with  the  Board  of  Health,  the  State 
Health  Officer,  and  the  various  health  officials, 
assisting  in  the  adoption  of  public  health  pro- 
grams, the  enforcement  of  sanitary  law's,  and  to 
exercise  leadership  in  the  health  problems  of 
school  children  through  a sub-committee  on 
physical  fitness  and  school  health.  As  occasion 
demands,  or  wdien  thought  advisable,  it  shall 
supervise  the  preparation  of  articles  of  timely 
interest  for  publication  in  the  newspapers  or  for 
broadcasting  over  the  radio  for  the  instruction 
of  the  public. 

(Section  6.) 

The  Committee  on  Contimiing  Medical  Edu- 
cation shall  be  responsible  for  consideration  of 
all  questions  pertaining  to  medical  education.  It 
shall  maintain  close  relations  with  the  officials 
and  facidty  of  the  University  of  Arkansas  College 
of  Medicine,  and  Arkansas  Academy  of  Family 
Physicians,  and  other  groups  interested  in  main- 
taining and  improving  medical  education  in  our 
State  institutions.  It  shall  foster  continuous  ef- 
forts to  increase  excellence  in  the  system  of  post- 
graduate education  to  serve  the  cause  of  medicine 
and  to  assure  the  public  of  continuing  improve- 
ment in  the  postgraduate  training  of  physicians 
in  practice.  (The  committee  shall  consist  of  ten 
members,  one  from  each  councilor  district.) 

The  Committee  shall  detcrmi^ie  continuing 
medical  education  requirements  for  maintaining 
membership  in  the  Society,  as  provided  in  these 
Bj-Imios,  and  shall  establish  methods  of  report- 
ing in  compliance  with  the  continuing  medical 
education  requirements. 
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The  Committee  on  Continuing  Medical  Edu- 
cation shall  consist  of  seven  members  af>j)ointed 
by  the  president  as  folloxvs:  The  dean  or  a repre- 
sentative of  the  University  of  Arkansas  College 
of  Medicine;  one  representative  of  the  Arkansas 
Academy  of  Family  Physicians  from  three  iiomi- 
nations  by  that  group;  one  family  physician 
member  of  the  Society  selected  by  the  president; 
one  surgeon  selected  from  three  nominees  from 
the  Arkansas  Chapter  of  the  American  College 
of  Surgeons;  one  internist  selected  from  three 
nominations  from  the  Arkansas  Chapter,  Ameri- 
can College  of  Physicians,  and  two  other  mem- 
bers of  the  Society,  not  in  the  specialty  categories 
listed  above,  selected  by  the  president.  The  com- 
mittee chairman  shall  be  named  by  the  president. 

(Section  7.) 

Committee  on  Hospitals.  The  Committee  on 
Hospitals  shall  have  relerred  to  it  all  questions 
pertaining  to  hospitals  and  their  operations;  hos- 
pitalization of  patients  and  hospital-physician 
relationships. 

(Section  8.) 

Committee  on  Public  Relations.  'Phe  Com- 
mittee shall  have  referred  to  it  all  questions 
tvherein  the  medical  profession  as  represented  by 
the  Society  is  called  upon  for  advice,  for  partici- 
pation in  private  or  piddic  affairs  and  projects 
not  coming  within  the  duties  outlined  for  the 
other  committees,  it  shall  be  the  publicity  com- 
mittee of  the  Society  and  shall  have  charge  of  all 
publicity  issued  in  the  name  of  the  Society.  The 
sub-committee  on  professional  relations  shall 
function  under  this  committee. 

(Section  9.) 

Committee  on  Annual  Session.  The  committee 
(on  Scientific  work  and  exhibits)  shall  determine 
the  character  and  scope  of  the  scientific  (pro- 
ceedings) program  for  each  annual  session,  it 
shall  prepare  a scientific  program  for  each  an- 
nual session.  It  shall  solicit  and  collect  material 
from  institutions  and  individual  physicians  of 
the  State  that  is  of  scientific  interest,  d'his  it 
shall  arrange  and  exhibit  at  each  annual  session. 
It  should  particidarly  strive  to  obtain  material 
that  will  more  fully  illustrate  the  papers  pre- 
sented in  the  general  meeting  of  the  Society. 

(Section  11.) 

I’he  Committee  (on  Arrangements  for  the  An- 
nual Session)  shall  provide  suitable  accommoda- 


W.  J’ayton  Kolb,  l.ittle  Rock,  president  for  1977-78,  and  George 
r.  AVynne.  \Varren.  president-elect. 


tions  for  the  meeting  places  of  the  Society  and 
the  House  of  Delegates,  the  scientific  exhibits, 
the  committees,  and  shall  have  general  charge  of 
all  arrangements.  Its  chairman  shall  report  an 
outline  of  the  arrangements  to  the  (secretary) 
Executive  Pice  President  for  publication  in  the 
program  and  shall  make  additional  annonnee- 
ments  during  the  session  as  occasion  may  require. 

(Section  10.) 

Committee  on  Insurance.  The  Committee  on 
Insurance  shall  deal  with  all  matters  pertaining 
to  insurance,  including  liaison  with  Blue  Cross- 
Blue  Shield. 

(Section  12.) 

d he  Ciiommittee  on  Medicine  and  Religion 
shall  work  to  create  and  enhance  communication 
between  physician  and  clergyman  which  will 
lead  to  the  most  effective  care  and  treatment  of 
the  patient  in  which  both  are  interested.  It  shall 
study  the  areas  in  which  there  is  or  may  be  con- 
tinuing correlation  involving  medicine  and  re- 
ligion. 

(Section  13.) 

The  Committee  on  Aging  shall  study  the  prob- 
lems of  the  aged  aud  the  aging.  It  shall  provide 
leadership  aud  initiative  in  meeting  the  health 
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and  medical  care  requirements  of  older  persons. 
It  shall  foster  the  development  of  effective  meth- 
ods of  achieving  the  best  possible  social  and 
spiritual  atmosphere  for  the  elderly. 

(Section  14.) 

The  Committee  on  Mental  Health  shall  study 
the  problems  of  the  mentally  ill.  It  shall  foster 
development  of  programs  to  improve  the  care 
and  treatment  of  mental  patients  and  mental 
retardates. 

CHAPTER  IX.  (COUNTY)  COMPONENT 
SOCIETIES 

Section  1.  Charters  for  Component  Societies 

(A ) All  (County)  component  societies  now  in 
affiliation  with  this  Society  or  those  which  may 
hereafter  be  organized  in  this  State,  which  have 
adopted  principles  of  organization  rrot  irr  con- 
flict with  this  Constitution  and  By-Laws,  shall, 
on  application  and  submission  of  their  Constitu- 
tion and  By-Laws,  receive  a charter  from  arrd  be- 
come a conrponent  part  of  this  Society. 

(Section  2.) 

{B)  As  rapidly  as  can  be  done  after  the  adop- 
tion of  this  Corrstitutiorr  and  By-Laws,  a medical 
society  shall  be  organized  irr  every  county  irr  the 
State  irr  which  no  comporrerrt  society  exists,  and 
charters  shall  be  issued  thereto. 

(Sectiorr  3.) 

{C)  Charters  shall  be  issued  only  on  approval 
of  the  Council,  and  shall  be  sigtred  by  the  presi- 
dent and  secretary  of  this  Society.  LIpon  the  rec- 
ommendation of  the  Corrncil,  the  House  of  Dele- 
gates may  revoke  the  charter  of  any  component 
society  whose  actions  are  in  conflict  with  the 
letter  or  spirit  of  this  Constitution  and  By-Laws. 

Section  2.  Component  organization 

(Section  4.) 

Only  one  comporrent  medical  society  shall  be 
chartered  in  any  county,  except  in  the  county 
where  the  University  of  Arkansas  College  of 
Medicine  is  located.  In  that  county  there  may 
be,  in  addition  to  the  regular  county  medical  so- 
ciety, one  component  society  for  interns  and  resi- 
dents and  one  component  society  for  medical  stu- 
dents. Where  more  than  one  component  society 
exists  in  atry  other  county,  friendly  overtures  and 
concessions  shall  be  nrade,  with  the  aid  of  the 
councilor  for  the  district  if  necessary,  and  all  of 
the  members  brought  into  one  organization.  In 


case  of  failure  to  urrite,  an  appeal  may  be  made 
to  the  Council,  which  shall  decide  what  action 
shall  be  taken. 

Section  (5)  5.  Membership  Qualifications 

Each  (county)  component  society  shall  be  the 
judge  of  the  qualifications  of  its  own  members, 
Imt  as  such  societies  are  the  orrly  portals  of  this 
Society  and  to  the  American  Medical  Associa- 
tiorr,  every  reputable  (physician)  person  who  pos- 
sesses the  qualifications  for  membership  required 
by  (.\rticle  IV,  Section  2)  Chapter  I,  Section  2 
of  these  By-Laws,  and  who  does  not  practice  or 
claim  to  practice  rror  lend  support  to  any  ex- 
clusive system  of  medicine,  shall  be  eligible  to 
membership.  No  physiciarr  or  sitrgeon  who  so- 
licits patients  or  busirress  for  himself,  or  for  an 
association  or  other  organization  of  which  he  is 
a member,  or  by  which  he  is  employed,  or  in 
which  he  is  irrterested,  shall  be  eligible  for  mem- 
bership irr  this  Society,  and  no  physician  who 
works  for,  is  employed  by,  or  is  interested  in, 
any  association  or  organization  which  solicits  pa- 
tients, members  or  physicians,  shall  be  eligible 
for  nrembership  in  this  Society.  Any  member  of 
the  Society  who  shall  hereafter  violate  any  of 
the  provisions  hereof  shall  be  expelled  from  the 
Society.  Before  a charter  is  issued  to  any  county 
society,  full  and  ample  notice  shall  be  given  to 
every  physician  in  the  county  to  become  a mem- 
ber. 

Section  (6)  4.  Appeal  to  the  Council 

Any  physician  who  may  feel  aggrieved  by  the 
actiorr  of  the  Society  of  his  county  irr  refusing 
hirrr  merrrbership  or  irr  cerrsorirrg,  susperrdirrg,  or 
expellirrg  hirrr,  shall  have  the  right  to  appeal  to 
the  Courrcil,  arrd  its  decision  shall  be  firral  ex- 
cept that  a couirty  society  shall  at  all  tirrres,  be 
perrrritted  to  appeal  or  refer  questiorrs  irrvolvirrg 
irrembership  to  the  House  of  Delegates  of  the 
Arkarrsas  Medical  Society  for  firral  determitra- 
tiorr.  That  the  Courrcil  rrray  be  aided  in  rerrder- 
iirg  just  decisiorrs,  it  is  rrecessary  that  the  By-Laws 
of  each  corrrporrerrt  society  provide  in  detail  the 
routirre  to  be  followed  irr  preferritrg  charges  arrd 
tryitrg  airy  irrember  accused  of  and  tried  for  any 
kind  of  unprofessioiral  conduct. 

(Section  7.)  In  hearing  appeals  the  Council 
may  admit  oral  or  written  evidence  as  in  its 
judgment  will  best  and  most  fairly  present  the 
facts;  but  in  case  of  every  appeal,  both  as  a Board 
and  as  individual  councilors  irr  district  and 
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county  work,  efforts  at  conciliation  and  compro- 
mise shall  precede  all  such  hearings. 

Section  (8)  5.  Transfers 

When  a member  in  good  standing  in  a com- 
ponent (county)  society  moves  to  another  county 
in  this  State,  he  shall  be  given  a written  certifi- 
cate of  these  facts  by  the  secretary  of  his  society, 
without  cost,  for  transmission  to  the  secretary  of 
the  society  in  the  county  to  which  he  moves. 
Pending  his  acceptance  or  rejection  by  the  society 
in  the  county  to  which  he  moves,  such  member 
shall  be  considered  to  be  in  good  standing  in  the 
county  society  from  which  he  was  certified  and 
in  the  State  Society  to  the  end  of  the  period  for 
which  his  dues  have  been  paid. 

Section  (9)  6.  County  Jurisdiction 

A physician  living  near  a county  line  may  hold 
his  membership  in  that  county  society  most  con- 
venient for  him  to  attend,  on  permission  of  the 
component  society  in  whose  jurisdiction  he  re- 
sides. 

Section  (10)  7.  Efforts  to  Increase  Membership 

Each  component  society  shall  have  general  di- 
rection of  the  affairs  of  the  profession  in  its 
county,  and  its  influence  shall  be  constantly  ex- 
erted for  bettering  the  scientific,  moral  and  ma- 
terial condition  of  every  physician  in  the  county; 
and  systematic  efforts  shall  be  made  by  each 
member,  and  by  the  society  as  a whole,  to  in- 
crease the  membership  until  it  embraces  every 
qualified  physician  in  the  county. 

Section  8.  Representation  in  House  of  Dele- 
gates 

(A)  Each  regular  county  medical  society  shall 
be  entitled  to  one  delegate  to  the  House  of  Dele- 
gates of  this  Society  for  each  twenty-five  members 
or  major  fraction  thereof,  provided  that  the  so- 
ciety has  complied  with  other  provisions  of  these 
By-Laius,  and  provided  that  each  component  so- 
ciety shall  be  entitled  to  one  delegate. 

(B)  The  component  society  of  interns  and  resi- 
dents shall  be  entitled  to  one  delegate  to  the 
House  of  Delegates. 

(C)  The  component  society  of  medical  stu- 
dents shall  be  entitled  to  one  delegate  to  the 
House  of  Delegates. 

(Section  11.) 

(D)  At  some  meeting  in  advance  of  the  annual 
session  of  this  society,  each  (county)  component 


Mrs.  tValter  .Mizell  of  Benton  is  president-elect  of  the  .■Arkansas 
Afedical  Society  Auxiliary  and  Mrs.  Kemal  Kutait  of  Fort  Smith 
is  president  for  1977-78. 


society  shall  elect  a delegate  or  delegates  to  repre- 
sent it  in  the  House  of  Delegates  (of  this  Society, 
in  the  proportion  of  one  delegate  to  each  twenty- 
five  members  and  one  for  each  major  fraction 
thereof)  as  provided  in  these  By-Laws  and  the 
secretary  of  the  county  society  shall  send  a list 
of  such  delegates  to  the  (secretary)  Executive  lice 
President  of  this  Society  at  least  ten  days  before 
the  annual  session. 

Section  (12.)  9.  Responsibilities  of  Secretary 

'I’he  secretary  of  each  component  society  shall 
keep  a roster  of  its  members,  anti  of  the  non- 
afliliated  (registered)  licensed  physicians  of  the 
county,  in  which  shall  be  shown  the  full  name, 
address,  college  and  date  of  graduation,  date  of 
license  to  practice  in  this  State  and  such  other 
information  as  may  be  deemed  necessary.  In 
keeping  such  roster,  the  secretary  shall  note  any 
changes  in  the  personnel  of  the  profession  by 
death,  or  by  removal  to  or  from  the  county,  and 
in  making  his  annual  report  he  shall  endeavor 
to  account  for  every  physician  who  has  lived  in 
the  county  during  the  year. 

Section  (13.)  10.  Assessment 

The  secretary  of  each  component  society  shall 
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forward  its  assessment,  together  with  its  roster  of 
officers  and  members,  list  of  delegates,  and  list 
of  non-affiliated  physicians  of  the  county,  to  the 
secretary  of  this  Society  on  January  1,  and  not 
later  than  March  1 of  each  year. 

Section  (14.)  11.  Failure  to  Pay  Assessment 

Any  county  society  which  fails  to  pay  its  as- 
sessment, or  make  the  report  required,  on  or  be- 
fore March  1,  shall  be  held  as  suspended,  and 
none  of  its  members  or  delegates  shall  be  per- 
mitted to  participate  in  any  of  the  business  or 
proceedings  of  the  Society  or  of  the  House  of 
Delegates  until  such  requirements  have  been 
met. 

CH.\PTER  X.  Miscellaneous 

Section  1. 

No  address  or  paper  before  (the)  this  Society, 
except  those  of  the  president  and  orators,  shall 
occupy  more  than  thirty  minutes  in  its  delivery 
and  no  member  shall  speak  longer  than  five 
minutes  nor  more  than  once  on  any  subject,  ex- 
cept by  unanimous  consent. 

Section  2. 

All  papers  read  before  the  Society  or  any  of 
the  sections  shall  become  its  property.  Each 
paper  shall  be  deposited  with  the  Secretary  when 
read. 

CH.\PTER  XJ.  Parliamentary  Procedure 

(Section  1.) 

I’he  deliberations  of  this  Society  shall  be  gov- 
erned by  parliamentary  usage  as  contained  in 
Sturgis  Rules  of  Parliamentary  Procedure,  when 
not  in  conflict  with  this  Constitution  and  By- 
Laws. 


(Section  2.) 

(All  items  expected  to  be  considered  at  the 
annual  meeting  of  the  House  of  Delegates  of 
this  Society  must  be  printed  in  the  Journal  of 
the  Arkansas  Medical  Society  in  the  month  pre- 
ceding the  annual  meeting.  All  resolutions  to  be 
submitted  to  the  House  of  Delegates  at  the  an- 
nual meeting  must  be  received  in  the  office  of 
the  Executite  \hce  President  twenty  days  prior 
to  said  meeting.  Any  new  business  proposed  dur- 
ing the  first  session  of  the  House  of  Delegates  of 
this  Society  must  have  a two-thirds  majority  of 
the  attending  delegates  voting  for  such  introduc- 
tion into  this  session.  Any  new  resolutions  or 
other  new  business  proposed  for  introduction  to 
this  House  of  Delegates  after  the  first  session  in 
each  annual  meeting  must  have  two-thirds  con- 
sent of  attending  delegates  before  its  introduc- 
tion). 

CH.APTER  XII.  Medical  Ethics 

The  Principles  of  Medical  Ethics  promulgated 
Ity  the  American  Medical  Association  shall 
govern  the  conduct  of  members  in  their  relation 

o 

to  each  other  and  to  the  public. 

CHAPTER  XIII.  Amendments 

The  House  of  Delegates  may  amend  any  chap- 
ter of  these  By-Laws  by  a two-thirds  vote  of  the 
delegates  present  at  any  annual  session,  provided 
that  each  amendment  shall  have  been  presented 
in  open  meeting  at  the  previous  annual  session, 
and  that  it  shall  have  been  published  twice  dur- 
ing the  year  in  a Indletin  or  Journal  of  this  So- 
ciety, or  sent  officially  to  each  component  society 
at  least  two  months  before  the  meeting  at  which 
final  action  is  to  be  taken. 
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SCIENTIFIC 

1 lie  theme  loi  the  scientific  piogiam  was 
‘‘(a)minon  Problems  lor  Rural  Physicians.”  First 
\'ice  President  Mahlon  Maris  [>resided  at  the 
■Monday  morning  session.  Noel  Lawson  of  the 
Ibiiversity  of  Ai  kansas  College  of  Meilicine  sjxike 
on  “Recent  Advances  in  Monitoring  of  the 
Critically  111  and  Injured;”  Robert  Rakel  of  the 
Ibiiversity  of  Iowa  Ciollege  of  Medicine  pre- 
sented a paper  entitled  “Is  the  Annual  Physical 
Worthless?”,  and  Charles  E.  Reed  of  the  Uni- 
s'ersity  of  Wisconsin  spoke  on  “Management  of 
.\sthma.” 

Boyce  W.  W'est,  Secoiul  \'ice  President,  pre- 
sided at  the  program  Monday  afternoon.  The 
session  opened  with  “Emotional  Reactions  to 
Physical  Illness”  by  John  J.  Schwab  of  the  Ibii- 
versity  of  I.ouisville  Health  Sciences  Center. 

P.  Phillips  of  Eort  Smith  discussed  “Office  Gyne- 

SCIENTIFIC 

Twenty-five  scientific  exhibits  were  displayed 
during  the  meeting.  7’he  following  three  ex- 
hibits were  selected  as  the  most  outstanding: 

1.  “Major  Types  of  Scoliosis  — Idiopathic,  Cion- 
genital,  Paralytic,”  Samuel  G.  d’homjxson, 
John  1).  Cihrislian,  William  L.  Steele,  and 

RELATED 

I he  .Man  (ia/oi  t Allergy  Society  of  Arkansas 
met  on  Monday,  .\pril  25,  with  Ciharles  I{.  Reed 
of  Madison,  Wisconsin,  as  guest  s|xeaker. 

The  Arkansas  .\cademy  of  Ophthalmology 
met  at  9:h()  .\.M.  on  Tuesday,  April  2(i,  with  the 
scientific  inogiam  presented  by  Alan  .Mandell 
ol  Memphis.  Mt.  Phillip  Reisbeck  of  the  Med- 
ical Eye  Set  vice  (jI  Amei  ica  was  also  a .sjxeakci  . 

1 he  .\i  katisas  (ihapter  of  the  Amei  icati  Ciol- 
lege  ol  Radiology  met  on  Tuesday,  Api  il  2()th, 
beginning  at  10:00  A.M.  Ciharles  Boyd  and  Don- 
ald Her/beig  were  guest  speakeis. 

1 he  Ai  katisas  Society  of  Intel  iial  .Medicine 
held  a luncheon  meeting  on  I’uesday,  followed 
by  a scietitilic  program  sjxmsoied  by  the  Depart- 
ment ol  Ciontinuitig  Educaticjn  of  the  Lbiiversity 
of  .Arkansas  Ciollege  of  Medicine.  Moderators 
and  s|>eakers  included  Cfeorge  .\ckeiinan. 


SESSION 

cology.  “Sprained  .Ankles"  was  presented  by  J. 
Martin  Lijjke  ol  the  ATterans  .Administration 
Hospital  in  Idttle  Rock,  followed  by  “Limping 
Chikl"  discussed  by  Raymond  T.  Morrissy  of  the 
.Arkansas  Children’s  Hospital.  The  last  speaker 
of  the  afternoon  was  .Alan  1.  Mandell  of  Mem- 
phis, who  spoke  on  “Screening  for  Cilancoma 
Avith  tlie  Ophthalmoscope.” 

'Lhe  Tuesday  morning  program  began  with 
Pre-Hospital  Care  in  a Rural  .Area,”  a pres- 
entation by  James  T.  Blackmon  of  Arkadelphia. 
rite  presiding  officer  was  John  M.  Hestir,  Third 
Vice  President.  Jon  .A.  AAuulerhoof  of  the  Uni- 
versity of  Nebraska  Medical  Center  s|x)ke  on 
C.ommon  Problems  in  Pediatric  Cfastroenter- 
ology”  anti  “Rbinitis  or  Sinusitis”  teas  presented 
by  Charles  Norris  of  tlie  LIniversity  of  Kansas 
School  of  Medicine. 

EXHIBITS 

Richard  J.  Nasca,  Little  Rock. 

2.  “Stiakebiie  in  Arkansas,”  Nathan  E.  Stiick- 
land,  Batesville. 

3.  “.Abdomitial  Imaging,”  Doyne  Dotid,  Little 
Rock. 

MEETINGS 

'Fhotiias  .Monson,  Joseph  Bissett,  (ose|jh  H. 
Bates,  Cfeoige  Criggs,  Galen  Baiboui,  anti 
(ihailes  Nolan. 

d’he  Neuiosuigery  Section  t)f  the  .\ikansas 
Medical  Society  heltl  a luntheon  business  meet- 
ing on  Luesday,  .April  2b. 

I he  .Arkatisas  Sttciety  ol  Uiologists  met  on 
Luestlay  for  a busine.ss  meeting  and  Pyelogiam 
Cionlerence. 

d’he  .Aikansas  .Academy  tif  Eatiiily  Physicians 
heltl  a meetitig  on  'Luesday  with  Robei  t Rakel 
ol  Iowa  City,  Iowa,  as  guest  speaker.  'Lhe  |)io- 
gram  was  approved  for  two  pre.scribctl  hours  t)f 
cretlit. 

lhe  .Aikansas  Orthopaedic  Society  met  t)n 
r ne.sday,  .Ajtril  2bth,  lor  a luncheoti  anti  busi- 
ness meeting. 

The  .Aikansas  Society  of  Patholtigists  met  tm 
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Tuesday,  April  26,  with  Sanford  I.  Roth  of  the 
University  of  Arkansas  College  of  Medicine  as 
guest  speaker. 

The  Arkansas  Academy  of  Pediatrics  met  on 
Tuesday,  April  26th,  with  Jon  A.  A'anderhoof 
of  Nebraska  as  speaker. 

The  Arkansas  Society  of  .Anesthesiologists  held 
a Tuesday  luncheon  meeting  with  John  Brunner 
of  the  University  of  Arkansas  College  of  Medi- 
cine as  speaker. 


The  Arkansas  Chapter  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists  met  on 
Tuesday,  April  26,  with  Byron  L.  Hawks  and 
Robert  Arrington  of  the  University  of  Arkansas 
College  of  Medicine  presenting  a scientific  pro- 
gram. 

I’lie  Arkansas  Psychiatric  Society  met  on  Tues- 
day afternoon  for  a scientific  program  presented 
by  John  J.  Schwab  of  Louisville. 


OTHER  ACTIVITIES 


PRAYER  BREAKFAST 

A Prayer  Breakfast  for  all  members  of  the 
Society  and  Auxiliary  was  held  on  Tuesday 
morning,  April  26,  w'ith  John  McCollough  Smith 
of  Little  Rock  serving  as  master  of  ceremonies. 

1 he  opening  prayer  was  by  James  L.  .Smith  of 
Little  Rock.  Bruce  E.  Schratz  of  North  Little 
Rock  and  Robert  R.  Sykes  of  Nashville  read 
from  the  Scripture.  The  principal  speaker  was 
John  J.  Schwal)  of  the  Dejiartment  of  Psychiatry 
of  the  University  of  Louisville  School  of  Medi- 
cine, I.ouisville,  Kentucky.  The  closing  prayer 
tvas  by  Jerome  S.  Levy  of  Little  Rock. 

The  breakfast  was  sjionsored  by  the  Commit- 
tee on  Medicine  and  Religion  of  the  Society,  C. 
R.  Ellis,  chairman. 

MEMORIAL  SERVICE 

Immediately  following  the  prayer  breakfast,  a 
joint  Society-Auxiliary  Memorial  Service  tvas 
held  with  Society  President  A.  S.  Koenig,  Jr., 
presiding. 

Dr.  Koenig  read  the  following  listing  of  names 
of  the  Society  who  have  died  since  the  previous 
annual  meeting: 

Benjamin  E.  Banister,  Jr.,  Conway 
Ru])ert  M.  Blakely,  Little  Rock 
Hoyt  L.  Choate,  Little  Rock 
Henry  A.  Crane,  Jr.,  Monticello 
Marvin  L.  Dalton,  Brinkley 
.\.  R.  Dejanis,  North  Little  Rock 
flal  R.  Dikiy,  Little  Rock 
William  C.  Dodd,  Bald  Knob 
\Villiam  A.  Goodrum,  Hot  Springs 
Alfred  H.  Hathcock,  Batesville 
D.  L.  Owens,  Harrison 
Richard  C.  Petty,  Star  City 
Whlliam  L.  Shippey,  Eort  Smith 


Paul  Sizemore,  Magnolia 
George  W.  Smiley,  Lake  \hllage 
^Villiam  O.  Young,  Little  Rock 
Mrs.  Carl  "Whlson,  president  of  the  Arkansas 
Medical  Society  Auxiliary,  presented  the  follow- 
ing names  of  deceased  members  of  the  Auxiliary: 
Mrs.  J.  D.  Altman,  Jonesboro 
Mrs.  K.  W.  Cosgrove,  Sr.,  Little  Rock 
Mrs.  W.  J.  Hunt,  Shrevejxrrt,  La. 

Mrs.  Jack  ^V.  Kennedy,  .Arkadelphia 
Mrs.  Howard  Lb  Monroe,  Mountain  \hew 
Mrs.  Everett  C.  Moulton,  Sr.,  Eort  Smith 
Mrs.  H.  H.  McAdams,  Sr.,  Jonesboro 
Mrs.  John  E.  Peters,  Little  Rock 
Mrs.  John  Rowland,  Hot  Springs 
Mrs.  Bill  Dave  Stewart,  Little  Rock 
Mrs.  D.  B.  Stotigh,  Hot  Springs 
Mrs.  W.  W.  Verser,  Harrisburg 
Mrs.  E.  H.  Wilkes,  Sr.,  Little  Rock 
.Mrs.  Einis  Q.  AVyatt,  Batesville 
Benediction  was  liy  Jerry  ^\blrmath,  Th.D., 
Pastor  of  the  Pidaski  Heights  Baptist  Church. 

CARDIOPULMONARY  RESUSCITATION  COURSE 

A cardiopulmonary  resuscitation  course  was 
conducted  on  iNfonday  and  Tuesday  of  the  con- 
vention by  Noel  Lawson  of  Little  Rock. 

COUNCIL  RECEPTION 

A reception  hosted  by  the  Council  on  Sunday 
evening  honored  Dr.  and  Mrs.  G.  Thomas 
Jansen  of  Little  Rock.  Dr.  Jansen  is  cuiTent 
piesident  of  the  Southern  Medical  Association. 
Members  of  the  executive  committee  and  their 
wives  joined  Dr.  and  Mrs.  Jansen  in  the  receiving 
line. 

BLUE  CROSS- BLUE  SHIELD  PARTY 

Arkansas  Blue  Cross- Blue  Shield  hosted  a 
lavisli  cocktail  buffet  on  Monday  evening  in 
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George  F.  Wynne  expressed  thanks  to  the  House  of  Delegates  after 
his  election  to  the  position  of  president-elect  of  the  Society,  April 
27th.  1977. 


Speaker  Amail  Chudy  presides  at  opening  session  of  tlie  House  of 
Delegates  on  Sunday.  April  2-lih.  Asa  Chow,  Vice  Speakci,  is  to 
the  right  of  the  podium. 


Past  presidents  of  the  Society  gathered  for  a breakfast  on  Wednesday  morning  of  the  convention.  Presented  were  (seated,  left  to  right) 
C.  R.  Ellis,  Ben  N.  Saltzman.  A.  S.  Koenig,  jr.,  (standing,  lelt  to  right)  Jack  Kennedy.  Ross  rowU'r.  Tohn  P.  Wood.  H.  W.  I homas,  Robert 
Watson,  r.  Duel  Brown,  Joe  Verscr,  and  joe  Norton. 
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tlie  Camelot.  1 he  buffet  tafile  was  l)eautifully 
decorated  with  the  Blue  Cross-Blue  Shield  trade- 
marks carved  iu  blue  ice.  Members  of  the  staff 
of  Blue  Cross-Blue  Shield  were  oracious  hosts 
and  hostesses. 

The  Society  e.vpressed  aj^preciation  to  George 
Mitchell,  president  of  Blue  Cross-Blue  .Shield, 
and  others  res{>ousible  for  the  very  pleasant  eve- 
ning which  they  sponsored. 

FIFTY  YEAR  CLUB 

Members  of  the  Fifty  Year  Club  of  the  Ar- 
kansas Medical  Society  were  honored  at  a break- 
fast meeting  on  AVednesday. 

John  M.  Burge  of  I.ake  \hllage  and  M.  C. 
Hawkins,  Jr.,  of  Searcy  were  welcomed  as  new 
members  of  the  clul)  and  presented  membership 
pins.  A membershij)  pin  was  also  forwarded  to 
Virgil  Payne  of  Pine  Bluff  who  was  unaltle  to  be 
])resent. 

Other  members  of  the  club  present  included 
Eva  Dodge,  secretary;  C.  \V.  Jones,  Sr.,  president; 
Jerome  S.  Levy.  J.  W.  Morris,  and  R.  H.  White- 
head. 

Members  presented  reminiscences  of  the  most 
dramatic  situations  in  their  early  days  of  prac- 
tice. 

Dr.  Dodge  was  re-elected  secretary  of  the  club 
anti  Dr.  Joties  was  re-elected  president. 

PAST  PRESIDENTS'  BREAKFAST 

"J'he  fonner  presidents  of  the  .Arkansas  Med- 
ical Society  were  honored  at  a breakfast  MTdnes- 
day  morning.  Past  jjresidents  attending  were  J. 
W.  Kennedy,  Ross  Fowler,  John  P.  W'ood,  H.  "W. 
'Fhomas,  Robert  Watson,  T.  Duel  Brown,  Joe 
Verser,  Joe  Norton,  C.  R.  Ellis,  Ben  N.  Saltzman, 
and  .A.  S.  Koenig,  Jr. 

INAUGURAL  BANQUET 

Ptesident  A.  S.  Koenig  served  as  master  of 
ceremonies  for  the  President’s  Banquet  on  Tues- 
day evening  of  the  Convention.  Invocation  was 
by  Ken  Lilly. 

Seated  at  the  head  table  for  the  banquet  were 
President  Koenig  and  Mrs.  Koenig,  Chaimian 
of  the  Council  John  P.  Burge  and  Mrs.  Burge, 
Secretary  Elvin  Shuffield  and  Mi's.  Shuffield, 
Convention  Chairman  Ken  Lilly  and  Mrs.  Lilly, 
President-elect  W.  Payton  Kolb  and  Mrs.  Kolb, 
and  Mr.  and  Mrs.  Paul  Schaefer. 


President  Koenig  introduced  special  guests 
present: 

Mr.  Mack  Harbotir,  President  of  the  Arkansas 
Hospital  .Association. 

Mr.  Roger  Busfiekl,  Executive  Director  of  the 
.Arkansas  Hospital  .Association. 

George  K.  Mitchell,  President  and  Chief  Ex- 
ecutive Officer  of  Blue  Cross-Blue  Shield,  and 
Mrs.  Mitchell. 

Nan  Jones,  President  of  the  .Arkansas  State 
Society,  .American  .Association  of  Medical  As- 
sistants. 

Mrs.  Kemal  Kutait,  President  of  the  .Arkansas 
Medical  Society  .Auxiliary. 

Mrs.  Carl  "fVilson,  Immediate  Past  President 
of  the  State  Medical  .Auxiliary. 

Mrs.  AValter  Mizell,  President-elect  of  the  .Ar- 
kansas Medical  Society  .Auxiliary. 

G.  Thomas  Jansen,  President  of  the  Southern 
Medical  .Association. 

Mr.  John  Gilbreath,  Executive  Director  of  the 
Baptist  Medical  Center  System. 

President  Koenig  expressed  appreciation  to 
Ken  Lilly  for  his  e.xcellent  work  as  convention 
chairman.  He  also  introduced  Executive  Vice 
President  C.  C.  Long  and  members  of  the  head- 
quarters staff  and  expressed  appreciation  to  them 
for  their  work. 

President  Koenig  introduced  an  ensemble  from 
the  Fort  Smith  Northside  High  School  Mixed 
Cihorus,  an  award-winning  groiq)  under  the  lead- 
ership of  Edna  Earle  Massey,  Choral  Director. 
The  ensemble  presented  an  outstanding  musical 
progTam.  One  of  the  members  of  the  ensemble 
was  the  son  of  the  convention  chairman,  Ken 
Lilly.  Ken  entertained  the  gioiq)  with  a vocal 
solo,  trumpet  solo,  and  as  a member  of  a barber- 
shop quartet.  Following  the  program,  Miss  Mas- 
sey was  presented  with  a plaque  of  appreciation 
■which  was  signed  by  three  Fort  Smith  physicians 
— President  Koenig,  Convention  Chairman  Lilly 
and  Councilor  Kemal  Kutait.  Mrs.  Koenig  pre- 
sented to  Miss  Massey  a bouquet  of  red  roses 
as  an  expression  of  appreciation  and  esteem. 
Miss  Massey  is  retiring  this  year  after  many  years 
as  choral  director  at  Fort  Smith. 

Dr.  Koenig  then  administered  the  oath  of 
office  of  President  of  the  .Arkansas  Aledical  So- 
ciety to  W.  Payton  Kolb  of  Little  Rock  and  pre- 
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Officers  of  the  Arkansas  Medical  Society  Auxiliary'  for  1977-78  arc  Mrs.  Keinal  Kutait,  Fort  Smith,  President  (seated,  right),  Mrs.  Walter 
Mi/ell  of  lU^nton,  president-elect  (seated,  left),  Northeast  Vice  President  .Mrs.  I.arrv  Lawson  of  Paragould:  I reasurer  Mrs.  J.  W.  Downs 
of  Little  R(Hk;  Southwest  \'i(e  President  Mrs.  A.  E.  Andrews  of  Texarkana;  Recording  Secretary  Mrs.  joe  I.vloid  of  Russellville,  and 
Southeast  Vice  President  Mrs.  Ray  Joueit  of  Little  Rock. 


sented  to  Dr.  Kolb  a gavel  as  a symbol  of  the 
office  of  president. 

Dr.  Koenig  received  liom  Di.  Ko!l)  a placjiie 
in  recognition  of  his  .service  to  the  medical  pro- 
le,ssiem  and  the  citizens  of  tlie  Slate  during  his 
jtresidency. 

Dr.  Kolb  introduced  membeis  ol  his  family 
and  sjx'cial  guests  present  to  witness  his  inaugu- 
ration as  president  of  the  Society,  d'hey  included: 

Mrs.  \V.  S.  Sparks,  his  mcnhei -in-law 

■Mr.  and  Mis.  Ned  Clay,  .Mrs.  Kolb's  sister 
and  her  husband 

.Mrs.  Salli  Dees,  his  dauglitei,  and  her  hus- 
band,  Michael 

Dr.  Frank  W^esterfield,  his  associate 

Dr.  and  Mrs.  Whiltei  .Mi/ell  (Mis.  .Mi/ell  is  a 
relative) 

Dr.  and  .Mrs.  John  Spencer  (Dr.  Sjtencer  was 
Dr.  Kolb’s  college  roommate) 

File  bancpiet  program  concluded  with  the  fol- 
lowing address  Ijy  Di.  Kolb: 


INAUGURAL  ADDRESS 
W.  Payton  Kolb,  President 
1977-1978 

Arkansas  Medical  Society 

"\'on  ve  gotta  get  rid  ol  the  ciilis." 

Dr.  Paddington,  deejtly  immersed  in  his 
thonghts  ;il)ont  plans  for  the  new  pediatiic  wing 
in  the  llniveisity's  tertiaiy  care  lacilily,  wasn’t 
|)aying  attention  to  Hnsby,  the  hospital  ;ulmin- 
istratoi . Ihisby,  looking  h.n  assed  as  iisn;il,  sensed 
that  Dr.  Paddington,  j>reocciipied,  wasn't  listen- 
ing. “We’ve  leceiced  a memo  from  the  .\ttorney 
Cieneial’s  ollice.  It  says  that  slatting  Febiuaiy 
1st  we  can  no  longei  use  cribs.  " 

“\Vhat  the  hell  are  yon  ttilking  about,  busby?’’ 
It  IkkI  been  a difficult  pet  iod  lot  Paddington  . . . 
the  new  residents  weien’t  woiking  out  well  . . . 
too  many  chmined  committee  and  faculty  meet- 
ings. 

“I’m  soiiy.  Dr.  Paddington,  but  there’s  been 
a new  state  supreme  couit  tilling  that  s;tys  that 
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kids  must  be  allowed  more  freedom  when  they’re 
in  tlie  hospital  . . . something  about  ‘least  re- 
strictive environment’  . . . children  being  kept 
in  confined  quarters  for  hours  on  end  . . . some- 
thing about  ‘prison  inmates  in  solitary  confine- 
ment possessing  more  rights  and  civil  liberties 
than  kids  on  j^ediatric  wards’.” 

Dr.  Paddington  sat  down,  incredulously  be- 
ginning to  comprehend  what  Busby  was  telling 
him. 

‘‘You  mean  . . . infants  ...  no  criirs?” 

‘‘Yep  . . . tliere  apparently  was  no  age  dis- 
tinction made  in  the  decision  . . . pediatricians, 
nurses,  and  hospital  administrators  are  up  in 
arms  throughout  the  entire  state.” 

Busby  felt  relieved  that  Paddington  wa.s  at 
least  paying  attention  to  him. 

It  had  begun  innocently  enough.  ‘‘Little  Joey 
versus  Thatcher,”  a suit  against  the  administrator 
of  a hospital  by  parents  who  felt  that  their  hos- 
])italized  child  had  sjrent  too  much  time  in  his 
crib  and  not  enough  at  recreational  or  play  ac- 
tivities. During  the  trial,  d'hatcher  admitted 
tliat  his  large  county  hospital  did  not  have  the 
necessary  funds  to  hire  enough  “play  ladies”  to 
siqiervise  recreational  activities. 

Perhaps  the  children  had  s|>ent  more  time  in 
their  cribs  than  they  should.  It  wasn’t  long  be- 
fore civil  libertarians,  sensing  an  overriding  con- 
stitutional issue,  began  to  seriously  (picstion  the 
time-honored  practice  of  using  cribs  in  liospitals. 
1 hen,  finally,  the  test  case  . . . Little  Joey. 

State  legislators,  eager  to  get  on  the  ci\il 
libertarian  bandwagon,  jiassed  laws  against  the 
use  of  cribs  and  jilay  pens  in  one’s  private  home, 
in  hospitals  and  institutions  and  just  about 
everywhere,  d'he  use  of  cribs  or  play  pens  con- 
stituted a new  form  of  child  abuse  and  parents 
rumored  to  still  secretively  use  cribs  lor  their 
children  were  routinely  iinestigated  by  state 
welfare  agencies  and  many  were  prosecuted. 

Despite  the  strong  and  active  lobbying  against 
the  law  by  the  manulacturers  of  cribs  and  jday 
pens  and  the  Academy  of  Pediatrics,  the  laws 
were  passed,  appeals  were  lost,  and  attempts  to 
repeal  the  legislation  failed. 

The  nation  witnessed  an  epidemic  of  acci- 
dents, occurring  primarily  in  the  one-  to  four- 
year-old  age  group  which  the  civil  libertarians 
attributed  to  improved  statistical  reporting  of 
accidents.  Increasing  number  of  admissions  to 


psychiatric  units  of  young  mothers  and  fathers 
gave  rise  to  a new  psychiatric  syndrome  — “Crib- 
less Anxiety  Neurosis.” 

This  was  first  described  by  Auchinschloss  and 
Auchinschloss,  a psychiatrist  couple  with  four 
children,  all  younger  than  six  yeai's  of  age. 

The  article,  written  by  the  couple  while  re- 
cuperating from  the  syndrome  at  Happy  Moor, 
a local  private  psychiatric  facility,  summarized 
the  syndrome  as  follows: 

“Cribless  Anxiety  Neurosis”  is  a new  syn- 
drome characterized  by  sheer  exhaustion,  hyper- 
alertness, and  paranoid  vigilance  unparalleled 
except  by  soldiers  in  front  line  combat  areas. 
The  syndrome  is  further  characterized  by  audi- 
tory and/or  visual  hallucinatory  experiences  in 
'which  a child’s  crib  is  seen,  or  the  rocking  of 
which  is  heard  by  the  patient.  On  experiencing 
the  hallucinations,  a period  of  euphoria  and 
ecstasy  is  noted,  folhnved  by  total  emotional  col- 
lapse when  reality  intrudes  upon  the  hallucina- 
tory episotle. 

Epidemiologists,  in  explaining  the  surge  of 
accideuts  afflicting  the  jiediatric  age  population, 
indicated  that  “.\hhough  difficult  to  establish 
an  exact  one-to-one  relationship,  the  banning  of 
cribs  and  play  pens  seems  to  be  involved  some- 
w'here  in  the  causal  chain  . . . ”.  The  National 
Institute  of  Health  awarded  several  large  grants 
to  Johns  Hopkins,  Columbia,  and  ITiLA  to 
jointly  and  cooperatively  study  the  problem. 

In  a series  of  double  blind  stutlies,  children 
who  spent  time  in  cribs  and  jilay  pens  indeed 
experienced  ferver  accidents  and  “Cribless  Anxi- 
ety Neurosis”  was  virtually  absent  in  the  parents 
of  the  children  who  used  cribs. 

The  researchers  suggested  that  on  the  basis 
of  their  investigations,  there  did  seem  to  be  a 
relationship  between  accident  frequency  and  the 
banning  of  the  cribs.  They,  however,  urged 
caution  against  over-interpreting  their  prelimi- 
nary findings  and  recommended  more  elaborate 
studies. 

After  many  years  of  increasingly  escalating 
accident  and  “Crildess  Anxiety  Neurosis”  sta- 
tistics, the  conclusions  of  very  sophisticated  re- 
search projects  sulistantiated  the  early  work  of 
investigators  in  the  field. 

Ironically,  it  was  not  the  weight  of  scientific 
opinion  and  findings  that  brought  about  the 
ultimate  rejaeal  of  anti-crib  legislation.  The  fiery 


48 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Proceedings 


young  zealots  who  comprised  the  vanguard  of 
the  anti-crih  movement  had  by  this  time  them- 
selves become  parents. 

Bnsliy  and  Paddington  personally  supervised 
the  return  of  the  cribs  and  play  [X^ns  to  the 
jx.‘diatric  unit.  Clasping  Dr.  Paddington  around 
his  shoulders,  Btisby  offered:  “Let’s  go  over  to 
the  cafeteria  and  I’ll  buy  you  a cup  of  coffee, 
Doc.” 

“Busby,  I’ve  got  a better  idea.”  And  in  the 
privacy  of  Dr.  Paddington’s  office,  they  silently 
toasted  each  other  with  champagne  from  a for- 
gotten Irottle  acquired  to  celebrate  some  for- 
gotten past  victory. 

“If  yon  live  long  enough,  Busby  ...  if  you 
live  long  enough.” 

I'his  delightful  satire  was  written  and  pre- 
sented to  the  American  Psychiatric  Association 
Institute  on  Government  Relations  last  month 
(March  21,  1977)  by  Dr.  Harvey  J.  Shwed  of  the 
Psychiatric  Institute  of  Saint  Michael's  Medical 
Center,  Newark,  New  Jersey.  I am  grateful  to 
Dr.  Shwed  for  his  permission  to  bring  it  to  you. 

The  clever  way  in  which  Dr.  Shwed  presents 
the  ridicidous  methods  used  to  reach  decisions, 
rides  and  regulations  is  amusing  but  the  amuse- 
ment is  somewhat  “Pagliaccian”  in  nature  when 
we  must  smile  with  a broken  heart  over  the 
suffering  and  pain  such  methods  produce.  Al- 
though motivation  may  be  noble,  without  train- 
ing, experience  and  non-prejudicial  tliought 
process,  it  can  spell  disaster.  Dr.  Shwed  is  kind 
in  letting  the  story  have  a happy  ending.  ITn- 
fortunately  this  is  usually  not  the  case  in  reality. 

Occasionally  we  see  a little  glimmer  of  hope 
when  someone  on  Capitol  Hill  indicates  an 
awareness  of  these  problems.  ITnfortunately,  the 
light  remains  dim. 

We  are  approacliing  the  end  of  an  excellent 
busy  Convention.  We  have  re-emphasized  knowl- 
edge in  all  fields  pertaining  to  the  jnactice  of 
medicine.  \VT  realize  with  regret  the  need  to 
spend  as  much  time  as  we  do  on  the  forces  that 
interfere  with  tlie  efficient  practice  of  the  Art 
and  Science  of  Medicine.  I do  not  plan  to  repeat 
what  you  have  already  heard  but  would  like  to 
touch  Itriefly  on  a few  poitits  that  may  lie  new 
to  you.  The  publications  from  yotir  AMS  atul 
AM.\  are  extremely  valuable  and  I not  only 
urge  but  Implore  yoti  to  read  these  when  they 
arrive. 


I have  attendeil  all  of  the  six  Institutes  on 
Government  Relations  of  the  American  Psychi- 
atric Association  as  well  as  the  last  tw'o  meetings 
of  the  Organization  of  State  Medical  Society 
Presidents  and  the  magnificent  National  Leader- 
ship Conference  of  the  AMA  this  past  January. 
What  has  happened  this  year  is  the  addition  of 
what  effect  the  talk  of  a balanced  budget  will 
have  on  cost  containment,  what  will  be  the  effect 
of  the  reorganization  in  HEW,  and  most  in- 
teresting was  the  beginning  talk  on  Capitol  Hill 
that  probably  National  Health  Insurance  will 
come  in  increments.  I'hey  stated  one  of  the 
major  questions  would  be  how  to  select  the  order 
of  priorities,  i.e.:  Catastrophic  coverage,  or  Crisis 
intervention,  or  Children,  etc. 

In  all  of  this  I cannot  be  comfortable  when  I 
read  an  e.xcerpt  from  a Government  report  as 
printed  in  “Physicians  Management”  last  Decem- 
ber which  stated,  “One  advantage  of  old  age  is 
that  the  elderly  tend  to  live  long  lives.”  In  deal- 
ing with  many  of  our  detractors  I am  reminded 
of  the  recent  cartoon  in  Medical  Tribune.  In 
the  cartoon  a student  is  confronting  his  teacher 
with  this  statement,  “Columbus  didn’t  know 
where  he  was,  Newton  was  sleeping  when  he 
hit  on  gravity,  and  Einstein  never  comlied  his 
hair.  I think  there  is  a lesson  in  this  for  all  of 
us.”  Unfortunately,  I am  afraid  the  lesson, 
which  is  usually  missed,  should  be  that  everyone 
who  is  lost  is  not  an  expert  navigator,  everyone 
who  is  asleep  is  not  proficient  in  physics  and 
everyone  who  doesn’t  comlr  his  hair  is  not  a 
genius  in  matliematics. 

It  is  impossible  to  really  decide  the  areas  that 
should  be  covered  at  a time  like  this.  This  is 
a festive  occasion  and  yet  you  want  to  know 
something  aliout  me  that  is  serious.  With  your 
indulgence  I will  touch  on  some  matters  that 
have  created  some  ratlier  strong  emotions  within 
me  recently. 

Numerous  good  studies  have  proven  that  a 
pleuiistic  system  offers  the  best  approach  to 
solving  problems  in  the  delivery  of  care.  In 
several  proposed  NHI  bills  benefits  are  increased 
if  the  patient  will  seek  his  care  in  a Croup  or 
HMO.  Whth  absolutely  no  criticism  of  these 
types  of  delivery  systems  the  act  of  offei  ing  more 
money  to  a patient  if  he  will  give  itp  his  right 
of  choice  and  go  to  a “provider”  recommetided 
by  the  third  party  payor  gets  close  to  being 
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briliery.  I hesitated  a long  time  before  using 
the  word  and  went  to  the  dictionary  for  clarifica- 
tion. I am  making  no  accusations  and  the  motive 
may  l)e  tvell  intentioned.  I tlo  not  believe,  how- 
ever. this  constitutes  high  equality  care. 

I am  distuibed  when  I hear  comments  that 
.Vmerican  medical  care  is  an  ungodly  mess  and 
the  entire  delivery  system  must  Ite  changed.  I 
am  more  disturljed  when  some  of  this  comes 
from  meml)ers  of  the  medical  profession.  1 
remember  as  a teenager  lying  in  the  hospital  at 
Hope  with  malaria  while  down  the  hall  lay  a 
friend  with  chronic  osteomyelitis  who  missed 
many  months  of  .school.  .A.S  an  intern  I worked 
night  and  day  on  a contagion  ward  during  a 
polio  epidemic.  I want  these  people  to  show  me 
the  empty  buildings  of  the  tuberculosis  sana- 
toriums  and  the  old  “snake-pit  asylums”  and  tell 
me  that  American  medicine  is  a mess.  Certainly 
there  is  still  death  and  disease  l)ut  when  Ameri- 
can medicine  has  accomplished  what  it  has  we 
had  Itetter  build  on  it  and  not  destroy  it  to  em- 
bark on  a completely  untried  system. 

I am  enjoying  (Continued  Medical  Education. 
Jt  is  a little  tedious  to  keep  records  but  at  the 
same  time  I Iiave  found  out  we  have  Iteen  doing 
more  than  we  thought  we  hath  we  are  learning 
new  develojjinents  and  we  are  finding  assurance 
titat  what  we  are  tloing  has  been  up  to  date. 
The  irony  is  that  those  wlio  have  Iteen  critical 
and  demanding  that  we  get  into  CME  are  fre- 
tpiently  those  who  are  so  vigorous  in  wanting  to 
license  people  to  jiractice  medicine  who  are  not 
physicians  and  certainly  have  less  education  and 
experience  than  we  did  in  the  first  place. 

Due  to  my  father's  love  aud  involvement  with 
organized  medicine  my  experience  goes  further 
back  tlian  my  own  medical  career.  I recall  the 
many  years  of  struggle  l)y  our  .Society  and  our 
Metlical  Board  to  raise  the  quality  of  medical 
care  and  rid  the  State  of  “(]uackery."  .-\rkansas 
has  gone  from  harljouring  some  of  the  worst 
“cjuacks”  in  the  medical  field  to  one  of  the  clean- 
est states  in  tlie  country.  I remember  my  father 
as  Superintendent  of  the  State  Hospital  during 
World  'War  II  working  with  tlie  Dean  of  the 
EJuiversity  to  use  the  State  Hospital  Infirmary 
beds  to  help  the  .school  maintain  its  accredita- 
tion. I recall  how  we  worked  and  fought  for 
the  legislation  to  develop  the  Medical  Center  we 
liave  now.  All  of  this  to  increase  the  tpiality  and 
the  numl^er  of  pliysicians  in  the  State.  It  is  with 


almost  unl)elief  that  we  read  and  hear  the  ac- 
cusations that  the  Board  is  self-serving  and  work- 
ing to  keep  down  competition.  The  accusations 
cannot  stand  up  to  the  facts.  In  fact,  the  atti- 
tude created  by  these  repeated  accusations  can 
only  hurt  the  patient  far  more  than  it  can  hurt 
us. 

There  are  many  other  areas  that  can  be  ex- 
plored but  we  are  familiar  witli  them  and  what 
needs  to  be  done.  ,\s  said  earlier  it  is  important 
that  we  use  the  material  that  comes  to  us  to 
keep  up  with  all  developments  in  medicine.  "We 
must  then  translate  this  knowledge  into  the 
necessary  actions  for  the  protection  of  the  health 
and  the  rights  of  our  patients  first  and  then  the 
rights  we  have  as  individuals. 

I want  to  work  with  you  particularly  to  en- 
large and  make  more  effective  our  organizations, 
the  societies,  the  auxiliaries  and  PAC's.  This 
is  the  best  way  to  help  our  patients  by  com- 
municating scientific  knowledge  and  by  fighting 
to  protect  his  right  to  quality  care. 

As  far  as  I can  determine  I am  the  first  full- 
fledged  Psychiatrist  to  Ire  honored  in  this  way 
by  this  .Society.  I appreciate  this  and  pledge  to 
work  to  enlarge  and  strengthen  our  organization 
and  not  to  “shrink”  it.  Now  you  know  the  truth. 
One  of  my  worst  vices  liappens  to  be  tenable 
puns.  Ell  ti7  to  do  Iretter. 

Time  is  running  out  and  I do  not  want  to 
Ire  the  object  of  the  first  recall  election  in  the 
liistory  of  this  .Society.  I appreciate  and  accept 
this  lionor  you  have  given  me  and  pledge  to 
work  with  you  to  do  everything  possible  to  con- 
tinue to  provide  quality  care  for  the  patient  and 
do  everything  {xrssible  to  jrrotect  the  patient 
from  encroachment  that  interferes  with  his  or 


her  receiving  that  care. 

ATTENDANCE 
101st  Annual  Session 

Physicians 461 

Medical  Students  14 

Medical  Assistants,  Nurses, 

aud  Technicians  9 

Scientific  Exhiiritors  39 

Commercial  Exhibitors  130 

.\uxiliary  19 

Miscellaneous  Guests  , 34 

706 

Auxiliary  Registration  121 
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COMMITTEES  - ARKANSAS  MEDICAL  SOCIETY -1977-78 


I fVlll 
I'X  piles 


COMMIl  IKK  OX  OAXC.KR  ( ()\  I RO[. 

(.illHil  n.  J.iv,  111,  200  Soiiih  RIkxUs, 

West  Memphis  72301  1978 

lleiheil  IK  \\  reii,  I’.  O.  Box  1109, 

l exinkami  7.7,70;!  1979 

('hailes  R.  Heiir\.  ,700  .South  1 ’iii\ ei sil\ , 

Kittle  Rock  7220,7  - KV/.-l/ AM/. -l.Y  1979 

Daxid  l!ai<lay.  l.SOl  West  Markham, 

Kittle  Roik  72201  1980 

John  Broadwater,  1500  Dodson, 

Kort  Smith  72901  1980 

COMMi  riKK  ON  MKDICML  KK{. ISLA 1 ION 
Khin  Sluiffield,  111)  Doctors  Park  Building, 

l ittle  Rock  72205  - CW.1/AMK-/A’  1978 

[oe  \'crser,  P.  O.  Box  106, 

Harrisinirg  72432  1978 

George  ^Varren.  P.  O,  Beax  W, 

Smatkover  71762  1978 

Samuel  Koenig,  III,  922  Kexington. 

O O 

Port  Smith  72901  1979 

Robert  Watson,  750  Medical  Powers  Building. 

Kittle  Rock  72205  1979 

\V.  P.  Phillips,  P.  O.  Box  3.707, 

Kort  Smith  72913  1979 

Mon  iss  M.  Henry,  P.  O.  Box  17()7, 

Payetteville  72701  1980 

A.  K.  Andrews,  Jr.,  P.  O.  Box  689. 

Kexarkana  7.7503  1980 

Donald  I,.  Toon,  310  N'carth  .Maliama, 

Crossett  71635  1980 

STB  COMMITTKK  OX  X.VKIOXAK  I.KGISLATIOX 
Jerry  Mann,  116  Main, 

Arkaclelphia  71923  1978 

James  M.  Kolb.  Jr.,  305  Skyline  Drive, 

Russellville  72801  1978 

AVllliam  S.  On,  Jr.,  St,  Vincent  Infirmary, 

Little  Rock  72201  - GH.4/AA/.4jV  1979 

Morriss  M.  Henry,  P.  O.  Box  1767, 

Fayetteville  72701  1979 

AV.  Payton  Kolb.  230  Medical  Powers  Building 

Little  Rock  72205  1980 

Dale  Alford,  5700  AVest  Afarkham. 

Tattle  Rock  72205  1980 

COMMITTEK  ON  PUBLIC  HEALTH 
AVade  Burnside,  207  East  Dickson, 

Fayetteville  72701  1978 

AVilbur  G.  Lawson,  207  East  Dickson, 

Fayetteville  72701  1978 

Ben  N.  Saltzman,  4301  AVest  Markham, 

Little  Rock  72201  - CHAIRMAN  1979 

Bryant  S.  Swindoll,  1815  AVest  Markham, 

Little  Rock  72205  1979 

Edgar  J.  Easley,  4815  AVest  Markham, 

Little  Rock  72205  1980 

Milton  1).  Deneke,  P.  O.  Box  607, 

AVest  Memphis  72301  1980 

John  AV.  A'inzant,  22  East  .S|ning, 

Fayetteville  72701  1980 


Term 

Ex|iirc.s 


SUB  COMMIl  I KE  OX  MMERX.AL  AND 

CHIU)  AVELFARE 
A'irgil  Hayden,  1701)  AA'est  12nd, 

Pine  Bluff  7 1()03  1978 

Charles  H.  Floyd,  617  South  16th  Street, 

Fort  Smith  729111  - C/A-l/AMf. /At  1979 

John  A\'.  'I'riesc  hmann.  236  AVoodbine, 

Hot  Springs  7 1 90 1 1980 

I).  B.  Allen,  500  South  University, 

Kittle  Rock  72205  1980 

SI  B COMMI  I I KK  ON  TUBERCULOSIS 
Jim  Citty,  2900  Hawkins  Drive, 

Seaixy  72143  1978 

Lawrence  C.  Price,  P.  O.  Box  3006, 

Fort  Smith  72913  1978 

1,.  J.  Pat  Bell,  626  Poplar. 

Helena  72342  1979 

Jerry  Stewart,  AValdron  Road  at  Ellsworth, 

Fort  Smith  72903  1979 

John  C.  Schultz.  10001  Lile  Drive, 

Little  Rock  72205  1980 

Donald  Miller,  1515  AVest  42ncl, 

Pine  Bluff  71603  - CHAIRMAN  1980 

COMMITTEE  ON  AGING 

AVoodbridge  Morris,  5326  AVc.^t  Alarkham,  #13, 

Little  Rock  7221)5  1978 

Gordon  P.  Oates,  701  AAest  Markham, 

Little  Rock  72201  - CHAIRMAN  1979 

Bill  1).  Stewart,  415  North  University, 

Little  Rock  72205  1979 

I homas  E.  Burrow’,  903  AA'est  (.rand. 

Hot  Springs  71901  1979 

John  F.  Guenthner,  126  AA'est  Sixth, 

Mountain  Home  72653  1980 

John  .A.  Baldridge,  .300  East  Roosevelt  Road, 

Little  Rock  72206  1981) 


SUB-COMMI  1 T EE  ON  PHYSICAL  El  FNESS 


AND  SCH(40L  HEAL  l H 

Francis  Buchanan.  500  South  University, 

Little  Rock  72205  1978 

Cov  C.  Kaylor,  P.  O.  Draw  er  1608. 

Fayetteville  72701  1979 

James  Sanders,  505  East  Matthews. 

Jonesboro  72101  1979 

Ral|)h  Ingram,  1120  Lexington. 

Fort  Smith  72901  1979 

John  McColloiigh  Smith.  1000  AVooclIawii, 

Little  Rock  72205  pi80 

Krancis  M.  Henderson,  1515  AA'est  12nd. 

Pine  Bluff  7160,3  1980 

SUBCOMMll  I KK.  ON  IXDUSIRIAL  HEALl  H 
I.  Leighton  Millaicl,  P.  O.  Box  5270, 

Little  Rexk  72205  1978 

Howard  Schwander,  9600  AVest  I2th. 

Little  Rock  72205  1978 

Paul  G.  Henley,  700  AA'est  Faiilkjier, 

El  Dorado  71730  1979 
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Term 

Expires 


Robert  H.  Janes,  Jr..  1500  Dodson. 

Fort  Smith  72901  - CHAIRMAN  1979 

Noel  Ferguson,  P.  O.  Box  1276, 

Harrison  72601  1980 

Hotrard  M.  Armstrong.  340  Doctors  Park  Bldg., 

Little  Rock  72205  1980 

C.OMMITTEE  ON  MENTAL  HE.\LTH 
Robert  G.  Carnahan.  4313  4Vest  Markham, 

Little  Rock  72205  1978 

\\ . Pavton  Kolb,  230  .Medical  Towers  Building, 

Little  Rock  72205  - CHAIRMAN  1978 

W illiam  Joseph  James,  2500  Rike  Drive, 

Pine  Bluff  71601  1978 

Joe  H.  Dorzah,  924  Adelaide. 

Fort  Smith  72903  1979 

Albert  Clownev,  312  T hompson, 

El  Dorado  71730  1979 

Frank  M.  James.  2920  McClellan  Drive, 

Jotiesboro  72401  1979 

Hetiry  Hearnsberger,  4313  4Vest  Markham, 

Little  Rock  72205  1980 

John  1).  4\'ise,  1219  South  Main, 

Malvern  72104  1980 

LMMT.NIZ.V  ITON  SL  B C.GM  Ml  1 TEE 
Horace  L.  Green.  1 120  TVest  42nd, 

Pine  Blitff  71603  1978 

Mahlon  O.  Maris,  P.  O.  Box  759, 

Flarrison  72601  1978 

Betty  A.  Lowe,  804  4Volfe, 

Little  Rock  72201  1978 

Roger  B.  Bost,  4301  West  Markham, 

Little  Rock  72201  I979 

Charles  1-,.  Kctnp,  505  F'ast  Matthews, 

Jonesboro  72401  — C//.1/AM/.4A'  1979 

Deane  (i.  Bahhciti.  500  South  Lniversity, 

Little  Rock  72205  1980 


STB  C.OMMl  F 1 F',  GN  1 R.M  FIC:  S.\FE  FY 
James  (j.  Stuckey,  Jr..  500  South  I niversity. 


Little  Rock  72205  I978 

H.  .Austin  Cuimes,  P.  O.  Box  5270. 

Little  Rock  72205  1978 

Donald  L.  Dtincan,  P.  O.  Box  778, 

I exarkana  75501  1978 

Louise  M.  Henrv,  P.  ().  Box  1267. 

Fayetteville  72701  1 978 

Carl  L.  AVilliams,  522  South  Kith. 

l ort  Smith  72901  - CH.JZAMLLV  1979 

Cjtty  FT  Robinsoti,  207  Soitth  Flm, 

Dumas  71639  1980 


STBT OM.MITTEE  ON  LIAISON  WITH 
\ ()C.\  ITONAL  REH.CBILIT  A ITON 

Robert  Watson,  750  Medical  Towers  Btiilding, 

Little  Rock  72205  1978 

1 homas  M.  Ditrham.  Jr.,  505  West  Grand, 

Hot  Springs  71901  1978 
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Term 

Expires 


John  P.  AVood,  fl07  Mena, 

Mena  7195^- CHAIRMAN  1979 

H.  King  Wade,  Jr.,  231  Central, 

Hot  Springs  71901  1979 

}.  Mayne  Parker,  500  South  University, 

I.ittle  Rock  72205  1980 

Robert  Miller,  616  F.lm, 

Helena  72342  1980 

Jean  Gladden.  P.  C).  Box  1118, 

Harrisoti  72601  1980 

COMMITTEE  ON  MEDICAL  EDUCATION 
William  G.  Lockhart.  15(K)  Dodson, 

Fort  Smith  72901,  Dist.  10  1978 

Robert  D.  Dickins,  Jr..  750  Medical  T Owers, 

Little  Rock  72205,  Dist.  8 1978 

C.  Lvnn  Harris,  P.  O.  Box  10, 

Hope  71801.  Dist.  6 1978 

AVayne  G.  Elliott,  413  AVest  Oak, 

El  Dorado  71730,  Dist.  5 1979 

Lee  Parker.  Jr.,  241  AVest  Spring, 

F’avetteville  72701.  Dist.  9 1979 

James  AV.  Sanders,  505  East  Matthetes, 

Jonesborct  72401,  Dist.  1 1979 

Bernard  Capes.  P.  O.  Box  2398, 

AVest  Helena  72390,  Dist.  3 1979 

Ravmond  A’.  Biontlo,  P.  C).  Box  921,  North 
Little  Rock  72115.  Dist.  S- CHAIRMAN  1980 

Robert  H.  AATiite.  1004  Dver, 

Malvern  72104,  Dist.  7 1980 

A\’.  M.  AA’clIs,  Fourth  and  Spring. 

Hebei  Springs  72513.  Dist.  2 1980 

Neil  E.  Crow.  P.  O.  Box  1612, 

Fort  Smith  72902,  Dist.  4 1980 

COMMII  I F,5  ON  HOSPITALS 
Paul  N.  Means.  3 Hearthside  Drive, 

Little  Rock  72207  1978 

Peter  J.  Irwin.  1500  Dodson. 

Fort  Smith  72901  1978 

.Art  B.  Martin,  1500  Dodson. 

Fort  Smith  7290\  - CH A IRM AN  1979 

C>eorge  K.  Mitchell,  P.  O.  Box  2181, 

Little  Rock  72203  1979 

Harold  1).  Piirdv,  6924  C.eyer  Springs  Road. 

I.ittle  Rock  72209  1980 

Ravmond  .A.  Irwin,  Jr.,  1 121  Cherry, 

Pine  Bltdf  71601  1980 

COMMITTEE  ON  PUBLIC  REL  ATIONS 
-A.  C.  Bradford.  AValdron  Road  at  Ellsworth, 

F'ort  Smith  72903  1978 

A\'.  Rav  Jouett,  750  Medical  T owers  Building, 

Little  Rock  72205  - CHAIRMAN  1978 

G.  I homas  Jansen,  500  South  Ibiiversity, 

Little  Rock  72205  1979 

Milton  Deneke,  P.  O.  Box  607, 

AVest  Memphis  72301  1979 

Jimmie  J.  Magie,  P.  (T.  Box  1284, 

Con  wav  72032  1980 

Nathan  L.  Poff,  401  AVest  Searcy, 

Hebei  Springs  72543  1980 
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PrOCKI' DINGS 


Term 

Kxpives 

SI  B COMMI  I I KK  OX  I.IAISON 
\\  l 1 H 1 HK  Al  XIl  lARV 

Walter  S.  Mi/ell,  Benton  Services  ( enter. 


Benton  7201.')  1080 

Kcmal  Kiitait.  1 120  Lexington. 

Fort  Smitli  72001 —(,//./ //LI A'  1080 

(.eorge  F.  Wynne,  ILS  (Vest  Cypress. 

Warren  71071  1080 

George  K.  .Mitcliell,  P.  O.  Box  2181, 

Little  Rotk  72203  108(1 


Sl'B  COMMI  I 1 F.F  ON  S F.\TE  HEALTH  AND 
MEDIC.M,  RESOl  RCES  FOR  CIVIL  DEFENSE 
.\l\in  Strauss,  Jr.,  1026  Donaghey  Building, 


Little  Rock  72201  1078 

Hugh  R.  Edwards,  601  (Vest  (Voodniff. 

Searcy  721  13  1070 

James  I . Blackmon,  KKIS  Pine, 

Arkadelphia  7 1023  - C/LJ/A’A/.JA"  1080 

Robert  M.  Stainton.  500  Smith  Tniyersity. 

Little  Rock  72205  1080 

Robert  L.  Kerr.  P,  O.  Box  432, 

Mountain  Home  72653  1080 

L.  Gordon  Holt,  5326  (Vest  Markham, 

Little  Rock  72205  1080 


ADdSORV  COMMLl  LEE  lO  TFIE 
MEDIC.M.  .(SSLSTAN  I S SOCIEl  Y 
Frank  DeSandre,  606  South  Young, 


Springdale  72764  1078 

(Villiam  Robert  Nixon.  Jr.,  700  (Vest  Sixth, 

Pine  Bluff  71601  1078 

.(uuette  I.audrum,  P.  ().  Box  1684, 

Fort  Smith  72002  1070 

F.  F,  Lowusend,  1420  (Vest  43rd. 

Pine  Bluff  71601  - CHAIRMAN  1080 

C.  (V.  Jackson,  Box  C. 

Judsonia  72081  1080 

Jerry  Holtou,  500  So.  rnicersity. 

Little  Rock  72205  1080 


COMMiriEE  ON  ( F I FRANS 
AD.MINIS  I R.M  ION  .AFFAIRS 
Chalmers  S.  Pool,  V.\  Hos])ital. 


North  Little  Rock  7211  I 1080 

James  M.  Kolb,  Jr.,  305  Skyline  Drive. 

Russellville  72801  1980 

(Vanen  Murry,  1710  North  College, 

Fayetteville  72im  - CIIAI RMAN  1980 

COKIMIFTEE  ON  INSURANCE 

J.  Harry  Hayes,  Jr.,  500  South  liniversity. 

Little  Rock  72205  1978 

Banks  Blackwell.  1400  (Vest  43rtl, 

Pine  Bluff  71603  - C7Ll//v>A//lN  1978 

Travis  Crews,  500  South  University,  Suite  815, 

Little  Rock  72205  1070 

Janies  R.  (Veher,  P.O.  Box  188, 

Jacksonville  72076  1070 


Term 

Expires 


Charles  F.  (Vilkins,  3105  (Vest  Main  Place, 

Russellville  72801  1080 

David  1).  Fried,  Noithside  Shoi)|)ing  Center, 

Metia  71053  1080 

COMMIl  IFF.  ON  MEDICINE  AND  RELIGION 
(5  Rauclc)l|)h  Ellis,  KKIl  South  Main, 

Malvern  72\i)i  - CHAIRMAN  1078 

Kenneth  Lilly,  1120  Lexington, 

Fort  Smith  72001  1078 

John  (V.  4'rieschmann.  236  (Voodhine, 

Hot  Springs  71001  1079 

Robert  R.  Sykes.  P.O.  Box  549, 

Nashville  71852  1979 

Fred  O.  Henker.  1301  (V'est  Markham, 

Little  Rock  72201  1980 

Orman  (V.  Simmons.  9600  (Vest  12th. 

Little  Rock  72205  1980 


COMMLl  LEE  ON  ARRANGEMENTS 
FOR  ANNT  AL  SESSION 

,\,sa  Crow,  #1  Medical  Drive, 


Paragoulcl  72150  1978 

Joseph  Robinette,  1722  Doctors  Drive, 

Pine  Bluff  71603  1978 

C,  1 homas  Jansen,  500  South  University, 

Little  Rock  7220.5  1978 

Gilbert  S.  Campbell,  1301  (Vest  Markham, 

Little  RoT  72201  1979 

Kennetli  Lilly,  1120  Lexington, 

Fort  Smith  72901  1979 

(V.  F.  I inner,  1500  Dodson, 

Foil  Smith  72901  1979 

R.  (V.  Ross,  1120  I.exiugton, 

Fort  Smilh  72901  1980 

James  ,\.  W<  lions,  Jr.,  890  Medical  Towers  Bldg.. 

Little  Rock  72207  - CHAIRMAN  1980 

(.eorge  H.  Collier,  Jr.,  130  South  14th. 

Paragoulcl  72150  1980 

Cluiiles  .(.  Favlor.  P.O.  Box  2116. 

Batesville  72501  1980 


COUNCIL  COMMITTEES 

PHYSK  1 \NM  RSE  JOIN!  PR. (Cl  ICE  COMMIl  LEE 
Robert  (\atson.  750  Medical  Towers  Building. 

Little  Rock  72207  - CHAIRMAN 
,(.  I . Cillesi)ie,  500  Soiitli  University. 

Lillie  Rock  72205 

Charles  E.  I ommev.  112  North  (Vashington. 

El  Dorado  7 1 730 

Jerry  Holton,  500  South  University, 

Lit  lie  Rock  72205 
Guy  R.  Farris,  6213  Lee  (venue, 

Lillie  Rock  72205 

COdMIl  IFF  ON  ( ONS  I I I U'l  lONAL  RE(  ISION 
.(.  S.  Koenig.  Jr.,  922  Lexington. 

Fori  Smilh  72901  - CHAIRMAN 
(Villiam  S.  On,  St.  Vincent  Infirmarv, 

Little  Rock  72201 
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Nathan  Poff.  401  West  Searcy, 
Heher  Springs  72543 
Warren  Murry.  1749  North  College. 
Favette\  ille  72701 


James  L.  Gardner,  125  Greetiwood, 
Hot  Springs  71901 
Max  G.  Cheney,  353  East  8th, 
Mountain  Home  72653 


lU  l)(,E  r COMMIT  I EE 
H.  5V.  Thomas,  P.  O.  Box  250. 

Dermott  71638  — Cfl.llHM  SX 
K.  R.  Dtizan.  443  AVest  Oak. 

El  Dorado  71730 

1 EMSOX  COM.MI  I lEE  4\  1 4 H 

SI. ME  \\EEE.\RE  DEP.VR  1 MEN  1 
(Composed  of  Exectitive  C ommittee) 

CiOMMIlTEE  ON  PH ARM.XCV 
Kelsv  Caplinget , P.  O.  Box  5675, 
l ittle  Rock  72205  - CHAIRMAX 
Bosce  \V.  ^Vest,  P.  O.  Box  220. 
Clarksville  72830 

MEDICAE  S(  HOOE  COMMI  I EE 
-Asa  .A.  Crow.  1 Metlical  Drive, 
Paragotild  72450  - CHAIHMAX 
Kemal  Kiitait,  1120  l.exington, 

Fort  Smith  72901 
Bovee  West,  P.  O.  Box  220. 
Clarksville  72830 


PRIA  A FE  INSI  RANCE  REMEW  COMMIT  FEE 
Rhys  Williatns,  P.  O.  Box  1118, 

Harrison  72601 

.Atistin  Gritnes,  P.  O.  Box  5270, 
l ittle  Rock  72205  - CHAIRMAX 
.\.  J.  1 hompson,  500  So.  I'niversity. 

Eittle  Ro;k  72205 
Kemal  Kntait,  1120  Lexington, 

Fort  Smith  72901 
Raymond  Irwin,  1 121  Cherry, 

Pine  Blnff  71601 

MEDICAL  I NDERL  1 ILI/ATION  COMMI  1 FEE 
.Art  Martin,  1500  Dodson, 

Fort  Smith  72901  - CJJA/RMAX 
Milton  Deneke,  P.  O.  Box  607, 

AATst  Memphis  72301 
Joseph  L.  Rosenzweig,  106  A’alley  A'iew, 

Hot  Springs  71901 
James  Mashbnrn,  207  East  Dickson. 

Fayetteville  72701 

Thomas  Honcyentt,  4121  AVest  llth. 

Little  Rock  72204 


MEDICAL  SERVICES  REVIEW  COMMITTEE 


Term 

1 erm 

Expires 

Committee  Members 

Specialty 

Expires 

April  30 

( Name  and  .Addte.ss)  Represented 

April  30 

1978 

C.  Lynn  Hanis.  P.O.  Box  10, 

1978 

Hope  71801 

Fam.  Pr. 

1979 

Kenneth  E.  Lilly.  1120  Lexington. 

1 979 

F'oit  Stnith  72901 

Fam.  Pr. 

1979 

Brnce  E.  Schratz.  1801  Maple. 

1979 

Noith  Little  Rock  72111 

Fam.  Pr. 

1978 

Fi.  f linton  Texter,  1301  AA’est  Maikham, 

1978 

Little  Rock  72201 

Int.  Med. 

1979 

A’an  Stnith,  P.O,  Box  1077, 

1980 

Harrison  72601 

Int.  Med. 

1978 

James  R.  AA’alt,  500  Sotith  University, 

1978 

Little  Rock  72205 

Stirgery 

1 980 

J.  Warren  Mtirry,  1719  North  Ccdlege, 

1978 

Fayetteville  72701 

Surgery 

1 979 

Raymond  A.  Irnin,  Jr.,  1421  Cherry, 

1979 

Pine  Blnff  7 1 601 

Stirgery 

1980 

Bill  F.  Hefley,  P.O.  Box  5675, 

— 

Little  Rock  72205 

.Allergv 

1979 

AA’ayne  B.  (,lenn.  500  South  I’niversity, 

— 

Little  Rock  72205 

.Anes. 

1980 

Carl  J.  Racjiie,  500  Sotith  Ttiiversity, 

— 

Little  Rock  72205 

Derm. 

1980 

Joe  H.  Lyford.  P,  O.  Box  1 107, 

- 

Rtissellville  72801 

Oph. 

1980 

Harry  L.  Ronnsaville,  500  South  I’niversity, 

— 

Little  Rock  72205 

Oto. 

Committee  Memhers  Specialty 

( Name  and  .Address)  Represented 

A\  . P.  Phillips,  P.O.  Box  3507, 

Fort  Smith  72901  Ob-Gvn 

Robert  W'atson.  750  Medical  Lowers  Bldg., 

Little  Rock  72205  Nenrosnrgery 

AV.  Pavton  Kolb,  230  Medical  Lowers  Bldg., 

Little  Rock  72205  Psvehiatry 

Robert  Glenn,  516  Pershing. 

North  Little  Rock  72114  Pecliatiics 

John  E.  Bell,  1400  AA’est  Pleastire, 

Searcy  72143  Radiology 

.A.  S.  Koenig,  Jr.,  922  Lexington, 


F'ort  Smith  72fK)l  Pathology 

Charles  McKenzie,  802  North  Tniversitv. 

Little  Rock  72205  Orthopedics 

R.  Tervl  Brooks.  Jr.,  1604  AA’est  42ntl  .Ave., 

Pine  Bltiff  71601  Trologv 

Charles  F.  AA’ilkins,  Jr.,  3105  AV’.  Main  Place, 
Rtissellville  72801  (Chairman) 

AV’.  PaMon  Kolb,  230  Metlical  l owers  Bldg., 

Little  Rock  72205  (President) 


(.eorge  F.  AA’ynne,  113  AA’est  Cypress, 

AA’arren  71671  (President-elect) 

F.lvin  Sbnffieltl,  Doctors  Park.  9600  AA’est  12th, 
Little  Rock  72205  (Secretary) 

John  P.  Btirge,  Lake  A'illage  Clinic, 

Lake  V illage  71653  (Cottncil  Chairman) 
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Sub-Committee  of  Sub-Specialties 

(Representative  on  tall  to  meet  uitli  (atminittee 
as  needed  u lien  daims  in  S|)ecialtv  field 
are  (onsidei  ed ) 


Snh  Ciommittee  Representative 
( arl  1..  Williams,  522  South  Kith. 
Fort  Smith  72<K)1 

r.  j.  Smith.  f09  N’orth  I'niversitv. 
1, it  tic  Rock  72205 


Snh-Speeialty 

Represented 

I horacic  Surgery 

(»astroenterology 


Siih-Spet  ialty 

Snh-Committee  Re|)rescntative  Represented 

I homas  II.  .Mien.  113  North  I'niversitv, 
f.ittle  Rock  72205  IMastit  Smgerv 

John  C:.  Schidt/,  lOOOl  File  Drive. 

Little  Rock  72205  Pnlmonarv  Disea.ses 

Kelsy  Ciaplinger,  IIL  P.  O.  Ifox  5()75, 

Little  Rock  72205  Pediatric  .\llergy 

W.  R.  Johnson,  |r.,  D.D.S.,  401  Med.  .\rts  lildg.. 

Hot  Springs  71001  Oral  Surgery 


PROFESSIONAL 

RELATIONS 

COMMITTEE 

ARKANSAS 

MEDICAL 

SOCIETY 

District 

Name  of  Lomnuttee  Member 

.\ddress 

1 

F.  E.  Ltley,  M l). 

H.  P.  Raney,  51.1). 

I . Murray  Ferguson,  Nf.D. 

515  .Xerrth  Sixth.  Blvtheville  72315 

403  Fast  .Matthews,  Jonesboro  72401 

200  South  Rhodes,  West  Memphis  72301 

> 

C..  W.  Jackson,  M.D. 

Jim  Lytle,  M.D. 

C. hades  F.  Wells,  M.D, 

P.  O.  Box  C,  Judsonia  72081 

P.  O.  Box  2116,  Batesville  72501 

601  South  Moose,  .Morrilton  72110 

3 

John  M.  Hestir,  M.D. 

Ciarl  F.  Northeutt.  5f.D. 

Dwight  W.  Gray,  M.D. 

220  West  Gibson,  DeWitt  72012 

Route  1.  Btrx  211),  Stuttgart  72160 

1 10  AVest  Cdiestnut.  Marianna  723(iO 

4 

Howard  Harris,  M.D. 

L,  R.  Turney,  M.D. 

(.eorge  Roberson,  .M.D. 

307  South  Flm,  Dumas  71639 

101  South  Third,  McGehee  71651 

1708  Doctors  Drive,  Pine  Bluff  71601 

3 

C.  F.  Tommey,  M.D. 

L.  \’.  O/ment  M.D. 

Joe  F.  Rushton,  M l). 

112  North  AV'ashington,  F,1  Dorado  71730 

353  Crtsh  Road,  Gamden  71701 

219  North  Washington,  Magnolia  71753 

(i 

Donald  Duncan,  M.D. 

James  C,.  Martindale.  M.D. 

James  .Armstrong,  M.D. 

P.  O.  Box  778,  Lexarkana  75501 

1 16  South  Main,  Hope  71801 

P.  ().  Box  397,  .\shdo\Mi  71822 

/ 

C.  F.  Peters,  M l). 

Robert  F.  .McChary,  .M.D. 

1 homas  M.  Durham,  Jr.,  M.D. 

1420  Potts,  .Malvern  72104 

505  West  (.rand.  Hot  Springs  71901 

505  West  Grand.  Hot  Springs  71901 

8 

*Richard  .M.  Logue,  M.D. 

John  McGollough  Smith,  M.D. 
James  Rasch,  \f.D. 

601  Noith  I’niversity,  Little  Rock  72-05 

4000  Woodlawn,  l.ittle  Rock  72205 
lOOOl  File  Drive,  l.ittle  Rock  72205 

9 

Friedman  Sisco,  .M.D, 

Cdiarles  Ledbetter,  M.D. 

James  L.  Pickens,  M.D. 

P.  (),  Box  65,  S|)ringclale  72761 

Erie  & Spring,  Harrison  72601 

P.  O.  Box  128.  Rogers  7275(i 

10 

Samuel  Landrum,  .M.D. 

David  M.  Williams.  M l). 

Boyce  West,  .M.D. 

522  South  16th,  Fort  Smith  7_90l 

809  (Vest  Main  Place,  Russellville  72801 

P.  O.  Box  220,  Clarksv  ille  72830 

*Chairman 
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1977  OFFICERS -COUNTY  MEDICAL  SOCIETIES  - ARKANSAS  MEDICAL  SOCIETY 

ARKANSAS  Pres.— Cail  E.  Northciitt.  Route  1,  Box  21-1),  Stuttgart  72160 

Secy.— Carl  E.  Northcutt,  Route  1,  Box  21-1).  Stuttgart  72160 

ASHLEY  Pres.-Robert  L.  Salb,  113  Pine,  Crossett  71635 

Secy.— James  I).  Rankin,  Jr.,  P.  O.  Box  232,  Hamburg  71646 

BAXTER - Pres.— James  Y.  Massey,  P.  O.  Dratrer  H,  Mountain  Home  72653 

Secy.— .Yrtliur  L.  Beard,  126  IVest  6th,  Mountain  Home  72653 

BENTON  Pres.— Richard  N.  Pearson,  1223  IV.  IValnut,  Rogers  72756 

Secy.— Harry  M.  Harmon,  1105  IV.  Chestnut,  Rogers  72756 

BOONE  Pres.— Carlton  L.  Cliambers.  Bower  at  Pine,  Harrison  72601 

Secy.— Sue  R.  Chambers,  651  North  Spring,  Harrison  72601 

BR.VDLEY - - Pres.— Merl  T.  Crow,  Jr.,  205  E.  Church,  IVarren  71671 

Secy.— IVilliam  C.  l\'haley,  Jr.,  205  E.  Church,  IVarren  71671 

CHICOT  - Pres.-H.  \V.  1 homas.  P.  O.  Box  250,  Dcrmott  71638 

Secy.— Major  E.  Smitli,  P.  O.  Box  310,  Dermott  71638 

CL.VRK  Pres.— John  IV.  Balay,  416  Main,  Arkadelphia  71923 

Secy.— George  R.  Peeples,  305  East  Main,  Guidon  71743 

CLEBURNE  Pres.— Joe  B.  Scruggs,  Jr.,  P.  O.  Box  510,  Hclier  Springs  72543 

Secy.- Hartal  L.  Cranford.  4th  and  Searcy.  Hebcr  Springs  72543 

COLUMBIA  Pres.— Charles  \V.  Kelley,  1327  N.  4Vashington,  Magnolia  71753 

Secy.— Robert  4V.  Hunter,  Jr.,  Rt.  4,  2602  Crestview,  Magnolia  71753 

CON  4 V AY  Pres.- 

Secy.— Thomas  L.  Buchanan,  200  S.  Moose,  Morrilton  72110 

CRAIGHEAD-POINSETT  Pres.-4Villiam  R.  Eddington,  505  E.  Mattheus,  Jonesboro  72401 

Secy.— Donald  R.  Giunn,  505  E.  Matthews,  Jonesboro  72401 

CRA4VFORD  Pres.— Yale  E.  Parkhurst.  1 103  Chestnut,  Van  Btiren  729,56 

Secy.— F.  E.  Shearer,  P.  O.  Box  458,  Alma  72921 

CRITTENDEN  Pres.— Milton  1).  Deneke,  P.  O.  Box  607,  'WTst  Memphis  72301 

Secy.— Keitli  B.  Kennedy,  P.O.  Box  489,  'West  Memphis  72301 

CROSS  Pres.-Robert  A.  Hayes,  P.  O.  Box  E,  Wynne  72396 

Secy.— \’anre  J.  Crain,  P.  O.  Box  158.  'Wynne  72396 

DALLAS  - Pres.-Don  G.  Howard,  P.  O.  Box  .506.  Fordyce  71742 

Secy.— Jack  4'.  Dobson.  P.  O.  Box  816,  Fordyce  71742 

DESHA  Pres.— 

Secy.— 

DRFAV  Pres.- Charles  E.  Hicks,  232  South  Main,  Monticello  71655 

Secy.— Paul  A.  Wallick,  P.  O.  Box  660,  Monticello  71655 

F. VULKNER  Pres.— James  S.  Garrison,  College  and  4Vestern  Sts.,  Contvay  72032 

Secy.— Bob  G.  Banister.  923  Parkway  St.,  Conicay  72032 

FR.VNKLIN  ..  Pres.— Rebecca  Etving,  604  W.  Ctmimcrcial,  O/ark  72949 

Secy.— David  I..  Gilibons,  P,  O.  Box  136,  Ozark  72949 

G. ^RLAND  Pres.— 4Villiam  Y.  Springer,  901  \V.  Grand,  Hot  Springs  71901 

Secy.— John  B.  Bond,  Jr..  101  4Vhittington,  Hot  Springs  71901 
■Ysst.  Secy.— Miss  Mary  Payne,  901  \V.  Grand  .\ve..  Hot  Springs  71901 

GR.^NT  Pres.— Curtis  B.  Clark,  200  S.  Rose,  Sheridan  72150 

Secy.— Clyde  1),  Paulk,  200  S.  Rose,  Sheridan  72150 

GREENE-CL.\Y  _ Pres.— Clark  M.  Baker,  115  W.  Court,  Paragoidd  72450 

Secy.— Dwight  F.  Boggs,  905  4V.  Kingshighway,  Paragoidd  72450 
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1 IF.M I’S  rKAD  ..  I’res.— l.owcll  ().  Harris,  I’.  ().  ]$ox  SaO,  Hope  TFSOl 

Scc\  .— David  (i.  Stevens.  1900  S.  NTain,  Hope  71801 

HOT  SPRING  Pres.-R.  H.  White,  1001  Dyer,  Malvern  72101 

Scev.— G.  F.  Peters,  1120  Potts,  Malvern  72104 

HOWARD  PIKE  Pres.— [(h‘  I).  King,  P.  O.  Box  ,519,  Nashville  71852 

Seev.— Phillip  E.  White,  P.O.  Box  538,  Mnrfreesltoro  71958 

INDEPENDENCE  Pres.-C:hanev  W.  Faylor,  P.  O.  Box  2116,  Bates\ille  72,501 

Seev.— Nathan  E.  Strickland,  109  N.  12th,  Batesville  72501 

JACKSON  Pres.— Jen V .M.  Franknm,  2nd  aiul  Laurel.  Newjrort  72112 

Secy.— John  D.  Ashley,  Jr.,  2nd  and  l aurel,  Newport  721 12 

JEFFERSON  Pres.-R.  Frank  Bryant,  1112  I.inden,  Pine  Bluff  71601 

Secy.— J.  5\'illian)  Nuckolls,  1720  Doctors  Drive,  Pine  Bluff  71603 

JOHNSON  Pres.-Bovee  5V.  "West,  P.  O.  Box  220,  Clarksville  72830 

Seev,— Robert  Fraser,  P.O.  Box  668,  Clarksville  72830 

L.\F.-\YETTE  Pres.— 4ViIlie  J.  Fee,  P.  O.  Box  276,  Stamps  71860 

Seev.—  Craig  17.  Ditsch,  P.  O.  Box  276,  Stamps  71860 

LAWRF.NCE  — — Pres.— Ralph  F.  Joseph,  Higlnvay  25  5V'est,  W’alnut  Ridge  72476 

Seev.— J.  B.  Elders,  321  S.5V.  Third,  4VaInut  Ridge  72476 

LEE Pres.— Dwight  W.  Gray.  HO  4\'.  Chestnut,  Marianna  72360 

Secy.— E.  C.  Fields,  77  'West  Main,  Marianna  72360 

LINCOLN Pres.— James  45’.  Freeland,  P.  O.  Box  159,  Star  City  71667 

Secy.— James  4V.  Freeland,  P.  O.  Box  159,  Star  City  71667 

LI  FTLE  RH’ER  Pres.-Joseph  G.  Shelton,  Jr.,  P.  O Box  697,  Ashdown  71822 

Secy.— James  D.  Armstrong.  P.  O.  Box  397,  Ashdown  71822 

LOGAN  Pres.— Charles  H.  Chalfant.  Ill  4V.  Fourth,  Booneville  72927 

Secy.— James  T.  Smith,  P.  O.  Box  286,  Paris  72855 

LONOKE  Pres.— 4\'illie  R.  Harris,  P.O.  Box  40.  England  72046 

Seev.— B.  F.  Holmes,  305  4\’est  F'ront,  Lonoke  72086 

MILLER Pres.— Noel  4V.  Cowan,  300  E.  Sixth,  Texarkana  75501 

Secy.— -Arnett  D.  Smith,  Jr.,  P.  O.  Box  1409.  Texarkana  75501 
Exec.  Secy.— .Mrs.  Marilyn  Pryor.  P.  O.  Box  1843,  Texarkana  75501 

MISSISSIPPI  Pres.-James  I).  Russell,  527  N.  Sixth  St.,  Blytheville  72315 

Secy.— F.ldon  Fairlev.  P.O.  Box  68.  Osceola  72370 

MONROE  Pres.-A.  N.  Olaimey,  P.O.  Box  511.  Brinklcv  72021 

Secy.-N.  C.  David,  Jr.,  108  4V.  Ash.  Brinkley  72021 

NEV.AD.A.  Pres.— Richard  P.  Portis,  P.  O.  Box  442.  Prescott  71857 

Secy.— Michael  C.  Young.  P.  O.  Box  142,  Prescott  71857 

OU.ACHIT.A Pres.— Jerr\  R.  Kendall.  353  C ash  Road.  Camden  71701 

Secy.— L.  X.  O/ment.  353  Cash  Road.  Camden  71701 

PHILLIPS  Prcs.-Hershell  B.  Oldham,  P.O.  Box  2538,  AVest  Helena  72390 

Secy.— AVilliam  4\'.  Biggs,  Helena  Hctspital,  Helena  72342 

POLK Pres.— David  P.  Hefner,  518  Janssen.  Mena  71953 

Seev.— Henry  N.  Rogers,  600  W.  7th  Street,  Mena  71953 

POPE  Pres.-Richard  K.  Lovell.  Sr.,  P,  O.  Box  1 107,  Russellville  72801 

Secy.-4V.  E.  King,  Jr.,  3105  AVest  Main  Place.  Ru.ssellville  72801 

PULASKI  Pres.— Frank  M.  AVcsterfield,  Jr.,  230  Medical  Towers  Bldg.,  Little  Rock  72205 

Secy.— C harles  AVh  Logan,  500  South  University.  Little  Rock  72205 
Exec.  Secy.— Mr.  Paul  Harris,  311  Doctors  Bldg.,  Little  Rock  72205 

RANDOLPH — Pres.— Norman  K.  Smith.  107  A'anBibher,  Pocahontas  72455 

Secy.— .Albert  L,  Baltz,  110  AV.  Broadway.  Pocahontas  72455 
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SALINE  - - 

. Pres.— Jim  C.  Porter,  910  N.  East,  Benton  72015 

Secy.— David  L.  Stewart,  P.  O.  Box  399,  Benton  72015 

SCOTT  

. Pres.— Harold  B.  \Vrii>lU,  P.  O.  Box  249,  4Valdron  72958 

Secy.— Harold  B.  yv'riglu,  P.  O.  Box  249,  Waldron  72958 

SEBASTIAN  - 

. Pres.- T.  A.  Feild,  3600  N.  "O”,  Fort  Smith  72904 

Secy.- Homer  G.  Ellis,  P.  O.  Box  3507,  Fort  Smith  72913 

.Asst.  Secy.— Mrs.  Betty  Sti|rsk\,  AVaklron  Rd.  at  Fdlsworth.  Fort  Smith  72903 

SEMER  

. Pres.— Michael  L.  Buffington,  P.  O.  Box  391.  DeQiieen  71832 

Secy.— Curtis  Williams.  Highway  70  yVest.  DeQueen  71832 

Exec.  Secy.— Mr.  Jim  E.  Pearce.  Highway  70  yVest.  DeQueen  71832 

ST.  FRANCIS  

. Pres.— Herbert  H.  Hollis,  317  N.  yVashington,  Forrest  Citv  72335 

Secy.— David  L.  Lockhart,  P.  O.  Box  70.  Forrest  City  72335 

UNION  

. Pres.— yy'ayne  G.  Elliott,  443  FVest  Oak,  El  Dorado  71730 

Secy.— John  R.  yVilliamson,  318  I hompson.  El  Dorado  71730 

VAN  BUREN  

. Pres.- yVilliam  C.  McBryde,  P.  O.  Box  11.  Fairfield  Bav  72153 

Secy.— John  A.  Hall,  P.  O.  Box  310,  Clinton  72031 

WASHINGTON  

- Pres.— Ed  yVheat,  130  N.  Spring.  Springdale  72764 

Secy.— E.  Mitchell  Singleton,  P.  ().  Box  1343.  Fayetteville  72701 

WHITE  

- Pres.- Rex  yv.  Ross,  2900  Hawkins  Dr.,  Searcy  721  13 

Secy.— Hugh  R.  Edwards,  601  yVest  yVoodruff.  Searcy  72143 

WOODRITF  

. Pres.— James  E.  Rowe,  P.  O.  Box  387,  McCrorv  72101 

Secy.— James  E.  Rowe,  P.  O.  Box  387,  McCrory  72101 

YELL  

Pres.— James  O.  Penningtem,  P.  O.  Box  68.  Ola  72853 

Secy.— yy'al ter  P.  Harris,  P.  O.  Box  487.  Danville  72833 

OFFICERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY  1977-1978 


President  

AV.  Payton  Kolb,  230  Medical  d owers  Bldg.,  Little  Rock  72205 

President-elect  

George  E.  Wynne,  1 13  W.  Gvpress,  'Warren  71071 

First  Vice  President  

Ken  Lilly,  1 120  Lexington,  Fort  Smith  72901 

■Second  \dce  President  . 

- Jerry  .Mann,  410  Main  St.,  Arkadelphia  71923 

Third  \dce  President  

__  Henry  1 honias,  500  S.  University,  Little  Rock  72205 

Secretary  

_ Flvin  Shullield,  110  Doctors  Park  Bldg.,  Fattle  Rock  72205 

d’reasnrer  _ 

Kenneth  R.  Du/an,  1 13  West  Oak,  Id  Dorado  71730 

Speaker,  House  of  Delegates  _ 

Amail  Chudy,  ISOl  Maple,  North  Little  Rock  72111 

Vice  Speaker  of  I louse  

....  Asa  A.  Urow,  #1  Metlical  Drive,  Paragould  72450 

Journal  Editor  . 

___  .Alfred  Kahti,  Jr.,  1300A\Ast  Sixth,  Little  Rock  72201 

Delegates  to  AAE\  

Purcell  Smith,  P.  O.  Box  5075,  Little  Rock  72205 

Joe  Verser,  P.  O.  Box  100,  Harrislmrg  72432 

Alternates  

._  F.  E.  Townsend,  1420  West  43rd,  Pine  Blnlf  71003 

A.  E.  Andrews,  P.  O.  Box  089,  ITxarkana  75501 

Executive  Vice  President  

C.  C.  Long,  P.  O.  Box  1208,  Port  Smith  72902 
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EXECUTIVE  COMMITTEE  OF  THE  COUNCIL 

(;iiairm;ni  ol  tlieCiouiu  il  fohn  P.  Hurge,  Lake  Village  Clinic.  Cake  Village  7 l<)53 

President  \V.  Payton  Kolb,  230  Medical  I'oweis  Bldg.,  Little  Rock  7220,7 

President-elect  ..  . . ...  Cieorge  F.  \Vynne,  113  \\7  Cypiess,  Warren  71071 

Secretary  F.hin  Shnllield,  1 10  Doctois  Park  Bldg.,  Little  Rock  72207 


COUNCILORS 


nis- 

trici 

CaniTU  ilor 

1 C’rni  Expires  ’78 

( came ilor 

1 erm  Expires  '79 

Comities  in 

District 

1. 

* Jolin  15.  Kiiklev 

P.  ().  Box  1478 
Jonesboro  72101 

Merrill  J.  Osborne 

527  \.  6th 

Blvtheville  72315 

Clay,  Craighead,  Crittenden,  Eitlton,  CTieenc,  Lawrence, 

Mississippi,  Poinsett,  Randolph,  and  Sharp 

John  E.  Bell 

1 100  W est  Pleasure 
Searcy  72143 

♦Paid  Gray 

P.  O.  Box  2437 

Batescille  72501 

C lehiirne,  (otiwac.  Eaiilkner,  I tide|)endence,  Hard.  Jackson. 

Stone,  and  W hite 

.3. 

*E.  J.  P.  Bell 

620  Poplar 

Helena  72342 

David  L.  Lockhart 

P.  O.  Box  70 

Eorrest  City  72335 

.Arkansas,  Cross,  l.ee,  I.otioke,  Xlonroe,  Phillips,  Prairie, 

St.  Erancis,  and  XX'oodntff 

4. 

John  P.  Burge 

Lake  \'illage  CJinic 
Lake  X'illage  71653 

♦Raymond  Inc  in 

1421  C.herrc 

Pine  Bluff  71601 

Ashley,  Chicot,  Desha,  Drew.  Jefferson,  and  Lincolti 

* J.  B.  Jameson,  Jr. 

P.  ().  Box  994 

Camden  71701 

John  H.  .Moore 

112  X.  XVashington 

El  Dorado  7 1730 

Bradley,  Calhoim,  CJevcland,  Columbia.  Dallas,  Ouachita, 
atui  I'nioti 

(). 

*C..  Lynn  Harris 

P.  ().  Box  10 

Hope  71801 

A.  E.  .Vndreevs 

P.  O.  Box  689 

Texarkana  75503 

Hempstead,  Howard.  Lafavette.  Little  River,  Miller,  \e\ada. 

Pike,  Polk,  and  Ser  iei 

7 . 

♦Robert  E.  McC7rary 

505  W est  Grand 

Hot  SpriTigs  71901 

C urtis  B.  ( laik 

200  South  Rose 

Sheridan  72150 

Clark,  (..iihitid.  (.tanl.  Hot  Spiitig,  XIotitgotnerv,  and  Saline 

8. 

♦W  illiam  S.  On.  Jr. 

St.  X'incent  Infirmary 
Little  Rock  72201 

XV.  Ray  Joiiett 

750  Med.  1 occers  Bldg. 
Little  Rock  72205 

Pitlaski 

9. 

Rhys  .\.  XX'illiams 

P.  O.  Box  1118 

Harrison  72601 

♦ Morriss  M l letii  y 

P.  O.  Box  17(i7 

Eavettec die  72701 

Baxter,  Benton.  Bootie.  C.artoll.  Madisoti,  Marioti,  New  ton.  Seate  v. 
X'ati  Btiren.  atid  X\  .ishington 

10. 

♦Kemal  Riitait 

1 120  Lexington 

Eort  Smith  72901 

Chtn  ies  f . XVilkins 

3105  XVest  Main  Place 

Rttsselhille  72801 

Crawfoicl.  Erankliti,  Johtisoti.  l.ogati.  Pet  rv.  Pope,  Scott.  Sehastiati. 
and  X'ell 

*Seni()i'  ('.oiiiuilor 
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MRS.  KEMAL  KUTAIT 
Fort  Smith 

President  1977-1978 
Arkansas  Medical  Society  Auxiliary 


CONVENTION  REPORT 

ARKANSAS  MEDICAL  SOCIETY  AUXILIARY 

The  Arkansas  Medical  Society  Auxiliary  held 
its  annual  meeting  in  Little  Rock  April  24-25  at 
the  Canielot  Inn. 

The  Auxiliary  has  750  paid  members  as  of  the 
beginning  of  the  meeting. 

Distinguished  guests  who  attended  the  con- 
vention were  Mrs.  Chester  L.  Young,  president- 
elect of  the  American  Medical  Association  Aux- 
iliary, and  Mrs.  Linns  Hewit,  president  of  the 
Woman’s  Auxiliary  to  the  Southern  Medical 
Association. 

On  behalf  of  the  American  Medical  Associa- 
tion Education  and  Research  Foundation  (AMA- 
ERF)  Mrs.  Deno  Passas  presented  a check  for 
$11,346  to  the  Dean  of  the  University  of  Arkan- 
sas School  of  Medicine,  Dr.  Thomas  A.  Bruce. 


Officers  elected  for  1977-78  for  the  State  Aux- 
iliary were: 

President:  Mrs.  Kemal  Kutait,  Fort  Smith 

President-elect:  Mrs.  ^Valter  Mizell,  Benton 

Recording  Secretary:  Mrs.  Joe  Lyforcl,  Jr., 
Russellville 

Treasurer:  Mrs.  J.  W.  Downs,  Little  Rock 

Northeast  Vice  President:  Mrs.  Larry  Lawson, 
Paragoulcl 

Northwest  Vice  President:  Mrs.  McDonald 
Poe,  Fort  Smith 

Southwest  Vice  President:  Mrs.  A.  E.  Andrews, 
Texarkana 

Southeast  Vice  President:  Mrs.  Ray  Jouett, 
Little  Rock 
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Diagnostic  Patterns  in  Disability 
Arkansas  and  the  Nation* 


This  short  statistical  analysis  ol  data  compiled 
by  the  Office  of  Research  and  Statistics,  Social 
Security  Administration,  shows  the  extent  and 
nature  of  Arkansas’  particijiation  in  the  social 
security  disability  program.  It  compares  some 
of  the  State’s  data  with  national  averages,  and 
inclndes  a comparison  of  worker  disability  allow- 
ances by  diagnostic  groups  for  Arkansas  and  the 
U.  S.  overall. 

1[_J  nder  the  provisions  of  the  social  security 
disability  program,  the  nation’s  largest  disability 
plan,  a worker  under  65  can  receive  monthly 

•The  Office  of  Research  and  Statistics,  Social  Security  .Admin- 
istration, is  actually  the  “author”  of  Diagnostic  Patterns  In  Dis- 
abilitv,  .Arkansas  and  the  Nation.  The  article  was  released  by  Dr, 
Ben  Dewbre,  Jr.,  Senior  Medical  Consultant. 


benefits  if  he  or  she  becomes  unable  to  Avork  due 
to  a mental  or  physical  impairment  that  has 
lasted  — or  is  expected  to  last  — at  least  12 
months  or  is  expected  to  result  in  death. 

Almost  80  million  workers  can  count  on 
monthly  cash  benefits  in  the  event  of  such  severe 
and  extended  disability.  In  addition,  the  de- 
pendents of  these  Avorkers  are  also  eligible  for 
monthly  benefits.  Nearly  2.4  million  Avorkers  and 
1.8  million  dependents  are  uoav  receiving  dis- 
ability benefits  at  the  rate  of  more  than  $7.5 
billion  a year. 

Currently,  37,100  disabled  Avorkers  in  .\rkan- 
sas  are  receiving  $7,600,000  a month  in  benefits. 
In  addition,  8,400  wires  or  husbands  of  disabled 
workers  and  24,000  children  of  disabled  Avorkers 


Table  I.  --  Social  Security  Worker  Disability  Allowances  1972  --  Diagnostic  Groups 


Diagnostic  Group 

U. 

S. 

Arkan 

?as 

Diseases  of  the  circulatory  system 

146,684 

32.2 

2,099 

35.1 

Diseases  of  the  musculoskeletal  system 

75,923 

16.7 

1 ,204 

20.1 

Mental,  psychomeuroti c , and  personality  disorders 

45,253 

9.9 

426 

7.1 

Neoplasms 

43,667 

9.6 

427 

7.1 

Accidents,  poisonings,  and  violence 

31  ,728 

7.0 

383 

6.4 

Diseases  of  the  respiratory  system  

33,038 

7.3 

529 

8.8 

Diseases  of  the  nervous  system  and  sense  organs 

28,216 

6.2 

347 

5.8 

Endocrine  system,  metabolic,  and  nutritional  diseases... 

17,352 

3.8 

182 

3.0 

Diseases  of  the  digestive  system 

13,369 

2.9 

121 

2.0 

Infective  and  parasitic  diseases 

8,627 

1 .9 

119 

2.0 

11  ,541 

2.5 

141 

2.4 

Total  

455,398 

1/ 

100.0 

5,978 

1/ 

100.0 

jy  Figures  may  not  total  100%  due  to  rounding. 
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in  Arkansas  are  receiving  benefits  at  a monthly 
rate  of  .'>500,00()  anti  31  •300,000  respectively. 

File  latest  year  for  which  tabulated  data  is 
available  showing  disal)led  worker  diagnostic 
patterns  by  State  is  1972.  Disaitled  workers  in 
.Arkansas  who  Ijegan  receiving  benefits  in  that 
year  constituted  5,978  of  the  455,398  new  bene- 
ficiaries nationwide. 

Faltle  1 compares  the  Iretjuency  of  diagnostic 
gTou])S  in  .Arkansas  with  the  Lb  S.  overall,  ft 
shows  that  diseases  of  the  circulatory  system  ccrm- 
pi  ised  tlie  largest  diagnostic  group  in  tlie  country 
in  1972.  Diseases  of  the  musculoskeletal  system 
and  mental  disorders,  including  psychonenrotic 
and  personality  disorders,  were  the  second  and 
third  largest  diagnostic  groups,  respectively.  .All 
states  do  not,  hcjwever,  follow  tliis  jrattern. 

Wdthin  the  overall  diagnostic  grcrups,  tlie  most 
prevident  priviary  diagnosis  in  both  .Arkansas 
and  the  natioti  in  1972  was  chronic  ischemic 
heart  disease.  .Arkansas  recorded  1,298  ca.ses  that 


year.  The  nation's  second  most  common  primary 
diagnosis,  osteoarthritis,  accounted  for  327  ca.ses 
in  .Arkansas.  Following  these,  in  order  of  de- 
creasing national  prevalence,  was  displacement 
of  intervertebral  disc,  with  Arkansas  reporting 
414  cases,  followed  by  schizophrenia  with  157 
cases,  l liere  were  241  cases  of  emphysema  in 
.Arkansas;  114  cases  of  diabetes  mellitus,  and 
rheumatoid  arthritis  and  allied  conditions  ac- 
counted for  196  cases  in  Arkansas  that  year. 
.Acute  cerebro-vascnlar  disease,  listed  eighth 
among  the  most  prevalent  primary  diagnoses  in 
1972,  recortled  181  cases  in  .Arkansas;  malignant 
neoplasm  of  tracliea  and  lung  110  cases;  and 
other  respiratory  diseases  ranked  tenth  with  190 
cases. 

.Additional  information  about  the  social  se- 
curity disability  program  in  .Arkansas  can  be  ob- 
tained tlirough  the  Disability  Detei  inination  for 
■Social  Security  .Administration,  Suite  700,  The 
1515  Building,  1515  West  Seventh  Street,  Little 
Rock,  .Arkansas  72202,  telephone  501-.S72-1262. 
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Hormonal  Contraception:  Current  Perspectives 
Part  1.  An  Analysis  of  Available  Agents 


Gary  P.  Wood,  M.D.* 


Wi.i.  llic  exception  ot  amil)iotics.  iew 
ili  u>’  pie]);n  alions  have  hail  the  ti  einentlous  metl- 
ical  and  social  impact  that  we  ha\'e  seen  with 
oral  contraceptive  pills  (OCi'sV  I hey  have  made 
I'amily  planning  a piactical  reality  and  there  can 
he  little  donlit  that  they  have  had  a signilicant 
role  in  the  changing  social  attitud.es  ol  the  (id's 
and  70's. 

It  is  estimated  that  some  10  million  women  in 
the  United  States  currently  use  OU's’  witli  new 
users  being  addetl  lontinually.  d hat  these  wom- 
en present  a variety  of  needs  is  evidenced  hy  tlie 
more  titan  two  do/en  prepai  ations  cun  ently  avail- 
able. The  purpose  ol  tliis  paper  is  to  review  the 
currently  available  lorms  of  hormonal  contracep- 
tion with  regard  to  theii  mechanism  of  action, 
effectiveness  and  side  effects. 

Oral  Contraceptives 

A.  Mechanisin  of  (ictio)i 

\t  this  time,  there  is  no  ipiestion  that  the  ef- 
fectiveness of  an  ()C  preparation  in  |jreventing 
pregnancy  is  directly  related  to  its  ability  to  in- 

*  Df  pal  Inu'iU  ot  Ohstcfi  ics  ami  CAnetology,  I’nivcrsily  oi  Aikan- 
sas  Clollegc  of  Medic  inc,  Litlle  Rock.  Arkansas. 

Please  send  reprini  retiuests  to:  Ciarv  P.  Wood.  M.l).,  Depart- 
ment of  Obstetrics  and  I'niversity  of  Arkansas  Clollege 

of  Medicine.  l.SOI  West  Markliam  Street,  Little  Rock.  Arkansas 
72201. 


hibit  ovidation.  While  theie  are  a number  of 
other  effects  which  aie  related  to  feitility,  suih 
as  alteiations  in  tubal  motility,  cervical  mucus, 
and  endometrial  [thysiology,  the  agents  which 
rely  on  these  effects  alotie  are  simjrly  not  as 
elleclive  as  those  which  actively  itihibit  ovulatioti. 

The  concept  of  usitig  hoiinones  to  itihibit 
ovulation  is  a relatively  old  one.  d he  otdy  agetits 
which  had  previously  been  available  for  this  pur- 
pose, however,  were  the  estiogetis  (piitn.irily 
dietihylstilbesti ol ) and  testosterone.  Neither  of 
these  agetits  was  acceptable  for  contraception 
sitice,  in  dosages  adecpiate  for  coiiti aceptioti,  the 
estrogens  ptoduced  naitsea  and  erratic  uteritie 
bleeding  and  testosterotie  caused  hirsutism  and 
virili/atioti.  It  was  the  develojiment  of  the  syti- 
thetic  jirogestational  agents  iti  the  id's  and  .ah's 
that  made  the  inhiliition  ol  ovitlation  without 
offetisive  side  effects  a practical  reality. 

/•’.  (]oni  jxxients 

I.  Estrogens 

I he  estrogenic  compoutids  wliidi  are  citrtetitly 
used  iti  OC:  preparations  are  ethitiyl  estradiol  and 
mestranol  wliidi  are  both  det  ived  fioni  17B- 
estradiol,  the  physiologic  ovariati  estrogeti  (see 
Figure  I ).  d he  alkvl  radical  at  the  17  positioti 


ESTRONE  SULFATE 


DIETHYLSTILBESTROL 


l igiirc  1.  Strucdnal  relationship  ot  estrogen  preparations  to  the  natural,  ■ physiologic”  estrogen.  1 7B-cstia(lioI. 
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makes  these  compounds  much  more  resistant  to 
degradation  after  oral  administiation  than  are 
the  naturally  occuning  estiogens.  Mestranol  is 
the  3-methyl  ether  of  ethinyl  estradiol,  and  this 
modification  makes  it  almost  totally  inert  in 
vivo.  It  is  only  after  absorption  and  clevage  of 
the  3-methyl  group  to  “liberate”  ethinyl  estradiol 
that  a significant  estrogenic  effect  can  be  ob- 
tained. Since  the  conversion  of  mestranol  to 
ethinyl  estradiol  is  incomplete,  a larger  dosage  of 
mestranol  is  required  to  produce  the  same  effects 
as  a given  dosage  of  ethinyl  estradiol.  The  in 
vivo  close  effectiveness  of  mestranol  is  about  70 
percent  that  of  etliinyl  estradiol.- 


Diethystilbestrol  (DES)  (Figure  1 ) is  a non- 
stei'iodal  estrogenic  compound  whose  potency  as 
an  estrogen  is  about  1 /25  that  of  ethinyl  estradiol. 
While  DES  is  not  used  in  the  conventional  OC’s, 
it  presently  has  a unique  role  as  a “post-coital” 
contraceptive  agent.  The  “conjugated  estrogens” 
of  either  natural  or  synthetic  origin  contain  pri- 
marily estrone  sulfate  (Figure  1)  and  are  not 
currently  used  for  contraceptive  purposes. 

2.  Progestins 

The  structural  relationships  of  the  progesta- 
tional agents  currently  in  use  as  contraceptive 
agents  are  shown  in  Figure  2.  It  is  significant 
that  all  progestins  currently  used  in  OC  prepa- 


NORGESTREL  ETHYNODIOL  DI.ACETATE  DIMETHISTERONE 

Figure  2.  Structural  relationship  of  the  synthetic  progestational  agents  to  their  parent  compounds,  progesterone  and  testosterone. 
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rations  ate  sti uctnrally  related  to  testosterone 
and  thus  tend  to  have  variable  amotnits  ol  an- 
drogenic potential  dining  pregnancy  and  their 
use  during  pregnancy  has  been  associated  with 
inasculinization  of  the  female  fettis.  It  is  also 
important  to  remember  that  the  various  com- 
pounds vary  markedly  in  potency  and  therefore 
direct  comparisons  on  a simple  weight  basis  are 
not  valid. 

The  only  synthetic  progestin  which  is  derived 
from  piogesterone  and  is  currently  lot  use  as  a 
contraceptive  agent  is  medroxyprogesterone  ace- 
tate (Figure  2).  This  compound  is  not  used  in 
OC's  but  rather  as  an  injectable,  long-acting  con- 
traceptive agent. 

C.  Preparations 

In  the  years  since  the  first  OC  preparations 
were  introduced,  a number  of  changes  have  oc- 
curred in  the  manner  of  administration  as  well 
as  the  composition  of  these  agents.  These  agents 
are  shown  in  Table  1. 

d'he  original  regimen  for  OC’s  consisted  of 
taking  a pill  daily  for  20  days  and  waiting  to 
resume  pill  taking  until  the  fifth  day  after  men- 
strual flow  began.  Because  of  the  rather  variable 
interval  from  the  last  pill  until  the  onset  of 

Brand  Names  Progestin 


menses,  cycle  length  with  this  regimen  ranged 
Irom  25  to  32  days  and  a great  deal  of  confusion 
was  generated  by  the  active  role  required  of  the 
patient  in  keeping  track  of  the  pills  and  men- 
strual How.  In  addition  to  these  problems,  sev- 
eral other  questions  arose,  including  such  things 
as:  1)  whether  to  count  the  first  day  of  spotting 
as  die  first  day  of  menses  or  wait  until  full  men- 
strual flow  began,  and  2)  when  to  take  the  first 
pill  of  the  next  cycle  if  menstrual  flow  lasted 
more  or  less  than  five  days.  Most  of  these  prob- 
lems have  been  solved  by  the  development  of  the 
2H-day  OC  cycle.  This  consists  of  taking  OC  pills 
daily  for  21  days  followed  by  seven  days  off  pills 
and,  after  the  28  days  are  completed,  a new  cycle 
of  pills  is  begun  with  no  regard  to  the  time  of 
onset  or  cessation  of  menstrual  flow  nor  to  its 
tpiality  or  ipiantity.  This  28-day  routine  has 
greatly  simplified  OC  therapy  while  retaining  an 
excellent  contraceptive  effectiveness. 

1.  Combination  type:  The  basis  for  this  tyjje 
OC  is  that  each  pill  of  the  hormone  cycle  con- 
tains an  estrogen  and  a progestin.  This  is  the 
original  OC  type  and,  in  general,  provides  ex- 
cellent contraceptive  effect  through  inhibition  of 
ovulation.  The  OC’s  in  this  category  can  be 

mg/tablet  Estrogen  ug/tablet 


Combination 

Ortho-Novum  10  mg 

Norethindrone 

10 

Mestranol 

60 

Ortho-Novum  2 mg 

Norethi ndrone 

2 

Mestranol 

100 

Group 

Norinyl  2 mg 

Norethi ndrone 

2 

Mestranol 

100 

I 

Norlestrin  2.5/50 

Norethindrone  Acetate 

2.5 

Ethinyl  Estradiol 

50 

Enovid  5 mg 

Norethynodrel 

5 

Mestranol 

75 

Evovid  E 

Norethynodrel 

2.5 

Mestranol 

100 

TTvul  en 

Ethynodiol  Diacetate 

1 

Mestranol 

100 

Demulen 

Ethynodiol  Diacetate 

1 

Ethinyl  Estradiol 

50 

Group 

Ovral 

Norgestrel 

0.5 

Ethinyl  Estradiol 

50 

II 

Ortho-Novum  1/80 

Norethindrone 

1 

Mestranol 

80 

Norinyl  1+80 

Norethi ndrone 

1 

Mestranol 

80 

Norlestrin  1/50 

Norethindrone  Acetate 

1 

Ethinyl  Estradiol 

50 

Ovcon-50 

Norethi ndrone 

1 

Ethinyl  Estradiol 

50 

Ortho-Novum  1/50 

Norethi ndrone 

1 

Mestranol 

50 

Modicon 

Morethi ndrone 

0.5 

Ethinyl  Estradiol 

35 

Norinyl  1+50 

Norethindrone 

1 

Mestranol 

50 

Brevicon 

Norethi ndrone 

0.5 

Ethinyl  Estradiol 

35 

Group 

Loestrin  1.5/30 

Norethi nfrone  Acetate 

1.5 

Ethinyl  Estradiol 

30 

III 

Loestrin  1/20 

Norethindrone  Acetate 

1 

Ethinyl  Estradiol 

20 

Zorane  1/50 

Norethindrone  Acetate 

1 

Ethinyl  Estradiol 

50 

Zorane  1.5/30 

Norethindrone  Acetate 

1.5 

Ethinyl  Estradiol 

30 

Zorane  1/20 

Norethindrone  Acetate 

1 

Ethinyl  Estradiol 

20 

Lo/Ovral 

Norgestrel 

0.3 

Ethinyl  Estradiol 

30 

Proqesti n-only 

Micronor 

Norethi ndrone 

0.35 

Nor-QO 

Norethi ndrone 

0.35 

Ovrette 

Norgestrel 

0.075 

— 

Cable  I.  C:omposition  of  (Uircntly  available  oral  roiitmceptivc  agents. 
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ilivideil  into  three  basic  groups  as  sliown  in 
Table  1.  The  first  group  (Grouji  1)  contains 
the  oldest  OC’s  and  rejjresents  the  earlv  period 
niien  large  amounts  of  the  hormones  were  used 
to  assure  adeipiate  contraception.  Conseipiently, 
these  OC’s  were  also  accomjjianied  l)y  marked  side 
effects  related  to  their  predominance  of  cither 
estrogenic  or  androgenic  eflect.  It  has  since  been 
learned  that  these  OC’s  contain  much  more  hor- 
mone tlian  is  actually  necessary  to  inhibit  ovula- 
tion aiul  tliere  is,  tlierefore,  \ery  little  indication 
tor  the  routine  use  of  these  preparations. 

The  second  group  of  combination  OC’s 
((boup  11)  indudes  those  preparations  in  which 
tlie  amount  of  hormone  nsetl  lias  licen  reduced 
so  that  side  effects  are  minimal  and  tliese  pills 
tend  to  be  neutral  in  their  hormone  eflect.  Con- 
tiaceptive  elfectiveness,  however,  is  as  gooil  as 
the  oilier,  high-dose  jirejiarations.  This  group  is 
characteri/ed  by  miniimil  side  effects  and  maxi- 
mum elfectiveness  and  probably  represents  the 
most  uniiersally  acceptable  group  ol  prepara- 
tions at  the  present  time.  The  accepted  ]ireg- 
nancy  rate  for  the  agents  in  Ciroups  1 and  11  is 
0.1  jiercent  or  less.* 

The  third  group  ((b(nt|)  111)  contains  a scries 
of  prejiarations  in  which  the  hormone  dosage  has 
been  reduced  below  a very  real,  if  somewhat  ill 
delined,  level.  I hese  pills  not  only  have  the  dis- 
advantage of  a somewhat  higher  pregnancy  rate 
than  the  preceding  group,  but  also  have  a new 
]>attern  of  side  elfeits  as  a result  of  their  very 
low  dosage.  While  pregnancy  rates  for  the  agents 
in  this  group  ;n  e dillictilt  to  determine  because 
of  theii  lelative  newness,  they  are  estimated  at 
0.2  - 0.3  jiercent  or  greater,  d'lie  major  |iroblems 
with  these  pills  (other  than  pregnancy)  have 
been  an  increased  incidence  of  intermcnstrual 
bleeding  and  amenorrheic  cycles.  Kven  though 
this  group  docs  contain  a low-  estrogen  dosage 
which  is  held  to  be  advisable,  the  significant  side 
efleits,  including  a slightly  higher  pregmincy 
rate,  would  seem  to  make  them  less  than  uni- 
versally acceptable  as  oral  contraceptive  agents. 

2.  Scijuential  type:  The  secpiential  regimen 
for  oral  contraception  w’as  introduced  in  1003, 
about  three  years  after  the  approval  of  the  com- 
bination OC’s  in  the  United  States.'^  Estrogen 
only  W’as  administered  for  16  days  followed  by 
a combination  of  estrogen  and  progestin  for  the 

•Pregnancies  per  hundreti  wonu n-ycars  — I he  number  of  pieg* 
nancies  whitlj  would  occur  if  100  women  used  the  OC's  for  one 
year. 
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next  five  days  with  the  jrill  cycle  being  repeated 
on  the  fifth  day  after  menstrual  flow  began.  The 
rationale  for  this  dosage  .schedule  w’as  that  it 
more  closely  mimicked  the  normal  hormonal 
cycle  than  the  combination  type  OC’s.  This  is 
borne  out  by  .serial  studies  of  endometrial  his- 
tology, cervical  mucus,  etc.,  which  compare  quite 
favorably  with  the  spontaneous,  ovulatory  men- 
strual cycle.  While  certain  aspects  of  this  regi- 
men may  be  desirable,  the  use  of  estrogen  alone 
in  the  dosage  range  used  (see  d’ablc  I)  is  simply 
not  as  effective  in  inhibiting  ovulation  as  the 
combination  jsreparations.  d hese  agents  have 
been  removed  from  the  market  because  of  their 
association  w’ith  an  increasetl  incitlence  of  endo- 
metrial atlenocarcinoma. 

3.  Progestin-only  type:  rhe.se  OC’s  contain 
no  estrogen  and  they  are  taken  daily  on  a con- 
tinuous basis  with  no  break  for  menstruation. 
The  mechanism  ol  action  of  these  OC’s  is  quite 
different  from  the  conventional  types  in  that  thev 
do  not  routinely  preient  ovulation,  it  would 
seem  that  their  contraceptive  effect  is  achiesed 
by  alterations  in  cervical  mneus  and  endometrial 
and  tubal  physiology.  As  might  be  ex]jecteil,  the 
pregnancy  rate  with  these  jnejiarations  is  several 
times  that  of  the  more  conventional  OC’s.  T he 
OC’s  bear  the  same  contraindications  as  con- 
ventional OC’s  and  thus  cannot  be  used  for  those 
patients  for  whom  com entional  OC’s  are  nn- 
accejitable  (i.e.  those  with  \aricose  veins,  etc.). 
^Vhile  these  OC’s  jiresent  a very  interesting  and 
attractive  concejjtt,  the  high  incidence  of  men- 
strual  aberrations  and  relatively  high  pregnancy 
rate  coupled  with  the  fact  that  they  do  not 
broatlen  the  spectrum  of  patients  for  whom  OC’s 
are  applicable  must  lead  us  to  the  conclusion 
that  they  have  very  little  ])lace  in  current  con- 
traceptive  practice. 

Discussion 

There  is  no  single  hormonal  contraceptive 
agent  which  is  suitable  lor  all  women.  The  idea! 
agent  for  an  individual  is  that  one  which  is  100% 
effective  w’hile  pioviding  the  least  side  effects 
and  potential  adverse  reactions.  That  all  these 
reipiirements  cannot  be  met  by  a single  OC  agent 
is  evitlencetl  by  the  nianv  OC’s  available  and  the 
frequent  release  of  new’  preparations. 

Of  extreme  importance  in  the  design  and  .se- 
lection of  hormonal  contraceptive  agents  is  the 
fact  that  the  ilifferent  comjjounds  available,  both 
estrogens  and  progestins,  have  their  ow’n  indi- 
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vicinal  c harac  icrislics  bolli  cvilli  i et;aicl  (o  lior- 
nioiial  activity  and  potency.  I he  clillerence  Ice- 
tween  tlic  e.stroj^en.s  used  ( nie.siranol  and  ethinvl 
e.stracliol)  is  related  priinaiilv  to  jcotency,  as 
previously  disenssed.  The  jerogestins,  however, 
cliller  from  each  other  not  oidy  in  potency  as  a 
progestational  agetit,  but  also  iti  the  amonnt  of 
estrogenic  and  anchogenic  acticity  jcossessed  by 
e;ich  coinpottnd.  Jduts,  in  the  dosage  recpiired 
to  fitnction  effectively  as  a progestational  agent, 
we  find  that  norethynodrel  exei  ts  a considerable 
estrogenic  ellect  tvliile  not ethindrone  exerts  sig- 
nificant androgenic  effects.  .\  coin]carison  of  oral 
contraceptive  agents  on  the  basis  of  the  cpiantity 
ol  steroid  itsed,  either  estiogen  or  progestin  is 
of  absolutely  no  calne  ;incl  may,  in  fact,  lie  mis- 
leading unless  tlie  relative  potencies  and  cliar- 
;it  teristics  of  the  compoitnds  at  e also  considered. 

riiere  are  few  indications  for  the  use  ol 
Group  1 combination  OCi's.  d hese  preparations, 
while  quite  ellective  as  coutracejjtive  agents,  con- 
tain more  steroid  titan  is  necessaiy  and  the  only 
noticeable  diflerence  ovei  tlie  Icjwer  dcasage  pre]> 
arations  is  a ratlier  marked  inciease  in  side  ef- 
fects and  adver.se  reactions. 

1 he  low  dosage  preparations  in  Group  MI 
have  significantly  reduced  the  atnoutit  of  estro- 
geti  so  that  the  risk  ol  vascular  prolcletns  sitclt 
as  throtnbojdileltitis  aticl  puhtiottary  etnlccdism  is 
theoretically  less  thatt  the  |creparatiotts  iti  Grcctips 
f and  II.  1 his  advattiage  is  oflset,  however,  by 
the  ittcreased  iticidettce  ol  both  ititet  tnenstrual 
bleedittg  attd  amettottheic  cycles  alotig  with  a 
sigtiilicattt  ittcrease  iti  the  pregttaticv  rate  associ- 
ated with  these  agetits.  It  ttiust  be  ttoted  that 
these  OG's  beat  the  sattte  cotttt  aittclicatiotis  as  the 
higher  close  pt ejiaratiotis  attd  patietits  with  vari- 
cose veins,  throtitbophlebitis,  attd  previous  thtotit- 
boembolic  phettometta  should  ttot  tise  thettt.  Each 
patient  must  decide  if  the  possible  decrease  iit 
rascular  problents  seett  with  these  OG's  jitstifies 
the  sigtiilicattt  ittetease  iit  both  jtregttaticy  r;ite 
attd  abttortnal  itiettsttual  pttttertts. 

Iti  spite  of  the  theoretical  advantage  of  the 
secptential  OG's  in  their  miniicking  the  cyclic 
hormonal  output  of  the  ovarv,  these  agents  do 
show  a piegnancy  tate  which  is  gie;ttei  than  that 


seen  with  conventional  combitiatioti  OG’s.  d hey 
are  no  longer  tivailable  beciiu.se  of  their  as.socia- 
tion  with  the  clevelojiment  of  endometrial  adeno- 
carcinoma. 

.Siniilatly,  the  low-close  jit ogestin  only  “mini- 
jiills"  show  a high  pregnancy  rate  coujiled  with 
very  eriittic  bleeding  pattettis  and  cannot  be 
reconimended  at  this  time. 

.At  the  present  time,  the  Group  II  OCi  s seem 
to  oiler  the  best  balance  between  hick  ol  sig- 
nificttiu  side  effects  and  effective  jiregnancy  late 
and  will  probably  provide  the  best  cwerall  lesults 
as  oral  contrticeptive  agents  for  most  women. 

Roth  diethylstilbestrol  and  niechoxyproges- 
terone  acetate  have  very  specific  contractqrtive  in- 
dications and  proc'ide  effective  contraception 
within  their  frametvork  of  applicaliility.  d heir 
use,  tilotig  w'ith  other  agents  still  in  the  develop- 
mental stage,  w’ill  lie  discussed  in  Part  '2. 
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The  Evaluation  and  Management  of  Patients  with 
Urinary  Tract  Calculous  Disease 
Part  1.  Patient  Evaluation 
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understanding  of  the  mechanism  of 
urinary  calculous  formation  and  of  methods  of 
prevention  has  been  enhanced  in  recent  decades 
to  the  extent  that  at  the  present  time,  most  forms 
of  calculous  disease  are  considered  potentiallv 
preventable.  Many  patients  with  urolithiasis  are 
first  seen  by  a non-urologist  physician.  The 
evaluation  and  management  of  urolithiasis  is  re- 
viewed for  non-urologist  physicians.  The  first 
part  of  this  review  outlines  the  {Manciples  of 
evaluation  of  {xitients  with  urolithiasis.  The 
second  part  will  outline  the  various  therapeutic 
motlalities  a|3|rlicable  to  {ratients  with  urolithi- 
asis. 

Etiology  of  Urolithiasis 

Most  {ratients  with  urinary  tract  calculi  belong 
to  the  gTonji  of  idio|aathic  renal  lithiasis.  In  sjrite 
of  the  tenn  idiojrathic,  we  can  now  recognize 
several  factors  that  jMedlsjrose  these  jzatients  to 
stone  fonnation.  Thus,  subtle  disorders  such  as 
hy|rercalcuria  without  hy{)ercalcemia,  slight  hy- 
{zeroxaluria,  abnormalities  of  uric  acid  metabo- 
lism, inaeased  urine  alkalinity,  or  a {nimary  de- 
fect in  natural  urinary  crystalization  inliibitors 
have  been  found  in  many  {patients  with  idio|3athic 
calculous  disease. 

In  about  20  to  30  jrercent  of  ]>atients,  stone 
formation  can  be  directly  related  to  one  of  the 
following  abnormalities: 

1.  Hy]x:rcalcemic  states  such  as  {arimary  hy- 
{rerjaarathyroidism,  sarcoidosis,  immobilization, 
hyjrervitaminosis  D,  milk-alkali  syndrome,  neo- 
{rlastic  disorders,  Cushing’s  syndrome,  or  hy{ter- 
throidism. 

2.  Gastrointestinal  disease  leading  to  acquired 
hyjreroxaluria  and  calcium  oxalate  lithiasis,  or 
to  uric  acid  lithiasis. 

3.  Infection  with  urea-s|rlitting  organisms  with 

•Department  of  Urology,  University  of  Arkansas  College  of  Medi- 
cine, Little  Rock,  Arkansas. 

Send  correspondence  to:  Nabil  K.  Bissada.  M.D.,  Assistant  Pro- 
fessor, Department  of  Urology,  University  of  Arkansas  College  of 
Medicine,  4301  West  Markham,  Little  Rock,  Arkansas  72201. 


formation  of  struvite  or  a}Mitite  lithiasis. 

4.  Renal  tubular  syndromes  such  as  cystinuria 
and  renal  tubular  acidosis. 

5.  Enzyme  disorders  such  as  {primary  hyper- 
oxaluria and  xanthinuria. 

6.  Uric  acid  lithiasis:  This  may  be  idiopathic 
(M'  secondary  to  conditions  such  as  gout,  myelo- 
{iroliferative  disorder,  lotv  urinary  out{5ut  states 
or  h y {>er  {iar a t h \'r o i d i sm . 

In  general,  these  conditions  lead  to  urine  super- 
.saturation  and  or  a change  in  urine  pH.  Super- 
saturation of  urine  may  also  occur  during  periods 
of  dehydration.  The  urine  {)H  affects  the  solubil- 
ity of  certain  crystaloids.  This  is  most  imftortant 
when  we  consider  struvite  (magnesium  ammo- 
nium {jhosjzhate)  stones  which  tend  to  form  in 
a highly  alkaline  urine,  or  in  considering  uric 
acid  and  cystine  stones  which  form  in  an  acid 
urine. 

Although  only  aliout  one-fourth  of  all  jxatients 
witli  urolithiasis  will  have  a major  abnormality 
leading  to  stone  disease,  the  time  and  effort  in- 
vested in  altem{)ting  to  determine  the  etiolog)’ 
of  recurrent  calculous  formation  is  often  reward- 
ing. Management  of  existing  calculi  and  {are- 
vent  ion  of  new  calculous  foimation  may  be  diffi- 
cult without  correcting  the  {arimary  etiologic 
condition.  Furthermore,  many  of  these  condi- 
tions are  associated  with  correctable  systemic  dis- 
eases which  may  initially  manifest  themselves 
with  calculous  formation. 

Composition  of  Urinary  Tract  Calculi 

Knowledge  of  the  crystaline  structure  of  the 
calculus  {arovides  basic  information  for  formula- 
tion of  the  thera{aeutic  {alan.  Accordingly,  any 
available  calculi  should  be  analyzed.*  The  more 
common  calculous  com {aosit ions  are: 

1.  Calcium  oxalate 

2.  Calcium  {ahos{ahate  (a{aatite) 

*Louis  C.  Herring  and  Company,  P.  O.  Box  2191,  Orlando, 
Florida  32802. 
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3.  ]\ra<^iiesiuni  aimnonium  pliosplialc  (stru- 
vilc) 

1.  Fliic  acid 

5.  Cystine 

Morbidity  Due  to  Urolithiasis 

Fhe  presence  of  calculi  in  the  urinary  tract  is 
condnctite  to  renal  damage,  the  extent  of  which 
is  influenced  liy  the  extent  of  obstruction  and 
presence  or  absence  of  infection.  The  effects  of 
urinary  calculi  include: 

1.  Oltstruction  of  the  ureter  or  the  uretero- 
pelvic  junction  is  usually  associated  with  renal 
pain  or  ureteral  colic.  Long-standing  obstruction 
leads  to  hydronephrosis  and  renal  parenchymal 
loss. 

2.  Calculi  may  be  contributing  factors  in  the 
persistence  of  urinary  tract  infection  and  cal- 
culous pyelonephritis. 

3.  Coexistence  of  infection  and  obstruction 
may  precipitate  a serious  hacteriuria  or  may  lead 
to  pyonephrosis  with  complete  loss  of  renal 
function. 

4.  Spread  of  infection  with  urea-splitting  or- 
ganisms to  the  contralateral  side  may  produce 
secondary  struvite  stone  formation  in  the  op- 
posite kidney. 

5.  Rarely,  renal  parenchyma  is  replaced  by 
fatty  tissue  (replacement  lipomatosis)  or  meta- 
plastic changes  occur  in  the  urothelium  which 
may  proceed  to  the  develojiment  of  squamous 
cell  carcinoma. 

Evaluation  of  Patients  With  Urolithiasis 

Evaluation  of  patients  with  urinary  tract  cal- 
culi may  lie  convenicntlv  discussed  under  three 
broad  headings. 

7.  Clinical  History 

Certain  feattues  in  the  clinical  history  are  valu- 
able in  the  diagnosis  and  management  of  patients 
with  urolithiasis. 

'Fhe  age,  sex  and  race  are  important.  Idio- 
pathic renal  lithiasis  occurs  predominately  in 
adult  white  males.  Flyjjerparathyroidism  and  in- 
fected struvite  lithiasis  occurs  more  commonly 
in  women  than  in  men.  Stone  disease  before 
pulterty  is  frequently  associated  with  urinary 
tract  infection  and/or  obstruction;  or  with  meta- 


bolic disease  such  as  renal  tubular  acidosis,  cys- 
tinuria  and  primary  hypeioxaluria. 

Symptoms  suggest  i\e  of  hypercalcemia,  gout  or 
small  bowel  disease  should  be  sotight.  Medica- 
tions such  as  acetazolamide,  absorbable  antacids 
or  absoibal)le  salicylates  may  influence  calculous 
formation.  The  patient’s  dietary  habits  may  be 
pertinent.  For  example,  the  amount  of  protein 
in  the  diet  will  nuxlify  uric  acid  excretion;  and 
drinking  large  amounts  of  fruit  juices  or  tea  aug- 
ments urinary  oxalates.  A history  of  urinary  tract 
infection  before  or  after  the  initial  formation  of 
a calculus  is  important.  The  apjx'arance  and 
analysis  of  previously  removed  or  available  calculi 
are  always  inq)ortant.  A history  of  residence  in 
a known  stone-stress  area,  such  as  the  southeast- 
ern Ibiited  States,  may  also  be  helpful. 

.\  family  history  of  urolithiasis  implies  an  in- 
creased risk  of  continued  calculous  formation  in 
patients  with  idiopathic  renal  lithiasis,  and  is 
especially  important  in  the  known  hereditary 
disorders,  such  as  cystinuria  and  renal  tubular 
acidosis.  Generally  physicians  are  well  aware  of 
the  classic  signs  and  symptoms  of  an  acute  renal 
colic,  but  it  is  important  to  stress  that  many 
stones  are  asymptomatic. 

77.  Lab  oratory  Analysis 

An  assessment  of  renal  function  by  serum 
creatinine  concentration  is  indicated.  Postpran- 
dial serum  calcium  and  phosphorus  and  alijumin 
values  are  necessarv  to  establish  the  presence  or 
absence  of  hyperparathyroidism  or  other  dis- 
orders of  calcium  metabolism.  1 he  concentra- 
tion of  carbon  dioxide  and  chloride  should  be 
obtainetl  in  order  to  determine  the  possilile  pres- 
ence of  renal  tubular  acidosis.  The  serum  uric 
acid  may  be  elevated  in  patients  with  uric  acid 
litliiasis,  hyperparathyroidism  and  idiopathic 
calcareous  calculi.  .Some  medications  such  as  sali- 
cylates and  thiazides  can  jModuce  an  elevation  in 
.serum  uric  acid.  I'he  serum  calcium,  jdiosphorus 
protein  and  uric  acid  determinations  should  be 
])crformed  on  at  least  three  different  occasions 
after  the  patient  has  regained  basal  renal  func- 
tion. 

Sim|)le  urinalysis  may  provide  valualile  infor- 
mation in  patients  with  urolitluasis.  A high 
urinary  pll  may  indicate  an  infection  with  urea- 
sjditting  organisms,  renal  tubular  acidosis,  or 
prior  ingestion  of  large  amounts  of  alisorbable 
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alkali.  .\  low  urinary  pi  I is  the  most  common 
abnormality  detected  in  patients  witli  uric  acid 
lithiasis.  Failure  to  acidily  the  urine  below  pH 
ol  5.5  on  serial  urines  may  indicate  renal  ttibular 
acidosis.  Fhe  presence  ol  crystals,  stich  as  cal- 
cium oxalate,  tnic  acid,  phosphate,  or  cystine 
crystals  in  the  urinary  sediment  is  a helplul  iiiid- 
iii”.  Urine  cultures  should  be  obtained  initially 
and  repeated  at  intervals  during  treatment.  A 


(|ualitative  test  tor  tirinary  cystine  shotdd  be  done 
in  any  patient  with  radiopatjtie  calcuhrs  of  tin- 
known  composition,  and  it  positive,  a tpiantita- 
tive  test  shotdd  t)e  obtained. 

.\  24  hour  tirine  anlysis  tor  calcium,  phospho- 
rus, tiric  acid  and  creatinine  shotdd  be  obtained 
in  rectirrent  stone  tormers  to  assess  hypercalciuria 
and  uricosuria.  .\  stone  analysis  tor  available 
calculi  is  mandatory. 

in.  Radiological  Exaininalion 

.\det|uate  radiography  ot  tlie  urinary  tract,  in- 
cluding plain  abdominal  radiography,  tomog- 
raphy and  excretory  urography  (I.\5P.)  are  es- 
sential. 4 hese  will  provide  iniormation  on  the 
size,  ntimber  and  location  ot  calctdi  and  the  de- 
gree ot  obstrtiction  and  the  presence  or  absence 
ot  any  associated  pathology  (Fig.  l.\-E).  Recent 
radiograms  shotdd  be  compared  to  previous  ones 


Figure  11). 

Plain  radiogram  sliowing  a stone  in  the  vicinity  of  the  ureter- 
ovesical area  (left);  excie.orv  urogram  showed  that  the  stone  was 
in  a ureterocele  (right). 


Figure  IB 

Slone  in  a calNceal  dixerticulum  (arrow). 


Figure  IF. 

Multiple  calculi  feen  below  the  bladder  in  a female  with  history 
of  1.  F.I.  and  dvsparunia  arc  most  probably  in  a urethral  diver- 
ticulum (left);  a \oiding  cystourethrogram  demonstrates  the  diver- 
ticulum (right). 


Figure  I Cl. 

(lalcific  density  (arrow)  seen  on  the  plain  radiogram  (left)  could 
be  a ureteral  stone;  excretory  urogram  demonstrating  the  lower  left 
ureter  ' pointing"  at  the  stone  (right). 
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when  availal)lc  in  order  to  dcicrniiiie  the  oc- 
cnreiue  of  new  stones  or  s^rowth  of  a previously 
detected  calcnlns.  Fnrtlicr,  the  radiographic  as- 
pects of  calcnli  often  provide  iidonnation  about 
stone  composition.  Fi)r  instance,  calcinin  oxalate 
and  calcium  phosphate  stones  are  radiopacpie 


(Fig.  2).  Strnr  ite  stones  are  less  ladiopacpie  and 
often  form  staghorn  calcnli  (Fig.  3).  Ihire  uric 
acid  stones  are  radiolncent  and  will  not  he  seen 
on  a plain  lilm  hnl  are  deietted  as  radiolncent 
filling  defects  oti  the  excretory  urogram  (Fig.  -f.A 
and  Hi).  (A'stitte  stoties  are  nsnally  opatpie 
(Fig.  .f)). 

Activity  of  Urinary  Tract  Calculous  Disease 

d'wo  forms  of  activity  of  itrolithiasis  should  be 
distitignished.  Snrgical  activity  means  that  the 
patient  has  colic,  oirstrnctioti  or  infectioti  as- 
sociated with  the  calcnlns  and  may  retptire  sur- 
gical intervention.  Such  a calcnlns  might  have 
beeti  formed  many  years  prior  to  presenting  witli 


■Metalrolically  active  itrolithiasis,  oti  tlie  other 
hand,  is  saiti  to  exist  when  there  is  radiographic 
evitletice  of  calcnlons  growth,  of  a new  calcnlons 
fortnation,  or  wheti  tlie  patient  has  passed  calcnli 
or  gra\el  dnritig  the  previoits  yeai . Wdien  none 
of  these  criteria  is  fulfilled,  classificatioti  ot  met- 
abolically  "inactive  itrolithiasis"  is  made.  If  no 
sitch  history  is  obtained  atul  no  prexioits  x-rays 


Figure  2. 

IMain  radiograph  .sliouing  a (alcium  oxalate  caUu'.oiis  (proved  bv 
stone  analysis). 


Figure  3. 

IMain  radiogram  demonstrating  a staghorn  (alculous. 


Figure  l.\. 

Fxcrelorv  urogram  sliowing  a large  lilling  deleti  in  the  viglit  renal 
pelvis  due  to  a uric  acid  stone. 
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are  availalile,  a classification  of  metabolic  “ac- 
tivity unknotvn”  may  be  used. 


In  the  presence  of  infected  renal  lithiasis  or 
obstruction,  metabolic  activity  cannot  be  assessed 
until  the  secondan’  problem  has  been  eliminated. 
'Wdiereas  the  surgical  activity  of  urolithiasis  in- 
fluences the  surgical  management,  it  is  the  meta- 
bolic activity  that  guides  the  extent  of  medical 
management. 


Figure  4B. 

Multiple  filling  defects  on  urography  due  to  uric  acid  calculi. 


Summary 

An  outline  of  the  mechanism  of  stone  forma- 
tion and  a practical  approach  to  the  evaluation 
of  patients  with  urolithiasis  is  discussed.  The 
importance  of  a careful  history,  laboratory  and 
radiogiaphic  evaluation,  and  of  stone  analysis 
was  stressed. 

Two  forms  of  stone  activity,  surgical  and  meta- 
liolic,  were  identified;  and  the  importance  of 
each  was  discussed. 


*A  list  of  references  will  be  available  with  Part  II  of  this  series. 


Plain  radiograph  showing  a calcific  density  in  region  of  upper 
ureter  (left);  excretory  urogram  showing  intense  nephrogram  in- 
dicating ureteral  obstruction  (right).  Analysis  proved  that  the 
calculous  was  composed  of  cystine. 
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Philip  H.  Johnson,  M.D.* 


J^etently  a 31-year-old  black  female  was  re- 
ferred to  me  for  hip  pain  of  several  months  dura- 
tion. I'he  patient  had  a definite  limp  and  limited 
motion  of  the  right  hij:).  X-rays  of  this  hip  (Fig. 
1)  revealed  a tyjtical  avascular  necrosis  of  the 
femoral  head.  Of  interest  on  physical  examina- 
tion was  a peculiar  obesity  involving  only  the 
neck,  head,  and  trunk.  There  were  also  signs  of 
hirsntisim  and  mascnlini/ation.  The  patient  had 
a neurology  workup  eight  years  before  for  head- 
ache and  seizures.  The  patient  denied  taking 
steroids  and  had  no  family  history  of  sickle  cell 
disease.  With  this  history  and  the  physical  ap- 
pearance of  Ciushing’s  syndrome,  a basophil 
adenoma  of  the  pituitary  was  suspected.  After  an 
elaborate  endocrine  workup  with  arteriogram,  an 
adrenal  tumor  was  diagnosed.  At  stirgery  a 21. b 
gm.  4x4x3  cm  adrenal  adenoma  was  removed 
from  the  right  adrenal.  .Since  this  time,  the  pa- 
tient has  undergone  femoral  head  replacement 

*Little  Rock  Orthopedic  Clinic,  P.A.,  P.  O.  Box  5270,  Little 
Rock,  .Arkansas  72205. 

•Acknowledgement:  My  sincere  appreciation  is  extended  to  Drs. 
Lawson  Glover  and  Grimsley  Graham  for  their  assistance  on  this 
case. 


Figure  1 


and  implantation  of  a Bateman  prosthesis.  With 
this  interesting  case  as  a stimulus,  a search  for 
the  causes  of  avascular  neaosis  of  the  femoral 
head  was  begun.  The  following  is  offered  as  a 
resume  of  the  etiology  of  this  condition  (Table 


ETIOLOGY  OF  AVASCULAR  NECROSIS 
OF  THE  FEMORAL  HEAD 

1.  Fracture  of  the  femoral  neck 

2.  Dislocation  of  the  hip 

3.  Ciaisson's  disease 

4.  .Sickle  cell  disease 

5.  Legg-Perthes  disease 

6.  Gaucher's  disease 

7.  Steroids 

8.  Alcohol 

9.  Radiation 

10.  Lupus 

11.  Osteomyelitis 

12.  Slipped  capital  femoral  epiphysis 

13.  Treatment  of  congenital  dislocated  hip 


Fhe  femoral  head  and  most  of  the  femoral 
neck  is  intracapsular.  The  important  circulation 
to  the  femoral  head  is  via  retinactilar  vc.ssels 
in  on  the  posterior  surface  of  the  neck.  Anv 
mechanism  which  mechanically  interferes  with 
these  vessels  will  produce  changes  in  the  circula- 
tion of  the  end  arteries  of  the  head.  Hence,  vary- 
ing degrees  of  avascidar  necrosis  (aseptic  necrosis) 
occtirs. 


ETIOLOGY 

Fractures  of  the  Femoral  Neck 

Traumatic  causes  for  avascidar  necrosis  are 
fractures  and  dislocations.  Intertrochanteric  frac- 
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tines  rarely  cause  coiiiproniisetl  circulation  be- 
cause the  injury  is  below  the  level  where  the 
\essels  enter  bone  to  supply  the  head.  Fractures 
of  the  femoral  neck,  hoivever,  take  place  across 
the  retinacular  vessels  and  produce  necrosis  of 
the  head  in  up  to  one-third  of  displaced  fractures. 
Even  undisplaced  fractures  have  a low  incidence 
of  this  complication.  EJsually  the  fracture  itself 
goes  on  to  union  anil  months  later  (up  to  three 
years),  the  patient  may  begin  having  hip  pain 
from  collapse  of  the  apical  weight  bearing  seg- 
ment of  the  head. 

Dislocation  of  the  Hip 

Dislocation  of  the  liip  ruptures  the  ligamen- 
tum  teres  where  a small  residual  circulation  may 
exist  and  puts  pressure  on  the  retinacular  ve,s.sels 
by  the  strangulating  elfect  of  the  capsule  around 
the  herniated  head,  d'here  is  a definite  relation- 
ship between  the  length  of  time  in  the  dislocated 
position  and  the  incidence  of  avascular  necrosis. 
Hi]3S  reduced  witliin  the  first  twelve  hours  have 
a fifteen  to  twenty  percent  incidence  of  avacular 
necrosis.  Hi])s  reduced  after  twenty-four  hours 
have  a very  grave  prognosis  and  may  be  expected 
to  be  involved.  .Actual  symptoms  and  diagnostic 
X-ray  fimlings  may  not  Ije  seen,  however,  for  as 
long  as  two  years  post-injury. 

Bone  Infarct  (Caisson's  Disease) 

Fat  has  a ti\e  times  greater  affinity  for  nitrogen 
than  does  blood.  I'ndcr  conditions  of  high  at- 
mospheric pressure,  the  fatty  tissues  absorb  cir- 
culating nitrogen.  As  the  Caisson  worker  or 
siuba  diver  is  brought  liack  to  the  surface  and 
ra|)idly  ileconutressed,  tliis  nitrogen  is  released 
into  the  blood.  I’hese  tiny  bultblcs  of  gas  emboli 
lodge  in  many  areas  causing  the  “bends,''  “stag- 
gers," etc.  Areas  of  inhnetion  occur  in  the  fatty 
spongiosti  of  the  long  liones  of  the  extremities. 
Most  commonly  iinohed  is  the  u])per  end  ol  the 
femur,  d’he  lower  femur,  upper  tiitia,  and  ujrper 
humerus  follow  in  that  order.  This  same  condi- 
tion was  seen  in  aviators  in  ^\’orld  War  II  who 
flew  at  high  altitudes  without  adequate  oxygen 
supplies.  In  these  situations,  bony  collapse  rarely 
occurs.  Creeping  substitution  rejrlaces  the  dead 
bone  leaving  sharply  limited  scalloped  areas  of 
increased  Irone  density.  ETsually  after  the  initial 
severe  pain  subsides,  the  condition  is  asympto- 
matic until  arthritis  develops  later  in  an  adjacent 
joint. 


Hemoglobinopathies 

In  sickle  cell  disease  and  related  conditions, 
lowered  oxygen  carrying  capacity  and  sickling 
red  cells  residt  in  thrombosis,  reflex  vasospasm, 
local  ischemia,  and  infarction  of  bone  and  soft 
tissues.  Expected  X-ray  findings  are  coarse  tra- 
becnlation  and  osteoporosis  in  marrow  bones; 
ground  glass  and  widening  diploic  spaces  in  the 
skull:  and  decreased  vertebral  height.  Avascular 
necrosis  most  often  involves  the  femoral  head 
and  is  less  extensive  than  in  Perthes  disease.  The 
lateral  one-third  of  the  head  is  spared.  It  usuallv 
occurs  just  prior  to  epiphy.seal  closure.  The 
Perthes  lesion  occtirs  at  a younger  age. 

Legg-Perthes  Disease  (Coxa  Plana) 

.Any  idiopathic  avascular  necrosis  of  the  femo- 
ral heail  in  chiklliood  is  referred  to  as  Legg- 
Perthes  disease.  Fhis,  however,  is  a disea,se  syn- 
drome which  occurs  between  the  ages  of  four 
and  ten,  predominantly  in  males,  ft  is  a self- 
limited disease  in  the  category  of  the  osteochon- 
droses. The  ava.scular  necrosis  may  involve  the 
entire  epiphysis  or  only  the  anterior  one-half  to 
two-thirds.  I he  disease  runs  its  course  progress- 
ing through  stages  of  synovitis,  necrosis,  frag- 
mentation, and  healing  over  a period  of  three  to 
four  years.  Ihe  ultimate  outcome  of  the  hip 
is  dependent  on  the  age  of  the  patient  at  the 
onset  of  the  disease,  extent  of  involvement,  and 
the  nature  anil  initial  time  of  treatment.  Elsually 
some  ileformity  (a.symmetry)  of  the  head  and 
shortening  and  widening  of  the  neck  persists  into 
adulthood. 

Gaucher's  Disease 

Gaucher's  ilisease  is  a hereditary  metai)olic  dis- 
order characteri/eil  by  the  accumulation  of  the 
cerebroside  “kerosin"  in  the  cells  of  the  reticulo- 
enilothelial  system.  I le])att)splenomegaly,  inter- 
ierence  of  marrow  function  (anemia,  leukopenia, 
thrombocytopenia)  anil  destruction  of  bone  are 
features  of  the  disease.  Ciompression  fractures  of 
the  vertebrae,  pathologic  fractures  of  long  bones, 
and  ischemic  necrosis  of  the  femoral  head  occur. 
Engorgement  of  the  head  and  neck  with  Gaucher 
cells  compromises  blooil  flow  and  the  resulting 
necrosis  weakens  bony  architecture. 

Steroids 

It  has  long  been  observed  that  prolonged  corti- 
costeroid therapy  was  associated  with  the  de- 
velopment of  osteonecrosis.  Nowhere  is  this 
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more  clearly  seen  than  in  organ  (renal)  trans- 
plantation. Many  patients  survive  onlv  to  be 
inllictecl  witli  a crip|)ling  malady  ot  one  oi  both 
liips.  rite  mechanism  is  obstnie,  lliongh  in- 
creased coagnlaltility  ol  blootl,  lat  emitloism,  and 
\ascnlilis  liave  been  suspected.  1 lie  case  men- 
tioned in  tiie  introduction  is  a good  example  ol 
the  massive  endogenous  steroid  |rrodnction  re- 
sulting in  the  same  setjnelae.  Joint  injection  ol 
steroids  has  also  been  suspected  as  a more  un- 
likely cause  for  this  proltlem. 

Alcohol 

.\  Mayo  Clinic  series  of  fifty-two  cases  of 
idiopathic  avascular  necrosis  of  the  head  of  the 
femur  revealed  a seventeen  jrercent  incidence  of 
alcoholism.  Most  orthopedic  clinics  have  had  a 
similar  experience.  A large  daily  intake  over  a 
long  periotl  of  time  has  ustially  occurred.  The 
exact  mechanism  of  this  a,ssociation  is  unknown. 

Radiation 

In  this  condition,  usually  over  3,000  R.  of 
X-ray  has  been  given  to  one  of  the  jielvic  organs. 
In  the  past,  this  was  commonly  administered  for 
carcinoma  of  the  cervix.  Many  years  may  tran- 
s]rire  between  treatment  and  the  development  of 
hip  symptoms.  Because  cartilage  is  sensitive  to 
radiation,  both  sides  of  tlie  hip  joint  show  in- 
\olvement  with  sclerosis  and  cystic  change.  Iit- 
creased  trabecular  markings  are  present  in  the 
adjacent  ilitim  and  ptiltis. 

Lupus 

.\rteritis  and  va.sculitis  is  tliought  to  be  re- 
sponsible for  thromitosis  and  infarction  of  the 
head  of  the  femur.  Cases  have  been  reported 
wliere  avascular  necrosis  was  seen  in  patients 
with  lupus  when  not  treated  with  steroids. 

Osteomyelitis 

Osteomyelitis  of  the  upper  end  of  the  feinur 


is  a potentially  ( alastrojjh ic  disease.  Organisms 
come  to  t est  in  the  end  at  teries  ol  the  nec  k where 
abscess  iormation  (kciiis.  d’his  increase  in  pres- 
sure cuts  olf  the  ciicnlation  to  the  head  and  il 
not  decompiessed,  the  abscess  rupinies  into  the 
hip  joint.  A combination  of  pyaithrosis  and 
osteomyelitis  piodnces  se<[uestration  of  the  entite 
lemoral  head  (septic  necrosis  in  this  instance). 

Slipped  Capital  Femoral  Epiphysis 

During  the  period  of  rapid  adolescent  growth, 
weakness  occitrs  across  the  epiphyseal  plates.  In 
the  proximal  femur,  slipping  of  the  head  on  the 
neck  may  occur  acutely  and  sutldenly,  as  a result 
oi  injury.  However,  it  usually  occitrs  more  slow- 
ly. Gradually,  the  head  moves  into  a position  ot 
varus  and  posterior  displacement  producing  a 
shortened,  externally  rotated  leg.  .^.vascular 
necrosis  in  the  untreated  case  occurs  from  acute 
slips  following  trauma.  Cases  treated  with  open 
reduction  and/or  osteotomy  of  the  neck  have  a 
high  incidence  of  aseptic  necrosis. 

Treatment  of  Congenital  Dislocated  Hip 

Avascular  necrosis  is  never  a complication  of 
congenital  dislocated  hip.  It  is,  however,  a com- 
plication of  its  treatment.  Reducing  the  hij) 
under  excess  tension,  thereby  increasing  intra- 
articular  pressure,  will  lead  to  obliteration  ot 
circulation  and  avascular  necrosis.  When  this 
occurs  at  a very  early  age,  the  head  revascularizes 
without  residual  deformity  or  clinical  sequelae. 
In  an  older  child,  a typical  Pet  thes  syndrome  fol- 
lows. 

CONCLUSION 

Many  cases  of  avascular  necrosis  of  the  femoral 
head  are  truly  idiopathic.  I hese  are  known  as 
Cdiaudler’s  disease.  The  clinician  should,  how- 
ever, remain  aware  of  the  diseases  discussed  here 
which  may  present  in  this  manner. 
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MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  78) 


A 50-year-old  male  admitted  to  ER  comatose. 
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Weintraub,  B.  M.,  and  McHenry,  L.  C.,  Jr.,  Cardiac  Abnormalities  in  Subarachnoid  Hemorrhage:  A Resume, 
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Childhood  Lead  Poisoning  in  Arkansas 

Ruth  R.  Blackwood* 


(^hildJiood  Lead  Poisoning  in  Arkansas  is  no 
longer  a suspect  disease  among  children  but  a 
reality.  This  fact  is  proven  by  the  clinical  analy- 
sis of  blood  lead  screens  provided  by  the  staff  of 
the  Blood  Lead  Screening  Program,  Arkansas  De- 
partment of  Health. 

In  a previous  article  in  The  Journal  of  The 
Arkansas  Medical  Society  it  was  stated  that  blood 
lead  poisoning  causes  needless  death  to  many 
children  and  leaves  many  more  with  mental  re- 
tardation, cerebral  palsy,  convulsive  seizures, 
blindness,  learning  defects,  behavioral  disorders, 
kidney  diseases,  and  other  physical  and  mental 
handicaps. 

It  was  noted  also  that  childhood  lead  poison- 
ing is  a disease  tliat  health  workers  may  not 
recognize  because  it  has  no  distinctive  clinical 
features.  1 lie  symptoms  of  childhood  lead  poi- 
soning are  non-specific.  Anemia,  listlessness,  ex- 
cessive irritability,  loss  of  appetite,  abtlominal 
pain,  constipation  — signs  and  symptoms  that 
appear  before  obvious  evidence  of  encephalop- 
athy, such  as  vomiting  and  convulsions  — can  all 
be  misinterpreted  as  indications  of  some  other 
illness.  Becatise  children  who  suffer  from  lead 
poisoning  are  usually  from  lower  income  fam- 
ilies, their  anemia  may  be  considered  to  be  the 
results  of  inade(]uate  nntrition;  their  lisllessness 
and  excessive  irritability  to  be  symptoms  of  in- 
digestion or  gastroenteritis.  Even  convulsions 
may  be  regarded  as  signs  of  epilepsy  rather  than 
as  evidence  of  lead  encephalopathy. 

The  original  concept  of  operation  of  the  Ar- 
kansas Blood  I.ead  Program  was  to  screen  the 
entire  state  by  collecting  samples  in  conjunction 
with  the  Aid  to  Families  with  Dependent  Chil- 

•Uircctor.  Division  of  C.liiklhood  Hlooti  l.tad  Streening,  .Arkansas 
Department  of  Health,  rHl.S  West  >f;;rkhain.  Little  Rock,  Arkansas 
72205. 


then  Screening  Program.  This  method  of  simul- 
taneous sample  collection  at  each  of  the  eighty- 
seven  health  units  was  an  effort  to  provide  an 
overall  statewide  testing  program,  but  proved  to 
be  unmanageable. 

A revised  concept  was  initiated  tluring  the 
middle  of  the  1975  calendar  year.  The  staffing 
pattern  was  changed  to  permit  door-to-door  can- 
vassing within  the  designated  high  risk  areas.  To 
further  the  objective  of  concentrating  effort  in 
areas  of  liighest  risk,  the  elevated  lead  level  rate 
was  calculated  for  each  county.  Fotn  teen  coun- 
ties had  rates  of  five  percent  or  higher  and  the 
health  units  continued  to  draw  samples  from 
children  during  AFDC  screening.  The  other 
sixty-one  counties  were  deferred  at  that  time. 

The  method  of  classifying  children  with  posi- 
tive Irlood  lead  samples  was  revised  to  provide 
the  greatest  concentration  of  efforts  on  those  chil- 
dren found  to  have  the  highest  level  of  lead  poi- 
soning. 

■Scieening  tests  for  undue  leatl  absorption  and 
lead  toxicity  are  essentially  limited  to  various 
methods  of  blood  lead  determination  and  meas- 
urement of  erythrocyte  protoporphyrins.  Blood 
leatl  may  be  determined  by  a macro  method  or 
by  one  of  many  micro  methods. 

The  children  tested  may  be  divided  itito  four 
major  lead  poisoning  classes  based  on  both  blood 
lead  and  EP  measurement  (u/lOO  mi  whole 
blood).  These  classes  indicate  the  degree  of  ri.sk 
and.  therefore,  urgency  of  medical  and  environ- 
mental management. 


Class  II 

Class  III 

Class  If’ 

Class  I 

Minimally 

Moderately 

Extremely 

Test 

Normal 

Flevated 

Elex’ated 

Elevated 

Pb 

^ 29 

30  - 19 

50  - 79 

^80 

EP 

^59 

60-  109 

110- 189 

^ 190 
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Screening,  pediatric  management,  and  hazard 
control  are  etpitilly  impoi  taut  in  caring  ior  cliil- 
dren  at  risk  of  lead  poisoning.  Pediatric  man- 
agement must  include  treating  the  cltild  with  nn- 
dne  lead  absoiption,  in  addition  to  following 
him  until  the  risk  ol  lurther  damage  is  minimal. 
The  following  procedures  are  the  policy  of  the 
Blood  Lead  Screening  Program  in  handling  the 
various  classes: 

C.ltiss  IV  childien,  regardless  of  the  presence  or 
absence  of  clinical  symptoms  or  of  other  lahora- 
tory  findings,  ate  considered  to  be  an  nnetpiivo- 
cal  case  of  lead  jioi.soning.  Since  the  risk  of  acute 
lead  encephalopathy  is  great,  its  onset  nnpre- 
dictable,  and  its  course  tpiick  to  strike,  these 
children  shoidd  be  hospitalized  immediately  for 
evaluation  and  chelation  therapy. 

Reduction  of  lead  intake  is  necessary  for  all 
children  in  Class  IV',  both  as  part  of  immetliate 
therapy  and  as  a part  of  the  follow-np  procedure. 
Children  receising  chelation  therapy  shoidd  not 
be  relea.sed  from  the  hospital  until  lead  hazartls 
in  their  homes  and  elsewhere  in  their  environ- 
ment are  controlletl  or  snitable  alternate  housing 
is  arranged. 

CJii.ss  III  children  who  have  compatihle  sym)> 
toms  which  cannot  be  explained  otherwise  or 
who  have  abnormal  Amino  levnlinic  acid  de- 
hydratase, urinary  ALA,  or  urinary  coprojxn- 
jihyrin  levels  shoidd  be  considered  as  having  lead 
])oisoning  anil  recogni/etl  as  candidates  for  urgent 
inpatient  metlical  management. 

Children  in  Class  III  who  are  symptomatic  or 
jiresenl  laboratory  evidence  ol  .snlK'linical  lead 
poisoning  shoidd  be  treated  and  followed  as 
(ilass  I\'  children. 

('.lass  II  children  shoidd  be  considered  as  hav- 
ing increased  lead  absorption  il  there  is  no  evi- 
dence of  iron  ileficiency. 

Children  in  Class  II  generally  will  not  require 
chelation  therapy,  hut  those  who  have  EP  levels 
in  this  range  hecause  ol  iron  ileficiency  should 
ohvioiish  lie  treated  for  that  condition.  Other- 
wise, reduction  of  lead  intake  from  all  sources 
and  careful  monitoring  shoidd  snftice. 

Class  II  children  without  evidence  of  lead  poi- 
soning should  he  evaluated  at  three-month  in- 
tervals after  it  is  determined  that  they  are  no 
longer  exposed  to  lead  hazards. 

Class  I children  require  no  further  evaluation 


except  for  routine  rescreening  until  they  reach 
their  sixth  hirthday. 

Pediatric  management  of  children  with  lead 
jxiisoning  must  include  appropriate  treatment 
and  adequate  follow-np.  Chelation  therapy  is 
indicated  for  some  children  with  undue  lead 
absorption.  I hongh  indiscriminate  chelation  is 
unwise  due  to  the  |>oorly  explored  potential 
hazards,  withholding  or  delaying  chelation  ther- 
apy is  also  unwise  when  it  is  indicated. 

Alter  the  initial  screening  and  with  the  begin- 
ning of  pediatric  management  the  Arkansas  pro- 
gram incoiqrorates  the  Environmental  insjiection 
activities  into  the  plan. 

d’he  Health  Hazaicls  Investigator  insj>ect,s  all 
dwellings  where  elevated  cases  are  found.  Class 
IV'  dwellings  are  inspected  within  72  hours  with 
reinspection  in  11  days.  Class  III  dwellings  are 
inspected  within  14  tlays  with  a dwelling  rein- 
spection within  30  days. 

One  of  the  greatest  conti  ibntions  the  Arkansas 
Childhood  Blood  I.eatl  .Screening  Program  has 
made  cannot  be  measured  by  statistical  data.  No 
longer  is  lead  jxiisoning  thought  of  as  a text  book 
disease  by  the  medical  profession  or  a far  re- 
moved tlisease  occurring  only  in  the  ghettos  of 
larger  cities  by  the  public.  Instead,  it  is  a disease 
found  in  the  counties  of  .Vrkansas  among  both 
city  and  rmal  populations. 


ANSWER  — Electrocardiogram  of  the  Month 

1.  Sinus  bradycardia  — Rate  55 

2.  1°  AV  block  — PR  .24 

3.  Abnormal  left  axis  deviation  2°  left  anterior  fasicular 
block  — Axis  — 45°,  initial  QRS  vector  directed  in- 
feriorly  and  right  ward;  QRS  duration  less  than  .10, 
counterclockwise  rotation  of  the  QRS  loop  in  the 
frontal  plane. 

4.  Left  atrial  enlargement  or  intra-atrial  conduction  de- 
lay. P wave  greater  than  .12,  duration  in  lead  II 
and  1 mm-  negative  deflection  in  Vj. 

5.  ST-T  changes  with  markedly  prolonged  Q-T  interval 
and  abnormally  broad  and  deeply  inverted  T waves 
most  consistent  with  changes  post  cerebrovascular 
accident. 
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Research  on  Cancer 

Alfred  Kahn,  Jr.,  M.D. 


Ti.e  clitierences  between  cancerous  tissue 
and  normal  tissue  is  readily  determinable  by 
microscopy  btu  the  big  problem  is  not  to  dis- 
tinguish cancer  cells  but  to  try  and  determine 
trliy  and  how  they  exhilrit  autonomous,  invasive 
behaviour.  It  lias  Iteen  realized  for  many  years 
that  the  cancer-host  symptom  is  a dynamic  etpii- 
librium  putting  the  host's  resistance  against  tlte 
cancer's  invasiveness;  both  may  vary  from  time 
to  time  thus  accounting  for  tlie  swings  in  the 
jxitient’s  condition.  Many  factors  play  a role  in 
tipping  the  scale  Itetween  recovery  and  worsening 
of  clinical  cancer.  There  does  not  seem  to  l)e  a 
single  entity  that  is  the  one  basic  factor. 

Xicolson  and  Poste  have  studied  cancer  cells 
from  a point  of  view  of  cell  surface  organization 
(Xexo  England  Jonrnnl  of  Medicine,  Vol.  295,  p. 
197,  Jidy  22,  1976).  Tliey  state  that  alterations 
in  tlie  cell  surface  play  a role  in  the  cell  change 
from  normalcy  to  malignancy.  AVdiy  shotdd  an 
altered  cell  sm  face  membrane  free  it  b om  tire 
restraints  tlie  body  imposes  on  normal  cells  — 
and  permit  tmrestrained  growth  and  spread.  Plie 
authors  demonstrate  witli  text  and  diagrams  the 
usual  cell  membranes  which  are  composed  of 
lipids,  proteins,  oligosaccliarides  and  polysaccha- 
rides. Tliey  clescrilie  the  cell  membrane  as  a 
“2  dimension  solution  of  a mosaic  of  integral 
membrane  proteins  embedded  in  a fluid  li|ricl 
bilayer."  This  permits  asymmetry  allowing  for 
segregation  of  substances  to  the  inside  or  out- 
side. It  also  allows  lateral  diffusion  of  chem- 
icals. They  point  out  too  much  mobility  would 
let  the  cell  lose  its  distinctive  surface.  Micro- 
tubules and  microfilaments  of  the  cytoplasm 
seem  to  be  able  to  control  the  mobility  of  mem- 
brane proteins.  Of  importance  is  the  fact  that  the 
microtnbides  and  microfilaments  have  an  abil- 


ity to  control  movement  and  geographic  location 
of  cell  surface  receptors.  I.igantls  can  bind  to 
stirface  receptors  and  cause  chestering  — anti- 
bodies are  an  example.  Xicolson  and  Poste  state 
that  groups  of  receptors  are  called  caps.  Cap 
formation  can  be  blocked  or  inhibited  Ity  chem- 
icals that  react  with  the  cvtoskeletal  system. 
The  cytoskeletal  system  plays  a role  in  immune 
reactions  and  phagocytosis  through  its  control 
of  chemicals  in  the  cell  membranes.  In  cancer 
cells,  it  is  said  that  the  glycolipids  of  the  cell 
surface  show  a deaease  in  total  amount  and  in 
terminal  saccharide  residues.  1 he  atuhors  have 
an  excellent  diagram  which  demonstrates  some 
of  the  cell  surface  changes  in  cancer  cells  as  al- 
tered transport,  altered  j^ermeability,  impaired 
intercellular  communication,  altered  surface 
enzymes,  clianges  in  surface  electric  charge, 
shedditig  of  surface  components,  modified  ad- 
hesion. altered  cytoskeletal  control,  et  cetera, 
riiey  further  explain  that  the  distinctive  char- 
acter of  cancer  cells  may  de|)end  on  the  surface 
leceptors  and  the  cytoplasmic  strtutmes  which 
control  the  receptors.  Somehow  cancer  cells 
escajx;  from  the  host's  immune  system  despite 
the  fact  that  they  may  be  immunologically  dis- 
tinct. The  surface  of  the  cancer  cells  become 
insensitive  to  complement.  For  example,  the 
tumor  cells  may  "shed  " surface  chemicals  as  anti- 
gens or  ledistribute  the  surface  chemicals  to 
pi  event  antigenic  detection.  'Fnmor  cells  can 
move  whereas  normal  cells  tend  to  be  inhibited 
from  migration  and  this  is  a cell  stirface  related 
cptality.  Xicolson  and  Poste  also  disctiss  the  fact 
that  no  single  keystone  change  in  the  cell  stir- 
face  membrane  seems  to  account  for  all  the  al- 
tered behaviour  of  tumor  cells.  They  speculate 
that  proteases  which  can  alter  normal  cells  and 
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make  them  simulate  tumor  cells  might  iu  tact 
play  a carciuogeuetic  role  by  altering  the  stirface 
membrane  geography  of  the  affected  cell. 

Interesting  clinical  research  on  cancer  cell 
continues.  Graham-Pole,  Ross,  Ogg,  and  Coch- 
ran {Lancet,  p.  ISTb,  Vol.  I for  1976,  June  26, 
1976)  who  have  published  their  results  on 
“Sensitization  of  Neuroblastoma  Patients  and  Re- 
lated and  Unrelated  Contacts  to  Neuroblastoma 
Extracts.”  The  authors  credit  Hellstone  in  1968 
for  discovering  that  lymphocytes  from  neuroblas- 
toma patients  impede  the  growth  of  neuroblas- 
toma cells  in  vitro  — as  did  the  lymphocytes  of 
close  relatives.  The  thrust  of  the  authors’  work 
was  to  determine  if  neuroblastoma  sensitization 
was  a family  characteristic  or  the  residt  of  con- 
tact — by  testing  non-family  contacts.  Graham- 
Pole,  et  al,  studies  eight  neuroblastoma  patients. 


22  relatives,  and  a group  of  49  non-related  con- 
tacts. All  tumor  patients  showed  leukocyto  mi- 
gration  inhibition  (a  measure  of  celhdar  immun- 
ity). Eleven  of  twenty-two  relatives  had  a posi- 
tive test.  Of  non-related  contacts  with  close  con- 
tact to  the  neuroblastoma  patient,  66%  showed 
leukocyte  migration  inhibition  and  42%  of  the 
people  with  less  contact  showed  a positive  test. 
The  study  points  out  that  despite  the  positive 
tests  in  contacts,  contacts  do  not  come  down  with 
the  cancer  as  woidd  be  exjiected  it  exposure  to 
a virus  was  enough  to  produce  the  disease. 

Cancer  remains  an  enigma.  Until  medicine 
develops  a cure,  the  best  that  we  can  hope  to  do 
is  to  remove  cancer  related  stimidi  from  human 
contact  as  tobacco,  asbestos,  radiation,  chemicals, 
and  other  proved  carcinogens. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

In  the  name  of  the  “sunshine  law,”  the  govern- 
ment released  the  names  of  physicians,  group  and 
laboratories  that  did  more  than  $100,000  in 
Medicare  business  last  year.  It  marked  the  first 
breach  in  the  Medicare  program’s  long-standing 
policy  against  disclosing  such  information. 

The  over-$l 00,000  category  included  409  phy- 
sicians, 1,752  medical  groups  and  58  laboratories. 
This  compared  to  2,533  physicians,  dentists,  and 
pharmacies  listed  in  the  latest  Medicaid  report 
of  more  than  $100,000  intake  last  November. 

The  American  Medical  Association  branded 
the  releasing  of  the  names  as  “only  serving  to 
badger  a large  segment  of  the  profession  and 
to  establish  guilt  by  innuendo.”  A.\fA  Executive 
Vice  President  James  Sammons.  M.I).,  said  “there 
is  a basic  dishonesty  in  the  broadcast  release  of 
the  names  of  individuals  receiving  Medicare  pay- 
ments.” Dr.  Sammons  added  that  if  “HEW 
thinks  any  phyisician  on  this  list  is  guilty  of 


fraud  HEW  should  say  so.  We  will  assist  in  any 
case  where  there  is  good  reason  to  suspect  wrong 
doing.” 

Dr.  Sammons  said  the  physicians  are  identified 
by  HEW  as  individual  recipients  of  Medicare 
funds,  whereas  the  payments  are  often  for  seiw- 
ices  provided  by  many  others  as  well.  Many  of 
the  jdiysicians  listed  are  hospital-based  radiolo- 
gists, pathologists,  anesthesiologists,  he  said.  “We 
would  also  point  out  that  these  services  are  paid 
for  at  a rate  set  by  Afedicare  and  based  on  pre- 
vailing charges  two  years  out  of  date.” 

Predictably,  press  reaction  was  uneven.  Some 
press  took  the  troulile  to  check  before  using  the 
story.  Most  press  did  not.  All  too  typical  were 
headlines  like  this  one,  from  the  Fort  Lauderdale 
Sun-Sentinel: 

“HEW  RELEASES  NAMES  OF  DOCTORS 
ON  MEDICARE  GRAVY  TR  \IN.” 

Few  stories  bothered  to  explain  that  the  figures 
cited  are  gross,  not  net:  or  tliat  HEW’s  dollar 
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totals  included  not  only  jxiyment.s  to  the  physi- 
cians Init  payments  made  directly  to  tlie  liene- 
liciary  where  tlie  lieneliciary  is  responsilile  for 
paying  the  physician’s  hill. 

H aving  gone  tlnongli  a similai  experience  in 
November  of  1!)7(),  wlien  the  Social  and  Rehaljili- 
lation  Scr\ice  made  public  a list  of  physicians, 
dentists,  pharmacies  and  laboratories  that  had 
received  5100,000  oi  more  Irom  Medicaid  in  1975, 
the  A.MA  immediately  began  checking  for  ac- 
curacy as  many  as  possible  of  the  names  and 
amounts  listed  as  paid  to  solo  practitioners. 

By  the  Month  In  tVasliington  press  time,  some 
166  physicians  listed  in  solo  practice  were  con- 
tacted in  30  states  and  the  District  of  Columbia. 
Of  this  group: 

**82  were  incorrectly  listed  as  solo  practition- 
ers: 

**5  had  incorrect  amounts  attributed  paid  to 
them; 

**22  reported  both  the  solo  designaticm  and 
the  amount  were  incorrect. 

■Some  65.7  percent  of  the  information  released 
on  the  f09  physicians  listed  as  solo  practitioners 
was  therefore  incorrect. 

Complaints  from  individual  physicians  victim- 
i/.ed  by  these  inaccuracies  poured  in  to  the  jrress. 

roundup  by  the  Associated  Press  pointed  out 
some  of  the  injustices  done  by  the  HEW  relea.se 
in  which  two  out  ol  three  solo  j>ractitioners  were 
inaccurately  listed. 

I he  IVashinglon  Star  took  editorial  note  of 
HEW’s  inaccuracies  under  the  heading:  “A 
•SLOPPY  PIECE  OE  WORK  ” 

1 he  physicians  contacted  by  the  AM.\  and 
state  medical  societies  reported  harrassment  bv 
angry  patients,  crank  telephone  calls,  children 
taunted  at  scluxtl  as  the  children  of  a crook, 
anonymous  threats,  attacks  by  colleagues,  and 
continuing  embari  assment  within  their  com- 
munities. 

.\  number  of  Cougressmeu  have  insertetl  re- 
marks into  the  ('congressional  Record  with  re- 
spect to  HEW'^’s  disgracefid  performance. 

HEW  Secretary  Joseph  A.  Califano  has  pri- 
vately admitted  tlismay  and  has  publicly  stated 

that  a corrected  list  will  be  forthcomiug  shortly. 

* # * ^ 

I he  AMA  has  tokl  the  government  that  fraud 
aud  abuse  are  diflerent  problems  deserving  tlif- 
ferent  treatment. 


In  a letter  to  HEW  Secretarv  Califano,  the 
.\MA  .said: 

“Frankly,  we  find  it  difficult  to  etpiate  “abuse" 
ol  Medicare  and  Medicaid  programs  with  some 
legally  delinable  criminal  action.  Indeed,  it  is 
unfortunate  that  “baud  and  abuse  ” base  been 
linked  so  often  in  public  discussion  and  depart- 
mental releases  that  the  clearly  criminal  as]x;cts 
of  “fraud"  have  migrated  to  “abuse"  as  well.” 

.\MA  Executive  \hce  President  fames  Sam- 
mons, M.l).,  said  “fraud"  is  a reasonably  well- 
defined  legal  concept  — misrejnesentation  with 
the  intent  to  obtain  money  or  other  goods  to 
which  one  is  not  entitled  — and  has  always  been 
clearly  sidiject  to  legal  penalties.  Dr.  Sammons 
said  examples  include  billing  for  services  not 
rendered,  etc.  “ Ehe  medical  profession  has  al- 
ways opposed  such  practices  by  its  members  and 
urges  prosecution  of  those  charged  with  fraud.  " 

However,  he  wrote,  abuse  is  a much  more  am- 
biguous term.  A “fact  sheet”  on  Medicaid  fraud 
and  abuse  issued  by  the  Social  and  Rehabilitation 
Service  states  that  a provider  is  “abusing"  the 
program  if  he  files  claims  and  receives  payment 
for  services  “that  are  not  allowed  by  federal  or 
state  Medicaid  laws  or  regulations.”  If  “abuse" 
of  a program  by  a provider  implies  some  guilt 
on  his  part,  this  definition  is  clearlv  inadetpiate, 
since  it  leaves  out  any  reference  to  the  provider's 
knowledge  of  the  exclusion,  noted  Dr.  .Sammons. 

Ehe  AMA  said  the  decision  as  to  appropriate- 
ness of  care  “is  a professional  decision,  not  a 
legal  one.  and  we  woidd  strongly  urge  that  no 
attempt  be  made  to  bring  it  within  the  court- 
room, along  with  prosecution  of  fraud.”  Legiti- 
macy and  appiopi  lateness  of  treatment  should 
first  be  explored  by  the  review  committees  al- 
ready established  for  this  purpose  at  the  com- 
munity level,  said  Dr.  Sammons.  “When  they 
agree  that  the  treatment  is,  indeed,  ina|)propri- 
ate  and  excessive,  efforts  should  be  matle  by  his 
peers  to  j^ersuade  the  erring  physician  to  follow 
a more  ap[)ropriate  course  of  treatment,  but  the 
])uuiti\e  action  should  be  limited  to  those  already 
authorized  by  law  — non-reimbursement  of  excess 
care  and,  where  the  ])attern  of  over-use  or  over- 
treatment continues,  exclusion  of  the  individual 
from  the  piogram." 

He  concluded.  ‘AVe  believe  that  this  is  both 
approjrriate  and  sidficient  in  the  way  of  pen- 
alty for  actions  which  the  phvsician  himself  may 
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consider  honest  and  non-cnljxalile,  and  we  would 
therefore  urge  that,  while  hand  should  indeed 
be  prosecuted  to  the  extent  of  the  law,  “alnrse,” 
in  this  sense,  should  he  handled  within  the  traine- 
Avork  of  Peer  Revietv  and  program  administration 
controls.  " 

# # # # 

bill  aimed  at  rooting  out  fraud  and  abuse 
in  federal  health  programs  has  started  down  the 
legislative  jxitli  in  Ciongress.  dhe  AiNfA  ap- 
plauded tlie  objective,  hut  said  the  hill  is  so 
broadly  drawn  that  it  allows  investigation  of  “the 
actions  of  almost  every  practicing  physician  in 
the  United  States." 

The  minority  of  jthysicians  tviio  altnse  Medi- 
care and  .Medicaid  should  be  brought  to  justice, 
the  .\,M.\  said,  hut  "justice  is  not  served  if  all 
)>ractitioners  are  stibjected  to  harrassment  and 
restraint  .scr  that  a Icav  malefactors  may  be  appre- 
hended." 

Edgar  I . Heddinglield,  .M.l).,  Cihairman  of  the 
.\.MAs  C iountil  on  Legislation,  testified  before 
an  unusnal  joint  hearing  by  the  health  stibcom- 
mittees  ol  the  House  \Vays  and  .Means  and  House 
(iommerce  (Committees.  Whays  and  Means  is  re- 
sponsible for  Medicare:  (Commerce,  for  .Medicaid. 

I t)  the  extent  that  the  legislaticjn  was  aimed 
at  the  “Medicaid  mill"  it  has  “far  exceeded  the 
mark,"  said  Dr.  Beddingfielcl.  “Since  this  hill 
lias  been  characteri/ed  as  the  ‘Medicaid  mill’ 
Fiaud  and  .Abuse  Bill,  practically  all  group  prac- 
tices conlcl  he  stigmati/cd  because  of  the  broad 
.ipplication  of  its  ])i ovisions.” 

The  broad  ajijjroach  ol  the  bill  is  “aimed  at 
a large  jtioportion  of  all  jiracticing  physicians, 
casting  its  stigma  of  impiopriety  upon  the  tens 
of  thonsands  of  physicians  who  fall  within  its 
purview,"  the  .\M.\  witness  said.  "Virtually  all 
giouj)  ])ractices  in  the  United  States  would  be 
subjected  to  the  .same  recpiirements  as  the  so- 
called  ‘Medicaid  mill'.’’ 

.\11  gioups  of  two  Ol  more  practitioners  would 
lie  subject  to  the  extensive  disciosure  of  records 
jirovisions.  Dr.  Beddingfield  noted,  adding  that 
all  practicing  physicians  who  render  Medicare 
and  .Mcxlicaid  services  would  be  subject  to  re- 
view by  Professional  Standards  Review  Organiza- 
tions (PSRO). 

Uontinning  his  criticism  of  the  legislation.  Dr. 
Beddingfield  said  it  “endangers  the  confidenti- 
ality of  patient  records,  and  certain  provisions 
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cannot  be  justified  as  needed  or  even  as  a tvise 
tool  to  combat  fraud. ’’ 

* # * # 

I'o  counter  charges  that  his  Department  has 
fjeen  lax  in  cracking  clown  on  fraud  and  abuse 
in  health  programs,  HIAP  Secretary  Ualifano  has 
called  in  the  FBI. 

He  said  FBI  agents  will  tvork  “full  blast"  on 
.\feclicare  and  Medicaid  misdoings  until  HEAV^'s 
oAvn  office  of  investigations  is  “up  to  full  speed.” 

Califano  made  the  statements  folloAving  a re- 
port by  the  Senate  Special  Committee  on  .Aging 
contending  that  illegal  kickbacks  are  "rampant” 
in  the  Aledicaid  program.  Summarizing  testi- 
mony given  the  (Committee  last  yeai,  the  report 
said  nursing  homes  are  the  chief  offenders,  but 
“increasing  evidence  jtoints  to  hospitals,  medical 
practitioners,  clinical  laboratories  and  other  snp- 
])liers." 

Not  making  Califano's  life  any  easier  tvas  an 
allegation  by  John  AValsh,  former  director  of 
HFA\”s  Office  of  Investigations,  that  the  new 
HkAV  Secretary  and  his  Lbider-Secretary  Desig- 
nate. Hale  Champion,  tried  to  impede  an  in- 
vestigation of  band  in  a San  Jose,  California, 
Medicaid  project.  AValsh,  tvho  resigned  his  post, 
said  he  was  told  he  had  to  clear  die  investigation 
witli  his  su])eriors.  Califano  and  CIiamj)ion 
angrily  denied  they  were  in  any  way  attempting 
to  inllnence  the  course  of  the  probe. 

“I  did  not  in  any  way  hinder  or  impede  onr 
fraud  investigation  — nor  did  Mr.  Chamjrion  — 
in  California  or  elsewhere,”  Califano  said  on 
NBC's  Meet  the  Press  program.  “Everytliing  that 
I've  done  in  this  area  has  been  designed  to  make 
these  investigations  go  faster  and  better." 

* * * * 

d'he  weight  ol  scientific  evidence  points  to  a 
relationshi])  between  television  violence  and  in- 
crea.sed  aggressive  behavior  in  .some  youthful 
viewers,  the  .AM.A  has  told  Congress. 

I he  .AMA  called  on  the  1 V industry  to  recog- 
nize its  social  responsibilities,  to  reduce  tlie 
amount  of  violence  and  to  respond  with  greater 
.sensitivity  and  diversity  in  its  programming  poli- 
cies. “I'hat  television  violence  repre.sents  a seri- 
ous issue  in  the  mind  of  the  public  is  a considera- 
tion the  broadcasting  industry  can  no  longer 
ignore,”  declared  Roliert  .Stubblefield,  M.D.,  con- 
sultant on  mental  health  matters  to  the  AM.A. 

Testifying  before  the  House  Commerce  Snb- 
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c'oinniittee  on  (iominunicalioiis,  l)i.  Suiblileliekl 
said  "telc\ision  could  tcacli  niaiiv  positi\c  les- 
sons anti  behavior  that  would  provide  alternatives 
lo  the  A iolent  and  anii-social  probleni-soh  in<>  so 
t)llen  conveyed  in  lothn  ’s  pi  ()<>rainmino.'' 

X'iolence  now  is  a prexalenl  theme  on 
said  the  A^fA  spokesman.  He  noted  earlier  testi- 
mony of  Georoe  Gerbmer,  PhD,  that  there  was 
more  violence  dmino  the  fall  season  prooram- 
mino  than  at  ;mv  other  time  in  the  past  decade. 

Said  Dr.  Stubblefield:  “d'hese  results  are 
especially  alarming  since  just  three  vears  ago 
network  executives  assured  another  Gongressional 
subcommittee  that  efforts  were  well  under  way 
to  reduce  the  amount  of  gratuitous  violence.” 

The  AMA  believes  that  the  television  medium 
“has  not  even  begun  to  realize  its  potential”  in 
“prosocial  programming,”  he  said. 

“In  my  opinion,”  Stubblefield  added,  “the 
television  industry  cannot  have  it  both  ways— 
claiming  that  thev  merely  entertain,  facilitate 
abreaction  and  ventilation  of  ]rent-u)3  emotions, 
vet  denying  that  they  shape  and  influence  be- 
havior. Plutly  stated,  shaping  and  influencing 
behavior  that  is  stimulating  the  sale  of  products 
is  jrreciseh  one  of  the  major  uses  of  television.” 

* # « * 

The  new  Gommissioner  of  the  Food  and  Drug 
.\dministration  is  Donald  Kenuedv,  PhD,  a 
neurophysiologist  from  Stanford  University.  Dr. 
Kennedy  is  the  first  non-phvsician  to  head  the 
agency  in  11  years  but  he  doesn't  place  much 
significance  in  that  fact. 

“Fve  been  active  in  the  community  of  neuro- 
])hysiologists  for  some  time,  .\ljout  half  mv  col- 
leagues tvho  are  good  scientists  have  .M.D.s,  the 
other  half  hace  PhDs.  II  I didn't  know  some- 
thing about  their  jiersonal  histories  1 wouldn't 
know,  from  their  ability  to  do  what  they  do, 
which  was  which.  In  other  words,  you  can  be 
a good  scientist  with  either  degree.  F'urthermore, 
1 don't  think  an  Af.D.  (onlers  you  rvith  an  auto- 
matic set  of  prejudices  about  reguhition  either.” 

HEW  .Secretary  Galifano  praised  Dr.  Kenuedv 
in  annotuicing  the  appointment  and  said  “it  is 
imperative  that  the  FD.\  act  only  in  the  public 
interest  and  with  much  greater  dispatch  than  it 
has  in  the  recent  past.” 

Resjtonding  to  a (piery  on  F'D.A’s  legendarv 
speed  Dr.  Kennedy  said,  “I  think  anyone  would 
like  to  see  a larger  amount  of  dispatch  per  unit 


ol  protection.  Obviously,  the  first  thing  one 
tvants  to  look  at  in  any  agency  is  how  it  is  going 
to  |)ursue  its  fixed  responsibilities  with  great 
al.u  rity.  Fhe  classical  regulatory  dilemma  is  that 
on  the  one  hand  there  is  the  wish  lo  minimize 
the  public  cost  ol  too  sjieedy  introduction.  On 
the  other  hand  you'd  like  to  be  able  to  ligure 
the  o|jpoi  tunity-cost  that  you're  jjaying  in  de- 
layed innocation.  It's  no  trick  to  describe  the 
problem.  I he  trick  is  to  measure  it  for  auv 
gicen  ettse.” 

# # # * 

Ghristojrher  C.  Fordham,  M.D.,  Dean  of  the 
F'niversity  ol  North  Garolin.a  Medical  School,  is 
the  choice  cjl  the  Garter  .Administration  as  .Vs- 
sisiant  Secretary  for  Health  at  HFW. 

Fhe  naming  of  the  federal  government's  top 
health  official  had  been  the  subject  ol  much 
sjieculation  and  interest  over  the  jrast  weeks.  Fhe 
selection  of  the  .-Assistant  Secretary  for  Health 
(.ASH)  in  a new  .Administration  is  considered  an 
important  guide  to  the  type  of  health  policies 
HFW  will  purstie. 

Dr.  Fordham,  49,  is  a Iroarcl  certified  internist 
and  a member  of  the  ,AM.A.  He  received  his 
medical  degree  from  Harvard  University  Med- 
ical School.  He  is  well-knocvn  in  North  Garolina 
and  is  regarded  generally  as  a moderate  on  socio- 
economic medical  issues. 

# # # * 

I homas  1).  .Alorris,  a member  of  the  senior 
stall  ol  the  Brookings  Institution,  was  named  to 
the  newly  created  jrost  ol  Inspector  Cieneral  of 
HFW. 

1 he  job  was  established  bv  Congress  last  \ear 
to  oversee  a S95  million  program,  to  find  fraud 
;md  abuse  in  \arious  HFA\'  progiams,  especially 
.Aledicaid.  .Morris  will  have  a staff  ol  l,(HH)  audi- 
tors and  100  investigators. 

Morris,  O-l,  was  .Assistant  .Secretary  ol  Defense 
in  charge  of  the  cost  reduction  jirogram  and  pro- 
curement operations  from  1901  to  1908  and  was 
Assistant  Gomptroller  Cieneral  fiom  1970  to  1975. 
For  the  past  year,  he  has  Ireen  a senior  slafl  mem- 
ber of  the  Brookings  Institution  in  A\’ashington. 

Morris  will  locus  initially  on  the  broad  area 
of  health-care  services,  including  alleged  wide- 
s|)reacl  Iraucl  in  the  Medicare  and  Medicaid  |)ro- 
grams,  and  the  student  loan  jirograms. 

Morris  will  be  responsible  both  to  the  HFW 
Secretary  and  to  Gongress.  4 he  importance  of 


Volume  74  Number  1 — June,  1977 


83 


Medicine  in  the  News 


the  post  was  underlined  by  having  tlie  announce- 
ment of  Morris’  appointment  come  from  the 
\Vhite  House  rather  than  the  Secretary’s  office. 

# * * * 

MEDICAL  HISTORY  PUBLISHED 

"Physicians  and  Medicine  — Crawford  and  Se- 
bastian Counties,  ,\rkansas,  1817-1976,”  a docu- 
mented biographical  medical  history,  is  currently 
in  printing.  Anticipated  release  date  is  December 
1977.  The  Auxiliary  to  the  Sebastian  Countv 
Medical  Society  compiled  the  booklet  and  publi- 
cation is  being  underwritten  by  the  Sebastian 
County  Medical  Society. 

The  book  will  contain  documented  biograph- 
ical data  on  over  1„7()0  physicians  who  had  some 
connection  with  medical  practice  in  Crawford 
and  Seltastian  counties.  It  will  include  military 
men  whose  records  were  available;  medical  leg- 
islation; development  of  medical  practice  and 
organized  medicine;  history  of  the  medical  serv- 
ices and  the  history  of  the  two  county  medical 
societies. 


Orders  for  the  book  should  be  forwarded  to 
Mrs.  Art  B.  Martin,  2121  Wolfe  Lane,  Fort 
Smith,  Arkansas  72901.  Pre-publication  price 
will  be  $15.00,  plus  $1.00  postage  and  handling 
costs.  After  its  release  the  anticipated  price  will 
then  be  $20.00,  plus  cost  of  postage  and  handling. 
Initial  printing  will  be  limited,  with  the  number 
of  copies  depending  primarily  on  the  pre-publica- 
tion sales. 

* * * * 

MUSCULAR  DYSTROPHY  RESEARCH 

A new  research  laboratory  for  the  study  of  the 
effects  of  different  forms  of  muscular  dystrophy 
on  muscle  filter  is  being  established  in  the  North 
Little  Rock  \'eterans  Administration  Hospital. 
Dr.  Cai'los  Araoz,  a specialist  in  pathology  of 
neuromusctilar  disease,  will  be  the  director  of 
the  laboratory.  The  Arkansas  chapter  of  the 
Muscular  Dystrophy  Association  recently  con- 
tribnted  $5,000  toward  the  establishment  of  the 
laboratory. 


THINGS 


TO 

COME 


SEMINAR  FOR  "PHYSICIANS  AND 
THEIR  FAMILIES" 

Lhe  Menninger  Foundation  is  sponsoring  a 
seminar  for  “Physicians  and  Fheir  Families”  Au- 
gtist  14-19,  1977,  in  Estes  Park,  Colorado.  This 
seminar  has  been  specially  designed  to  reactpiaint 
the  physician  with  family  dynamics  and  the 
stages  families  go  through  in  their  growth.  Ac- 
commodations will  be  with  the  YMCA  Camp, 
Estes  Park,  Colorado,  and  reservations  should 
be  made  directly  with  them. 


d'he  tuition  fee  for  the  continuing  edtication 
program  is  $250.00  jter  family.  I’his  continuing 
medical  education  offering  meets  the  criteria  for 
25  credit  hours  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical  As- 
sociation and  has  been  approved  for  25  prescribed 
hours  of  oedit  Ity  the  American  Academy  of 


Family  Physicians.  .Sessions  will  be  held  during 
the  hotirs  of  9:00  a.m.  to  12  noon  and  7: 30- 10;  00 
p.m. 

Deadline  for  registration  and  fee  payment  to 
the  Menninger  Foundation  is  August  1,  1977. 
Contact  June  Housholder,  Division  of  Continu- 
ing Education,  The  Menninger  Eoundation, 
P.  O.  Box  829,  Tojreka,  Kansas  66601,  or  call  913- 
234-9566,  extension  3685.  The  deadline  for  camp 
reservations  is  July  17,  1977,  and  you  should  con- 
tact directly  the  YMC,\  Camp  of  the  Rockies, 
Estes  Park  Center,  Association  C;unp,  Colorado 
80511. 

THE  ARKANSAS  ACADEMY  OF 
FAMILY  PHYSICIANS 
30th  ANNUAL  SCIENTIFIC  ASSEMBLY 
July  19-21,  1977 
Little  Rock  Convention  Center 
FUE.SDAY,  JULY  19,  1977 
12:00  noon  Board  of  Directors’  Luncheon  and 
Meeting  — Camelot  Inn 

6:30  p.m.  Cocktail  Party— Host:  Blue  Cross- 
Blue  Shield  — Camelot  Inn 
WEDNESDAY,  JULY  20,  1977 
8:00  a.m.  “Else,  Abuse,  and  Therapeutic  In- 
dications for  Estrogens”  — Kermit 
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I’mincsto  Come 


9:30  a.m. 
10:00  a.m. 


12:00  noon 

1:00  p.m. 
1:30  p.m. 

3:30  p.m. 
3:  l.a  p.m. 


7:00  p.m. 


Kraiil/,  M.l).,  University  ol  Kansas 
Medical  Center,  K;ms;is  City.  Kan- 
sas 

\'isit  Exhil)its 

"Basic  EKG’S”  — Peter  Ciarl  BltKk. 
M.D.,  Harvard  Medical  School, 
Massaclinsetts  General  Hospital, 
Boston,  Massachusetts 
Business  l.nncheon  — Convention 
Cienter  Exhibit  Area 
\'isit  Exhibits 

"Advancetl  EKCPS”  — Peter  Carl 
Block,  M.D. 

Visit  Exhibits 

“Management  of  Acute  Poisoning 
ami  Overdose"  — Barry  H.  Rnmach, 
M.l).,  Rocky  Mountain  Poison  Cen- 
ter, Denver,  Colorado 
Cocktail  Party  — Courtesy,  Marion 
Laboratories  — Camelot  Inn 


T 

7:00  a.m. 


8:00  a.m. 


9:30  a.m. 
10:00  a.m. 


HURSDAY,  JULY  21,  1977 

Razorback  Breakfast  — Courtesv, 
Pfizer  Laboratories  — Guest  Speak- 
er: Coach  Eddie  Sutton.  Head  Bas- 
ketball Coach  and  Assistant  .Ythletic 
Director,  Lbiiversity  of  Arkansas 
“Hypertension  — Current  Concepts 
of  'Eherapy”  — Barry  }.  Materson, 
M.D.,  Lhiiversity  of  Miami,  Miami, 
Florida 
Visit  Exhibits 

“Newer  I’echnitpies  in  Monitoring 
Critically  111  Patient"  and  “Newer 
Concepts  in  the  .Management  of 
Shock"  — Robert  ].  Baker,  M.D., 
The  Abraham  Lincoln  School  ol 
Medicine,  Chicago,  Illinois 


12:00  noon  Installation  of  Officers’  Luncheon 
— Convention  Center  Exhibit  Area 
— Leslie  B.  Huffman,  M.D.,  Presi- 
dent of  the  American  .-Veademy  of 
Eamily  Physicians,  Presiding  Officer 


LLa  p.m.  Visit  Exhibits 

1:30  p.m.  “Eluid  and  Electrolyte  Manage- 
ment in  Critically  111  Patients”  and 
“Blood  'Lransfnsional  'Fherapy; 
Transfusion  Reaction"  — Robert  [. 
Baker,  M.D. 


3:30  p.m.  “Eamily  Physician  — Ideal  Sex 
Therapist”  — Domeena  C.  Ren- 
shaw,  M.D.,  Loyola  Elniversity 


Stiitdi  School  of  .Medicine,  May- 
wood,  Illinois 
****** 

HIE  IINIVERSTI  Y OE  1 EX  VS 
HEAL  I TI  SCdENCE  CEN  I ER 
AI  HOUSTON 

DIVISION  OF  CONTINUINC.  EDHC.VTION 

and 

THE  UNDTRSITY  OF  TEX.VS  SY.SLEM 
CiANCER  CENTER 
M.  1).  ANDERSON  HOSPIF.\L  AND 
TUMOR  INSTITUTE 
present 
2nd  Annual 

UROLOGY  ONCOLOGY  SEMINAR 
Thursday  and  Fritlay 
July  28  and  29,  1977 
.\uditorinm 

M.  D.  .\nderson  Hospital 
I’exas  Medical  Center 
Houston.  Texas 

This  program  is  designed  to  cover  in  dejrth 
the  diagnosis,  staging  and  treatment  of  the 
various  urological  malignant  diseases.  Emphasis 
will  be  placed  on  treatment  as  it  relates  to  the 
stage  of  disease  and  the  necessity  for  a multi- 
disciplinary approach. 

For  further  information  please  cotitact: 

I HE  UNIVERSl  I Y OF  TEXAS 

HEALTH  SCIENCE  CENTER  AT  HOUSTON 

Division  of  Continning  Education 

P.  O.  Box  20397 

Houston,  Texas  77025 

(713)  792-4971 


HEMPSTEAD  COUNTY 

4 he  Hempstead  Ciounty  .Medical  .Vuxiliary 
hosted  a community  coffee  to  honor  Doctor’s 
Day,  March  30.  Doctors’  rvives  seived  at  the 
coffee.  I hey  were:  .Mrs.  George  H.  4\’i  ight, 
.Mrs.  L.  O.  Harris,  Mrs.  C.  Lynn  Harris,  Mrs. 
Eorney  Holt,  and  Mrs.  [.  W.  Bianch,  Si. 


Volume  74  Number  1 — June,  1977 


85 


PERSONAL  AND  NEWS  ITEMS 


New  Clinic  In  Rogers 

riic  Rogers  Clinic  for  AVonien  and  Cihildren 
moved  into  a new  building  on  W’^est  Poplar  Street. 
l)i  . Harry  Hannon  foundetl  tlie  clinic  three  years 
ago.  He  has  Iteen  joined  by  Dr.  James  P.  Elkins, 
oljstetiics  and  gMiecologv.  and  Dr.  Barry  Allen, 
pediati  its. 

Dr.  Blaylock  Speaks 

Dr.  [erry  Bhnlock,  Jonesltoro  psychiatrist,  re- 
cently spoke  to  the  Ibiited  Ostomy  .\ssociation 
on  tiie  psycliiatric  aspects  of  adjustments  neces- 
sary loi  the  ostomy  patient. 

Dr.  Brown  To  DeQueen 

Di.  ().  1).  Ifrown  is  now  associated  witli  the 
De()ueen  Clinic.  He  was  jMeviously  on  staff  of 
the  Dickinson  Clinic  in  DeQueen.  d he  total 
physician  stall  at  the  DeQueen  Clinic  is  now 
twelve. 

Dr.  Bruce  Appointed 

Di.  riiomas  A.  Ifruce  has  been  named  chair- 
man ol  the  .-Vssociation  of  American  .Medical  Col- 
lege's .Sonthei  ii  Council  of  Deans.  Di . Bi  iice  will 
sei  s e in  this  capacity  for  one  yeai . 

Dr.  Balch  Has  Physician's  Associate 

Ralph  Obermiller,  of  .Stioud,  Oklahoma,  re- 
cently became  physician's  associate  to  Di . J.  I. 
Balch  of  DeOueen. 

•V 

Ml.  Obermiller  received  his  training  at  the 
Ibiiveisity  ol  Oklahoma  .Medical  .School. 

New  Colony  Physician 

I he  ,\rkansas  Children's  Colony  at  .\ikaclel 
|)hi;i  has  a new  colcmy  physician.  Dr.  \'eiiion 
1 oombs  who  has  been  with  the  Colons  since 
1970,  has  retired  from  active  practice.  Dr.  John 
Franchdig,  foinicrly  svith  the  Reynolds  .Metals 
Cermpany  at  Bauxite,  rejilaces  Dr.  I'oombs  as  the 
Colony  jrhysician. 

Dr.  Bailey  Speaks 

Dr.  H.  ""Fed  " Bailey,  Jr.,  of  Little  Rock 
recently  addressed  the  Arkansas  Cha|)ter  of  the 
Osteogenesis  Imperfecta  Foundation.  Dr.  Bailey 
discns.sed  the  diagnosis  and  treatment  of  hearing 
loss  associated  svith  cjsteogenesis  imperfecta. 


Dr.  Ashley  Presents  Program 

Dr.  J.  D.  .\shles  demonstrated  the  latest  meth- 
ods of  cardiopulmonary  resuscitation  for  Xesv- 
port  Rotarians  at  a recent  meeting. 

Dr.  Stroud  Opens  New  Clinic 

.V  nesv  clinic  in  Consvay  svas  opened  in  .^^ay 
by  Dr.  Doug  .Stroud.  Dr.  Stroud  practiced  in 
.Morrilton  jtrior  to  moving  to  Consvay.  Dr.  Joe 
.Vbrams  ol  Little  Rock  svill  join  Dr.  Stroud  in 
Jidy. 

Dr.  Evans  Returns  From  Europe 

Dr.  Cdiflord  Evans,  Mcrrrilton  family  practi- 
tioner, recently  accompanied  a gremp  of  .Ameri- 
can Country  .Music  artists  on  a tour  of  England. 
The  performers  svere  representing  the  Lbiited 
States  in  the  ninth  annual  International  Festis'al 
of  Cemntrs  Music. 

Lake  City  Physician 

Di . Robert  .A.  Robbins  svill  begin  practice  in 
Lake  Ciity  in  Jidy.  He  is  a graduate  erf  the  Ibii- 
versits  of  I'ennes.see. 

New  Physician  For  Mountain  Home 

1 hree  new  jthysicians  are  in  practice  in  Moun- 
tain Home.  Dr.  Richard  Binnett  is  a general 
practitiemer  associated  with  the  Salt/man- 
C.uenthnei  Cdinic.  Dr.  Fietl  l urner  is  a special- 
ist in  gastroenterology  and  Dr.  Francis  Brian,  Jr., 
specializes  in  internal  medicine  and  emergency 
medicine.  Drs.  I'uiner  and  Bi  ian  svill  be  prac- 
ticing in  the  Baxtei  Cfeneral  Hospital. 

Dr.  Taylor  Speaks 

Dr.  Charles  I’asloi,  general  piactitioner  Ironi 
Batess'ille,  spoke  recently  to  students  at  the 
Batessille  Junior  High  School.  Dr.  Taylor  dis- 
cussed cat  cliovascular  diseases. 

Dr.  Wright  Given  Recognition 

Dr.  Harold  B.  AVh  ight,  Waldron  general  practi- 
tioner, recently  received  a placpie  in  appreciation 
from  the  .Arkansas  VTterans  Service  Club  and 
the  AFF.W.  Post  821.')  of  VVhddron. 
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Dr.  Compton  Member  Of  Committee 

Dr.  Xcil  (k)in|)l()n  ol  Hcniom  illc,  a inenibcr 
()l  tlic  National  Park.  .Service's  Soiillnvesl  Re- 
gional .\(lvi.soiy  Clonnnittee,  recently  |)ai  ticipated 
in  a meeting  at  I lot  Spi  ings.  Fhe  Cionnnittec  ad- 
vises the  National  I’aik  ,Ser\ ice  anti  lacilitates  an 
exchange  ol  inloiniation  heiween  the  Depart- 
ment ot  the  Interior’s  National  Paik  Service  and 
the  pnhlic. 

Diplomates  Of  Family  Practice 

The  lollowing  physicians  have  recently  been 
nametl  dijrlomates  of  the  American  Board  of 
Family  Practice:  Drs.  fames  M.  Carter,  Rnsseil- 
ville;  Ivan  L.  Frye,  Little  Rock;  Edwartl  P.  Ham- 


mons, Foi  iest  City;  Ceoige  ()neen,  I lot  Springs: 
John  1).  Wise,  i\l;dvern;  and  Sandra  S.  Yoiing, 
Russellville. 

Dr.  Rodman  Honored 

Fhe  titi/ens  of  the  I.eachville- .Manila  com- 
munities honored  Dr.  Lasker  N.  Rodman  earh 
in  April  with  a smpri.se  party.  Dr.  Rothnan  has 
been  a general  practitioner  in  the  Leach ville  area 
lot  over  thirty  years. 

Dr.  Miller  Diplomate 

Dr.  Ciharles  H.  Miller  ot  Fayetteville  Surgical 
Associates  recently  was  named  a diplomate  ot 
the  y\merican  Board  of  Thoracic  Surgery. 


H.  WADE  WESTBROOK 

Crittenden  Cionnty  Medical  Society  has  ac- 
cepted into  membership  Dr.  H.  Wade  Westbrook 
of  200  South  Rhodes,  WAst  Memphis.  Dr.  West- 
brook was  born  in  Columbus,  Mississippi,  and 
received  his  medical  education  at  the  University 
of  Tennessee  Ciollege  of  Medicine.  He  served 
both  his  internship  and  resident  training  at  the 
City  of  Memphis  Hospitals. 

Dr.  Westbrook  specializes  in  obstetrics-gyne- 
cology and  is  board  eligible. 


ROBERT  A.  GULLETT,  JR. 

Dr.  Robert  R.  Cnllett,  fr.,  1721  Doctors  Drive 
in  Pine  Bluff,  is  a new  member  of  the  Jefferson 
County  Medical  .Society.  He  is  a board-certified 
Orthopaedic  Surgeon.  Dr.  Cnllett  is  a graduate 
of  Louisiana  State  Ibiiversity  School  of  Medicine 


in  New  Orleans  and  he  completed  his  internship 
training  at  the  Confederate  Memorial  Hosjrital 
at  Shreveport.  Dr.  Cnllett's  residency  was  also 
at  the  (Confederate  Memorial  Medical  Center  in 
Shreveport  and  the  Shriners  Hospital  for  Crip 
pled  Children.  He  has  served  in  the  Tniterl 
States  Army  for  two  years.  He  was  with  the  Fort 
(Carson  .-Vrmy  Hospital  in  Colorado  Springs,  (Colo- 
rado, prior  to  coming  to  Pine  Blnft. 

WILLIAM  J.  ALEXANDER,  III 

Fhe  Indejrendence  County  Medical  Society 
has  acceptetl  Dr.  William  J.  .Mexander,  111,  into 
its  membeishi]).  Dr.  Alexander  is  a native  .\r- 
kansan  who  was  graduated  from  the  Uni\ersiiy 
of  ,\rkansas  (College  of  Medicine.  He  spent  his 
internship  at  the  Ibiiversity  of  Alabama. 

Dr.  Alexander  is  a Family  Practitioner  with 
olfites  in  the  .Medical  Arts  Bnilding  at  17th  and 
Harrison  Streets  in  Batesville. 

JUAN  E.  CAIGNET 

Fhe  Pnlaski  (County  Medical  .Society  has  ac- 
cepletl  into  membership  Dr.  Juan  E.  (Caignet. 
Dr.  (Caignet  is  a board-certified  Radiologist  at 
the  Veterans  Administration  Hospital  in  Little 
Rock,  fie  was  born  in  Cnba  and  received  his 
M.D.  degree  in  1913  fiom  the  University  of  Ha- 
vana, (Cnba.  He  serveil  internships  at  the  Ibii- 
versity  of  Havana  flospital  and  the  Los  Angeles 
Hospital  in  Santiago,  (Cid)a. 
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Dr.  Caignet  was  in  residency  training  at  the 
Institute  De  Radiologia  “P.  L.  Farinas,”  Havana, 
Cuba,  1945-1947;  the  University  Hospital  in  Ha- 
\'ana,  Cuba,  for  a year,  and  was  in  {X)st-gratluate 
training  at  the  Peter  Bent  Brigham  Hospital  in 
Boston,  Massachusetts,  for  a year. 

Dr.  Caignet  is  an  Associate  Professor  of  Radi- 
ology at  the  University  of  Arkansas  College  of 
Medicine.  Prior  to  coming  to  Arkansas,  Dr. 
Caignet  was  in  private  practice  in  'Fampa, 
Florida. 

F.  A.  BENNETT,  JR. 

Dr.  F.  A.  Bennett,  jr.,  is  a new  memljer  of  the 
Sebastian  County  Metlical  Society.  He  is  an  In- 
ternist and  Cardiologist  with  Cooper  Clinic  in 
Fort  Smith. 

Dr.  Bennett  is  a native  of  Magnolia,  Arkansa.s, 
and  received  his  medical  degree  from  the  Uni- 
versity of  .Arkansas  College  of  Medicine  in  1971. 
He  continued  on  at  the  FTniversity  of  .Arkansas 
Hospital  for  his  inteinslnp  training. 


KEITH  E.  ASHCRAFT 

Pulaski  County  has  extended  memljership  to 
Dr.  Keith  E.  Ashcraft,  resident  in  Anestliesiology 
at  the  Fbiiversity  of  .Arkansas  Medical  Center. 
He  is  a native  .Arkansan  and  received  his  AI.D. 
degree  from  the  University  of  .Arkansas  College 
of  Aledicine  in  1974. 

JAMES  E.  McDonald,  ii 

Dr.  James  F.  McDonald,  II,  has  Iteen  accepted 
into  the  meml^ership  of  the  Wasliington  County 
Medical  Society.  He  is  an  Ophthalmologist  with 
offices  at  461  East  4'ownship  Road  in  Eayette- 
ville.  He  received  his  B.S.  and  M.D.  degrees  from 
the  University  of  .Arkansas.  Dr.  AIcDonald  in- 
terned at  the  University  of  .Alabama  and  then 
returned  to  the  Ibiiversity  of  .Arkansas  for  a resi- 
dency in  Ophthalmology,  which  he  completed  in 
1974.  He  seired  in  the  FTnited  States  .Air  Eorce 
from  1974  to  1976. 

Dr.  McDonald  is  board  certified  in  Ophthal- 
mology. 


OBITUARY 

WILLIAM  C.  LANGSTON 

\\'illiam  Cleaver  Langston  of  Little  Rock  died 
■April  19th,  at  the  age  of  87.  He  was  born  Janu- 
ary ,H,  189(1,  in  Newberry  County,  South  Carolina, 
the  son  of  a Baptist  ministei. 

Dr.  Langston  received  his  .A.B.  degree  from 
Fininan  Flniversity,  Greenville,  South  Carolina, 
ill  1911  and  receivetl  his  master  of  science  degree 
fiom  Middleburry  College  in  1917  where  he  was 
a Eellow  in  Biology. 

He  was  an  instructor  in  physics  atul  biology 
at  Gordon  Military  Institute,  Bar  ties  vi  lie, 
Georgia,  from  1919  to  1921.  He  taught  anatomy 
the  summer  of  1929  at  the  University  of  Chicago. 

Dr.  Langston  received  his  medical  degree  in 
1929  from  Iowa  State  University  School  of  Medi- 
cine which  he  attended  part-time  from  1926  to 


1929  while  he  .served  as  a demonstrator  in  anat- 
omy. He  was  an  instructor  in  anatomy  at  Iowa 
State  from  1929  to  1930.  He  completed  his  first 
and  .second  years  of  medical  school  at  the  Uni- 
versity of  .Alabama  while  .serving  as  instructor, 
assistant  protessor  and  associate  professor  from 
1920  to  1926. 

Dr.  Langston  was  active  in  the  planning  and 
develojHuent  of  the  University  of  .Arkansas  Aled- 
ical  Center  and  was  the  assistant  dean  from  1946 
to  1947  and  acting  dean  from  1948  to  1950.  He 
retired  from  the  University  of  .Arkansas  College 
of  Medicine  in  1957. 

Dr.  Langston  was  the  author  of  “Differential 
Organology,”  “Laboratory  Manual  and  Work- 
book in  Medical  Embyology,”  plus  numerous  re- 
search publications  in  the  fields  of  nutrition, 
endocrinology  and  hematology.  He  was  also  the 
co-discoverer  of  vitamin  M. 

Dr.  Langston  w^as  listed  in  “American  Men  of 
Science,”  “Who's  Who  .Among  Physicians  and 
Surgeons,”  “Who’s  Who  in  Arkansas,”  and 
“Who’s  Who  in  American  Education.” 

Dr.  Langston’s  son.  Dr.  Robert  H.  Langston, 
practices  in  Harrison. 
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WHEREAS,  the  niemlteis  of  the  Pulaski  Cioiiii- 
ty  Medical  Society  are  deejjly  saddened  by  the 
recent  death  of  \V.  Cl.  Langston,  M.l).,  and 

A\dlEREAS,  lor  many  years.  Dr.  Langston  held 
important  positions  in  the  field  of  medical  edu- 
cation and  his  influence  on  countless  Arkansas 
physicians  will  contintie  to  be  felt  thronghotit 
their  careers,  and 

^\T^EREAS,  Dr.  Langston’s  contribntions  to 
the  medical  profession,  to  the  Ibiiversity  ol  ;\r- 


kansas  College  of  Medicine  and  to  the  ccmi- 
imniity  are  immeasurable; 

BE  LL  THEREFORE  RESOLVED:  THA  I’, 
this  re.solntion  be  adojttetl  and  made  a part  of 
the  permanent  records  of  this  Society,  and 

EHAT,  a copy  of  this  rescrliition  be  sent  to 
Dr.  Langston's  family  as  a token  of  onr  sincere 
appreciation  of  his  life:  and 

THAT,  a copy  be  sent  to  the  Jotniial  of  the 
Arkansas  ^^eclical  Society  for  publication. 

By  Direcrtion  of  the  Memorials  Committee. 

(Signed)  T.  Dtiel  Brown,  M.D.,  Chairman 
Robert  Watson,  Af.D. 

Henry  Hollenberg,  M.D. 

.\dopted:  Executive  Committee 
April  20,  1977 
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WHATEVER 

YOUR 

POLITICS 


VOTE 

ARK-PAC 


A new  political  party? 

Hardly.  The  Arkansas  Medical  Political  Action  Committee  is  a 
voluntary  non-profit,  unincorporated  group  whose  membership  is 
open  to  all  physicians,  their  spouses,  and  other  interested  people. 

Ark-Pac  encourages  its  members  to  work  actively  for  good  govern- 
ment through  the  established  political  party  of  their  choice,  but 
Ark-Pac’s  material  resources  may  be  concentrated  for  the  bene- 
fit of  worthy  candidates  from  either  party,  thus  reinforcing  our 
efforts  toward  the  basic  objective  — electing  the  best  possible 
public  representation. 

Ark-Pac  is  your  opportunity  to  join  a winning  team. 

The  time  is  now!  Send  your  dues  payment.  Ark-Pac  achieves 
bigness  by  transforming  small  individual  contributions,  which 
might  otherwise  go  unnoticed,  into  a concerted  political  force. 
Voluntary  political  contributions  for  Ark-Pac  and  Am-Pac  (the 
American  Medical  Political  Action  Committee)  may  be  sent  to 
Ark-Pac,  Post  Office  Box  1208,  Fort  Smith,  Arkansas  72902.  $35 
is  suggested  for  family  membership  (physician  and  spouse)  and 
$25  for  an  individual.  Sustaining  membership  is  $99. 

If  your  practice  is  incorporated,  Ark-Pac  and  Am-Pac  voluntary  political  contributions  should  be  written 
on  a PERSONAL  CHECK.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor 
the  Arkansas  Medical  Society  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to 
make  PAC  contributions.  Copies  of  Ark-Pac  and  Am-Pac  reports  are  filed  with  the  Federal  Election 
Commission  and  are  available  for  purchase  from  the  Federal  Election  Commission,  Washington,  D.  C.  Con- 
tributions are  subject  to  the  limitations  of  FEC  Regulations,  Sections  110.1,  110.2  and  110.5.  (Federal 
regulations  require  this  notice.) 
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A character 

all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  som.atic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains;  you  get  a certain 
kind  of  patient  response  vdth  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

Valiumrt 

(diazepam)^ 

2-mg,  5-mg,10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors, psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation,  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  ad|unctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibiiir/  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects;  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances. stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 


X Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
, / Nutley,  New  Jersey  071 10 


LITTLE  ROCK  DIAGNOSTIC  CLINIC 

PROFESSIONAL  ASSOCIATION 

AND 

CLINICAL 

LABORATORY 

Area  Code 

501  227-8000 

10001  LILE  DRIVE 

400  PERSHING  BOULEVARD 

LITTLE  ROCK,  ARKANSAS  72205 

NORTH  LITTLE  ROCK.  ARK.  72114 

JAMES  H.  ABRAHAM.  M.D., 

WILLIAM  J.  MORTON,  M.D., 

Gastroenterology 

JACOB  AMIR,  M.D., 

Gastroenterology 

Hematology,  Oncology 

JAMES  R.  RASCH,  M.D., 

WILLIAM  B.  BISHOP,  M.D., 

Chest  and  Infectious  Diseases 

Cardiology 

S.  WILLIAM  ROSS,  M.D., 

Hematology,  Oncology 

LAWSON  E.  CLOVER,  M.D.. 
Endocrinology 

ERNEST  H.  HARPER,  M.D.. 

Renal,  Metabolic 

JOHN  C.  SCHULTZ,  M.D., 

Chest  and  Infectious  Diseases 

MICHAEL  N.  HARRIS.  M.D., 
Rheumatology 

J.  C.  KIZZIAR,  M.D., 

ARTHUR  E.  SQUIRE.  M.D., 

Pulmonary  Diseases 

Cardiology 

ROGER  J.  ST.  ONCE, 

EUGENE  H.  TAYLOR,  M.D., 

Administrator 

Hematology,  Oncology 

COOPER 

CLINIC,  P.A. 

COOPER  CLINIC  BUILDING 

WALDRON  ROAD  at  ELLSWORTH 

RDRT  SMITH.  ARKANSAS 

INTERNAL  MEDICINE 

OBSTETRICS  and  GYNECOLOGY 

Kenneth  Thompson,  M.D. 

R.  Paul  Kradel,  M.D. 

GASTROENTEROLOGY 

Charles  H.  Paris,  Jr.,  M.D. 

James  F.  Holman,  M.D. 

HEMATOLOGY  AND  ONCOLOGY 

John  D.  Wells,  M.D. 

L.  Ford  Barnes,  M.D. 

DERMATOLOGY 

A.  C.  Bradford,  M.D. 

CARDIOLOGY 

Roy  E.  Vanderpool,  M.D. 

Taylor  A.  Prewitt,  M.D. 

William  A.  Holman,  M.D. 

F.  Anthony  Bennett,  M.D. 

PULMONARY  DISEASES 

Davis  W.  Goldstein,  M.D.  (Emeritus) 

Jerry  R.  Stewart,  M.D. 

RADIOLOGY 

W.  R.  Brooksher,  M.D.  (1894-1971) 

ENDOCRINOLOGY 

P.  L.  Rogers,  M.D. 

David  B.  Kocher,  M.D. 

Thomas  G.  Parker,  M.D. 

SURGERY 

W.  T.  Huskison,  M.D. 

S.  W.  Hawkins,  M.D. 

William  C.  Culp,  M.D. 

W.  C.  Holmes,  Jr.,  M.D. 

Consultants 

Robert  D.  Arnold,  Administration 

THE 

JOURNAL  OF  THE 


MEDICAL  SOCIETY 

Owned  by 

THE  ARKANSAS  MEDICAL  SOCIETY 
And  Published  Under  Direction  of  the  Council 

ALFRED  KAHN,  JR.,  M.D.,  Editor 
1300  West  Sixth  St.  Little  Rock,  Ark.  72201 

C.  C.  LONG,  M.D.,  Business  Manager 
Post  Office  Box  1208  Fort  Smith,  Ark.  72902 

LITTLE  ROCK  BUSINESS  OFFICE 
1 14  E.  Second  St.  Little  Rock,  Arkansas 


SCIENTIFIC  ARTICLES 

I'he  Evaluation  and  Management 
of  Patients  with  Urinary  Tract 
Calculous  Disease.  Part  II: 

Surgical  and  Medical 

Management  91 

A^abil  K.  Bissnda,  M.D., 
Alex  E.  Finkbemer,  M.D., 
and  John  F.  Redman,  M.D. 

Atlanto-Axial  Instability  in 
Rheumatoid  Arthritis:  A 

Neglected  Entity  95 

Chet  J.  Janecki,  M.D., 
and  Deborah  H.  Hill,  R.X. 


OFFICERS  OF  THE  .ARKANSAS  MEDICAL  SOCIETY 

W.  PAYTON  KOLB,  President . Little  Rock 

GEORGE  E.  WYNNE,  President-elect Wynne 

KEN  LILLY',  First  Vice  President Fort  Smith 

JERRY’  MANN,  Second  Vice  President Arkadelphia 

,A.  HENRY’  THOMAS,  Third  Vice  President Little  Rock 

ELVIN  SHLIEEIELD,  Secretary Little  Rock 

KENNETH  R.  DUZAN,  Treasurer El  Dorado 

AMAIL  CHUDY,  Speaker, 

House  of  Delegates North  Little  Rock 

■AS.A  CROYV',  Vice  Speaker, 

House  of  Delegates „ i Paragould 

ALERED  K.AHN,  JR.,  Journal  Editor Little  Rock 

PURCELL  SMITH,  Delegate  to  AMA Little  Rock 

JOE  VERSER,  Delegate  to  AMA  Harrisburg 

T.  E.  TOWNSEND,  Alternate  Delegate  to  AMA Pine  Bluff 

A.  E.  ANDREWS,  Alternate  Delegate  to  .AMA Texarkana 

C.  C.  LONG,  Executive  Vice  President, 

P.  O.  Box  1208  - Fort  SYnith 


COUNCILORS 


First  District  ‘lOHN  B,  KIRKLEY lonesboro 

MERRILL  J.  OSBORNE Blytheville 

Second  District  *P ALIL  GRAY Batesville 

JOHN  E.  BELL Searcy 

Third  District  *L.  J.  P.  BELL  Helena 

DAVID  L.  LOCKHART Forrest  City 

Fourth  District  ‘RAYMOND  IRWIN Pine  Bluff 

JOHN  P.  BURGE Lake  Village 

Fifth  District  *1.  B.  JAMESON,  JR Camden 

JOHN  H.  MOORE El  Dorado 

Sixth  District  *C.  LY’NN  H ARRIS_ - Hope 

A.  E.  ANDREW'S Texarkana 

Seventh  District  ‘ROBERT  E.  MrCRARY'  Hot  Springs 

CURTIS  CLARK Sheridan 

Eighth  District  ‘WILLIAM  S.  ORR,  JR. Little  Rock 

YV.  RAY  JOUETT Little  Rock 

Ninth  District  ‘MORRISS  M.  HENRY'  Favetteville 

RHYS  W'H. LIAMS  Harrison 

Tenth  District  ‘KEMAL  KUTAIT  Fort  Smith 

CHARLES  E.  WILKINS,  JR.  Russellville 

‘Senior  Councilor 


The  Advertising  policy'of  this  JOURNAL  is  governed  by  the 
PRINCIPLES  OF  ADVERTISING  of  the  State  Medical  Journal 
Advertising  Bureau,  Inc.,  by  the  Advertising  Committee  of  the 
Bureau  and  by  the  Council  of  the  Arkansas  Medical  Society. 
Bar”’-'' 

EXCLUSIVE  PUBLICATION— Articles  are  accepted  for  pub- 
lication on  the  condition  that  they  are  contributed  solely  to  this 
Journal. 

COPYRIGHT  1977— By  the  Journal  of  the  Arkansas  Medical 
Society. 

NEWS— Our  readers  are  requested  to  send  in  items  of_  news, 
also  marked  copies  of  newspapers  containing  matter  of  interest 
to  the  membership. 


FEATURES 

Office  Orthopaedics:  “Wrist 

.Sprains”  98 

C.  Frank  Dodson,  Jr.,  M.D. 

Electrocardiogram  of  the  Month  . lOf 
Mary  K.  Richards,  M.D. 

Sports  Medicine:  “Characteristics 
Of  the  Sports  Medicine 
Practitioner”  105 


James  A.  Arnold,  M.D., 
T om  P.  Coker,  M.D.,  and 
Carl  L.  Nelson,  M.D. 

Arkansas  Public  Health  At  a Glance: 
“Realisms  Of  Infant  Feeding”....  107 

Carolyn  Fowler 

Editorial:  “Joints— Medical  Variety”  109 
Alfred  Kahn,  Jr.,  M.D. 


Medicine  in  the  News Ill 

Personal  and  New's  Items  115 

New  Members  _ _ _ 116 

Things  to  Come  . 118 


Notice  on  Form  5579  to  be  sent  to  Arkansas  Medical  Society,  P.  O.  Box  120S.  Fort  Smith,  .irkansas  72901. 
Published  monthly  under  direction  of  the  Council,  Arkansas  Medical  Society,  Volume  74,  No.  2.  Subscription 
$2.00  a year.  Single  copies  50  cents.  Entered  as  second  class  matter.  May  1,  1955,  in  the  post  office  at  Little 
Rock,  .Irkansas,  under  the  .let  of  Congress  of  March,  1879.  Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1105,  Act  of  October  5,  1917,  authorized  August  I,  1918.  Second-class  postage  paid  at 
Little  Rock,  Arkansas. 


THE  JOURNAL  OF  THE 


HSflS  MEDICAL  SOCIETY 


PUBLISHED  MONTHLY  UNDER  DIRECTION  OF  COUNCIL 

IIIMIIIIIMIMIIIIIIIMMMIIIMMIIMIMinHIMIIIIIIIIIIMIHIIIIIIIIIIIIIIIIIIIMItinilllllllllllllimiMIIIIIMIIinMIlllinMIlllltnill*  VOLUME  74  • JULY,  1977  • NUMBER  2 

The  Evaluation  and  Management  of  Patients  with 
Urinary  Tract  Calculous  Disease 
Part  II:  Surgical  and  Medical  Management 

Nabil  K.  Bissada,  M.D.,*  Alex  E.  Finkbeiner,  M.D.*  and  John  F.  Redman,  M.D.* 


Information  derived  from  systematic  evalti- 
ation  of  patients  with  urolithiasis,  as  outlined  in 
Part  I of  this  discussion,  is  essential  for  a rational 
planning  of  treatment.  Factors  stich  as  the  site, 
size  and  conijxisition  of  the  stone;  the  degree  of 
ohstruction  catised  by  the  stone;  the  condition  of 
the  urinary  tract;  the  presence  or  absence  of  in- 
fection and  the  offending  organisms,  the  physical 
and  social  condition  of  the  patient  as  well  as  the 
severity  and  duration  of  symptoms  are  all  im- 
jxrrtant.  This  information  will  influence  the 
choice  anti  extent  of  surgical  treatment,  llie 
metabolic  activity  of  the  stone  disease  will  influ- 
ence the  choice  and  extent  of  medical  manage- 
ment. 

MANAGEMENT  OF  THE  PATIENT 
WITH  URETERAL  COLIC 

Careful  history  and  physical  examination,  uri- 
nalysis anti  a plain  ahtlominal  ratliogram  tisually 
establish  a ])resumptive  diagnosis  of  a ureteral 
stone.  The  excretory  urogram  is  invaluable. 
However,  because  these  patients  usually  have 
.severe  jrain,  the  urogram  shotiltl  be  tailttretl. 
Once  evitlence  of  ureteral  obstruction  is  demon- 
strated on  early  films  (usually  within  10-15  min- 
utes after  injection)  , pain  medications  shoultl  be 
startetl.  Otir  preference  is  to  use  morphine  sid- 
jihate  8 mg  intravenously  once  the  diagnosis  td 
ureteral  stone  colic  is  established.  The  tlt)se  may 
be  repeated  in  10  minutes  if  relief  of  pain  has 
not  been  ol)tained.  Pain  can  be  controlled  there- 
after by  subctitaneous  morphine.  Later  less  po- 
tent drugs  can  l)e  tised  and  even  oral  medications 
may  Ite  effective  as  the  pain  becomes  less  severe. 

•Department  of  Urology,  University  of  Arkansas  College  of  Med- 
icine, Little  Rock,  Arkansas. 
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SURGICAL  MANAGEMENT  OF  UROLITHIASIS 

As  stated  previously,  management  shoidd  be 
individualized.  In  general,  surgical  removal  of 
calcidi  is  indicated  if  the  stone  is  obstructive  or 
is  causing  severe  symptoms,  progiessive  renal 
damage  or  persistent  infection.  Large  stones  that 
are  not  likely  to  pass  spontaneously  are  better 
removed  surgically.  In  the  presence  of  non-func- 
tioning, infected  kidney,  nephrectomy  may  I)e 
iiulicated  to  avoid  eventual  spread  of  infection 
to  the  contralateral  kidney. 

Removal  of  renal  stones  can  he  done  tlirough 
an  incision  in  the  renal  pelvis  (pyelotomy)  or 
through  tlie  renal  parenchyma  (nephrotomy)  de- 
pending on  the  size,  shape  and  location  of  the 
stone  as  well  as  the  renal  anatomy.  Stones  in  tlie 
upper  two-thirds  of  the  ureter  are  removed 
through  a ureterotomy  incision.  Stones  in  the 
lower  third  ureter  may  be  removed  either  l)y 
endoscopic  manipidations  or  through  a ureter- 
otomy depending  on  the  condition  of  the  urinary 
tract  and  the  size  of  the  stone.  Likewise,  stones 
in  tlie  urinary  bladder  (Fig.  (i)  may  be  removetl 


Figure  6. 

Plain  radiogram  showing  a bladder  calculous  that  has  formed 
around  a foreign  body. 
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1)\  ;iii  open  cystotomy  oi  by  iiisti umeiital  manipu- 
lation ( litholapaxy ) clepenclino  on  the  characters 
of  tlie  stone  and  the  condition  of  the  lower  m i- 
narv  tract. 

.V  difficult  urological  problem  is  tlie  manage- 
ment ol  tlic  stagliorn  ctdculi.  I hese  calculi  are 
often  frialrle  anchor  multiple  (Fig.  7).  Complete 
surgical  remoc  al  is  a real  challenge.  Furthermore, 
persistence  ol  infection  with  recurrent  stone  for- 
mation is  frecpient.  Further  therapeutic  con- 
sidertnions  will  be  discussed  under  medical  man- 
agement. 

SURGICAL  EMERGENCIES  DUE  TO  UROLITHIASIS 

Fwo  grave  conditions  may  result  from  obstruc- 
tion of  the  upper  urinary  tract  by  stones: 

1.  Calcidous  anuria  may  result  from  either  bi- 
lateral renal  or  ureteral  obstruction  by  a stone  or 
obsti  uction  of  one  kidney  when  the  other  kidney 
is  absent  or  disea, sed.  Fhere  is  usually  a history  of 
ptiin  or  colic  followed  by  anuria  although  some- 
times ;t  history  of  pain  may  be  absent. 

2.  Cram  negative  .sepsis  may  occur  secondary 
to  infecticjn  ol  the  obstructed  kidney.  Occa- 
sionally instrumentation  predisposes  to  infection. 


In  either  of  these  two  life-threatening  condi- 
tions, ureteral  catheri/ation  should  be  attempted 


Figure  7. 

Plain  radiogram  demonstrating  friable  branched  (staghorn)  cal- 
culous with  several  .separate  pieces. 
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to  bypass  and  drain  the  oltsti  ucted  kidney.  If  suc- 
cessful, the  immediate  emergency  is  relieved.  This 
allows  time  to  evaluate  the  patient  and  plan  any 
further  management.  Other  measures  to  combat 
sepsis  are  axiomatic. 

Another  unusual  surgical  emergency  that  may 
result  from  calcidi  is  bladder  outlet  or  urethral 
obstruction  by  a stone  (Fig.  8).  Management  is 
either  instrumental  removal  of  the  stone  or  open 
surgical  intervention  to  remove  the  stone  and 
drain  the  bladder. 

MEDICAL  MANAGEMENT  OF  UROLITHIASIS 

The  gotd  of  treatment  is  to  prevent  recurrence: 
and  in  some  instances  to  dissolve  an  existing 
calculus.  The  general  principles  of  medical  man- 
agement of  urolithiasis  are  the  maintenance  of 
huge  urine  volume,  irradication  of  infection,  cor- 
rection of  obstructing  lesions  and  correction  of 
underlying  metabolic  abnormalities.  Treatment 
shoidd  Ite  tailored  to  the  individual  patient.  The 
metabolic  activity,  the  etiology  and  the  composi- 
tion of  the  calculus  serve  as  guidelines  for  med- 
ical treatment. 

A.  Idiopathic  calcium  oxalate  calculi:  Patients 
with  idiopathic  calcium  oxalate  calculi  constitute 
the  largest  group  retjinring  jrreventive  therapy. 
The  patient  who  forms  a small  calcidus  every 
one  to  two  years  and  passes  these  with  little  dif- 
ficulty may  be  best  managed  by  maintaining  a 
high  tn  ine  output.  In  addition  he  shoidd  avoid  a 
large  intake  of  dairy  products  to  reduce  calciuria 
and  to  avoid  oxtdate  rich  ilietary  items  stich  as 
flint  juices,  tea,  ihubarb,  spinach,  asparagus, 
chocolate  and  vitamin  C. 

For  patients  with  multiple  ctikium  oxalate  cal- 
culi, the  addition  of  one  ol  .severtd  regimens  is 
advocated: 


Figure  8. 

Plain  radiogram  of  penis  of  an  elderly  male  who  presented  with 
acute  urinary  retension  and  a palpable  induration  in  the  urethra 
showing  a relatively  large  urethral  calculous. 
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1.  Phosphate  ihciapy:  I his  was  aclvocalccl  as 
a means  ol  iiit i easin'^  llie  iniiiaiy  excielion  ol 
inhihitoi's  ol  ervslal  loiinaiion.  Foi  the  a\'ei'age 
male  patient  1.5  gm  daily  ol  nential  oithophos- 
phate  phosphoi  Its*  in  thieve  di\  ided  doses  are 
nstially  adetpiate.  Women  retpiire  .somewhat 
smaller  iloses.  Patients  ;tre  re-evahiated  in  three 
to  six  months.  II  tidetpiate  control  is  not  ticeom- 
plished  by  that  time,  the  amount  ol  phosphorus 
m;iy  he  increased  by  increments  ol  250-500  mg 
per  clay.  .Sometimes  it  is  necesstiry  to  use  dibasic 
alktiline  phosphates  as  the  source  ol  phosphorus. 

rite  alkaline  salts  piesumably  augment  urinary 
citrates  and  are  mote  ellective  than  the  neutral 
mixture  ol  phosphates. 

The  principal  side  ellect  is  diarrhea,  which 
usually  subsides  in  the  lirst  tew  weeks.  Otherwise 
concomitant  temporary  use  ol  an  antiditirrheal 
medication  has  been  ellective.  Patients  with  pej> 
tic  ulcer  disease  or  those  with  chronic  intestinal 
disorders  ordinarily  cannot  toleiate  the  dosage 
ol  orthophosphates  recpiired  to  control  calculons 
lormation. 

2.  Hydrochlorothiazide  therapy;  Hypercalci- 
uria  is  present  in  a signilicant  number  ol  patients 
with  idiopathic  calcium  oxalate  calculi.  Hydro- 
chlorothiazide clecrea.ses  urinary  calcium  and  to 
a moderate  degree  increa.ses  urinary  magnesium, 
changes  that  lavor  lessened  formation  and  de- 
position ol  calcium-containing  crystals.  This 
treatment  may  also  cause  reduction  ol  urinary 
oxalate  excretion.  The  usual  close  is  100  mg 
daily  in  two  dir  ided  closes  but  an  occasional  pa- 
tient may  recpiire  150  mg  daily. 

Hypokalemia  occurs  commonly  with  tieatment 
and  some  degree  ol  asthenia  is  a Irecpient  com- 
plaint. Other  side  ellects  ol  thiazide  theiapy  arc 
hyperuricemia  and  reduced  caibohydiate  toler- 
ance. An  increase  in  serum  calcium  concentration 
is  transient  in  most  patients.  However,  a .signili- 
cant increase  may  occur  in  patients  with  hyper- 
])ai athyroidism  or  other  overactive  bone  rcsorp- 
tive  jn'oeesses.  1 his  drug  is  therelore  contraindi- 
cated in  patients  with  hyperparathyroidism. 

3.  Allopurinol:  Man\  patients  with  calcium 
oxalate  lithiasis  have  abnormalities  in  inic  acid 
metalrolism.  Allopurinol  is  an  xanthine  oxidase 
inhibitor  and  is  uselid  in  reducing  serum  and 
urine  uric  acid  concentration.  It  may  be  eltec- 
tive  in  reducing  calcidotis  lormation  in  hypei- 
uricemic  patients  lorming  calcium  oxalate,  uric 
acid  or  mixed  oxalate  and  uric  acid  stones.  The 

*Neutra-plios.  Willeii  Drug  Company,  Raltimorc,  Maryland. 


recommended  dose  is  200  mg  daily.  It  may  be 
tised  together  with  one  ol  the  othei  regimens 
such  as  with  phosphates. 

I.  Other  loiins  ol  theiapy:  Magnesium  oxide- 
pyridoxine  therapy  is  lelt  to  be  generally  less 
ellective  than  the  |)hosphate  or  the  chlorthiazide 
regimens.  Ex[x'rience  with  other  lormsof  therajry 
has  either  been  limited  or  unsatislac tory. 

II.  Iholithiasis  associated  with  intestinal  dis- 
eases: d'here  is  a delinite  increased  incidence  ol 
calculi  associated  with  chronic  intestinal  dis- 
orders or  extensive  small  bowel  resection,  d’wo 
distinct  loiins  ol  stone  disease  occur.  Calcium 
o.xalate  stcjnes  account  for  00-80%  ol  the  calculi 
found  in  those  patients,  rids  results  Irom  ac- 
t|uired  hyjxroxahn  ia  and  associated  disturbatices 
ol  bile  acid  metabolism.  Forced  lluids,  avoiding 
oxalate-rich  drinks  (Iruit  juices  and  tea)  and 
loods,  and  the  use  ol  cholestyramine  are  usually 
ellective. 

Uric  acid  lithiasis  is  less  common  and  is  as- 
.sociated  with  the  highly  concentrated  acidic  in  ine 
that  results  Irom  the  large  losses  ol  bicaibonate 
and  gastrointestinal  lluids.  Allopurinol  com- 
bined with  high  Iluid  intake  and  alkaliinzation 
is  the  treatment  ol  choice. 

C.  Fhic  .\cid  Lithiasis:  Adeipiate  treatment 
is  more  easilv  accomplisheil  in  patients  with  uric 
acid  lithiasis  than  is  in  other  lorms  ol  urolithiasis. 
Dissolution  ol  in  ic  acid  stones  can  be  accom- 
plished in  a lew  weeks  by  maintaining  high  urine 
output;  urinary  alkalinization  to  maintain  uri- 
nary |iH  at  7.0  Ol  above:  resiriition  ol  piotein 
intake;  and  the  use  ol  allopurinol.  Alter  the 
calculus  has  been  dissolved,  prevention  ol  reem- 
rence  can  be  accomplished  by  high  Iluid  intake 
anil  moderate  alkalinization. 

1)  Cystine  Idthiasis:  Patients  with  cystiiiuria. 
who  form  cystine  stones,  ineseut  a similar  but 
more  dillicult  therapeutic  problem  than  those 
with  uric  acitl  stones.  Dissolution  ol  small,  non- 
obstructing  cystine  stones  and  jnerention  ol  re- 
cin fence  can  be  act omplished  by  maintaining  a 
high  mine  volume  anti  urine  alkalinization  to 
maintain  urine  pH  above  7.5.  D-penicillamine 
may  be  atltled  il  other  modalities  lail.  D-jieni- 
cillamine  is  expensive  and  has  lre(|ueut  side  el- 
lecls  and  su|)plemental  vitamin  11, j is  essential. 
Other  better  tolerated  compounds  that  reduce 
cystinuria  aie  being  evalnatetl  anti  may  be  avail- 
able soon. 

E.  Inlected  Urinary  Uithiasis:  Fliis  is  one  ol 
the  most  dillictih  ol  stone  iliseases  to  treat  and 
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is  the  most  common  cause  of  staghorn  calculi. 
It  is  due  to  infection  with  urea-splitting  organ- 
isms (mostly  Proteus).  These  bacteria  liberate 
urease,  an  enzyme  which  hytlrolyzes  urea  into 
ammonia  and  carbon  dioxide.  The  hyperam- 
moniuria  and  alkalinity  that  results  cause  urine 
to  become  sujrersatnrated  wdth  struvite  (mag- 
nesium ammonium  phosphate)  and  ajxitite  (cal- 
cium phosphate),  with  subsequent  crystallization 
of  these  salts.  Sometimes  metabolic  stone  disease 
is  complicated  by  infection  wdth  urea-splitting 
organisms,  rapid  formation  of  struvite  and  apa- 
tite occur  around  the  primary  type  of  stone.  In 
many  instances,  anatomic  or  neurogenic  abnor- 
malities of  the  urinary  tract  predispose  to  infec- 
tion. 

I'he  approach  to  therapy  includes  conection 
of  underlying  anatomic  or  neurogenic  abnor- 
malities, or  metabolic  disorder;  removal  of  cal- 
culi and  foreign  bodies;  and  intensive  treatment 
of  infection.  One  difficulty  in  irradicating  in- 
fection is  that  viable  colonies  of  Ijacteria  are 
often  present  within  the  stone  and  are  thus  tin- 
accessible  to  antimicrobials.  Large  calculi  should 
be  removed  surgically.  Intensive  antiliiotic  ther- 
apy should  be  started  prior  to  surgery  and  con- 
tinued after  surgery.  Tills  should  be  immediately 
follow'ed  by  long  term  suppressive  antimicrobial 
therapy  and  urinary  acidification.  This  may  lie 
accomplished  by  the  combined  use  of  mande- 
laniine  and  ammonium  chloride,  maintaining 
urinary  pH  at  5.5  or  less.  Recurrent  infection 
should  be  treated  promptly  with  therapeutic 
levels  of  antimicrobial  agents. 

Small,  recently  formed  calculi,  or  residual  cal- 
culi after  surgical  removal,  may  be  successfully 
treated  medically.  Again  control  of  infection  and 
urinary  acidification  are  important.  The  phos- 
phate-deprivation regimen  advocated  by  Shorr, 
and  methylene  blue  were  reported  to  be  effective 
in  reducing  or  preventing  growth  and  recunence 
of  struvite  calculi.  Specific  urease  inhibitors  such 
as  acetohydroxamic  acid  are  lieing  evaluated  and 
may  prove  quite  valualjle  in  the  prevention  and 
dissolution  of  these  stones. 

SUMMARY 

brief  discussion  of  the  various  therapeutic 
modalities  available  for  managing  patients  with 
urinary  tract  calculous  disease  is  presented.  The 
various  problems  encountered  in  die  manage- 
ment of  these  patients  are  outlined  and  a mode 
of  management  suggested  for  each  problem.  The 
importance  of  individualization  is  again  stressed 
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and  each  patient  should  be  studied  and  managed 

as  a total  individual. 
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INTRODUCTION 

ervical  sj>ine  involvement  in  ankylosing 
spondylitis  and  juvenile  rheinnatoid  arthritis  are 
well  recognized.  But  this  region  has  received 
little  attention  in  adidt  rheumatoitl  arthritis. 

Rheumatoid  arthritis  is  a chronic  disease  that 
may  involve  the  cervical  spine  in  addition  to 
protlucing  the  more  commonly  recognized  jae- 
ripheral  joint  manifestations,  .\tlanto-axial  in- 
stability and  resultant  subluxation  has  been  re- 
ported in  both  rheumatoid  arthritis  and  ankylosis 
spondylitisd"^'^’i3  but  its  significance  and  prev- 
alence has  not  been  sufficiently  emphasized. 
This  jx>ten'tially  dangerous  com])lication  in  rheu- 
matoid arthritis  is  frecpiently  uniliagnosed.  Those 
treating  patients  with  rheumatoid  arthritis  should 
be  thoroughly  familiar  with  the  features  of  at- 
lanto-axial  instability  because  of  the  problems 
in  differential  diagnosis  of  spinal  lesions  and  the 
potentially  fatal  outcome. 

rite  purpose  of  this  paper  is  to  further  em- 
phasize this  problem  to  the  clinician  actively 
caring  for  patients  with  rheumatoid  arthritis. 

INCIDENCE  AND  NATURAL  HISTORY 
Rheumatoid  arthritis  of  the  spine  involves 
the  cervical  region  more  often  than  any  other; 
the  adult  form  of  the  disease  affects  the  cervical 
region  in  about  40%  of  the  cases. The  inci- 
dence of  atlanto-axial  instability  and  subluxation 
in  rheumatoid  arthritis  was  estimated  by  Sharp 
and  Pruser  to  l)e  3.2%  in  patients  with  any 
evidence  of  rheumatoid  arthritis,  6.4%  in  pa- 
tients witli  clinical  evidence  of  the  disease,  and 
18.9%  in  patients  with  rheumatoid  arthritis  ad- 
mitted to  the  hospital.!-  Other  studies  have  con- 
firmed this  high  incidence.-’  !•  '*■  Isdale’s  inci- 
dence was  33%  in  hospitalized  patients,  which 
progressed  to  50%  over  a 5-year  periotl  in  that 
same  group.*’  The  appearance  and  progression 
of  atlanto-axial  instability  appears  to  be  directly 
related  to  perijjheral  destruction,  joint  insta- 
bility, prolonged  treatment  with  steroids  and 
sero-jjositive  rheumatoid  arthritis  with  rheuma- 
toid nodides.  The  age  of  the  patient  and 

•Assistant  Professor,  Orthopaedic  Surgery  Section.  I'niversity  of 
Arkansas  for  Medical  Sciences;  Clliief.  Orthopaedic  Surgery  Settion. 
Veterans  Administration  Hosi>ital,  300  E.  Roosevelt  Road.  Little 
Rock,  Arkansas  72206. 

••University  of  Arkansas  for  Medical  Sciences,  Department  of 
Orthopedics.  4301  West  Markham.  Little  Rock.  .Arkansas  72201. 


duration  of  rheumatoid  arthritis  has  little  influ- 
ence on  the  incidence  of  atlanto-axial  instability. 
4 he  instal)ility  appears  to  develop  gradually,  and 
even  insidiously  in  patients  who  are  bed-ridden 
and  lie  with  their  heads  supported  by  a pillow. 
The  atlanto-axial  joint  is  most  often  involved  Ik“- 
cause  its  articular  processes  are  in  a horizontal 
plane.  Maintenance  of  the  normal  relationshij) 
depends  largely  on  supjxtrting  ligaments  of  the 
occipito-atlanto-axial  complex,  which  normally 
allow  a large  range  of  motion,  esjtecially  rotation. 

The  distance  between  the  jxrsterior-inferior 
margin  of  the  anterior  arch  of  the  atlas  and  the 
anterior  surface  of  the  odontoitl  process  normally 
does  not  exceed  2.5  mm  in  adults  and  4.5  mm  in 
children. 3.  5 The  pivot  joint  formed  by  the 
odontoid  process  of  the  axis  and  the  anterior  arcli 
of  the  atlas  is  supported  by  the  transverse  liga- 
ment which  is  important  to  its  staliility.  Tlie 
synovial  lined  joints  of  the  lateral  articidar  facets 
and  the  central  pivoted  joint  between  the  atlas 
and  axis  may  be  involved  with  rheumatoitl  activ- 
ity, causing  instability  anti  sid)luxation.  The  re- 
sultant attenuation  or  rupture  of  the  transverse 
ligaments  with  abnonnal  anterior  movement  of 
the  atlas  allows  the  spinal  cord  to  be  compresseil 
or  comjrromisetl  by  the  odontoitl  (Fig.  1).  Erosion 
of  the  (Klontoitl  by  proliferative  pannus  causing 
reduction  in  size  will  allow  even  greater  tlisplace- 
ment.  Symptoms  are  relatetl  to  vertebral  artery 
insidficiency,  spinal  cortl,  medullary  or  nerve 
root  compression  or  local  inflammation.  Less 
fretpiently  describetl  is  disruption  of  tlie  occijhto- 
atlanto-axial  joint  with  herniation  of  the  otlon- 
toitl  through  the  foramen  magnum  resulting  in 
j)ossil)le  fatal  medullary  compression.  Normally, 
the  tip  of  the  (xlontoitl  jjrocess  lies  4.5  mm  above 
a line  tlrawn  from  the  jxxsterior  margin  of  the 
hartl  palate  to  the  most  caudal  portion  of  tlie 
occipital  curve.^’  ^ 

CLINICAL  PRESENTATION 

The  symptoms  and  signs  which  should  arouse 
suspicion  of  atlanto-axial  instability  are:  (1)  per- 
sistent pain  in  the  uppeiniost  part  of  tlie  neck 
with  (X'cipital  radiation;  (2)  paresthesis  of  the 
hands  and  feet;  (3)  diminislietl  motor  |x)wer  in 
the  arms  and  legs;  (4)  disturlied  bowel  or  bladder 
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lunction;  (5)  clifliculty  in  exteiuling  the  neck  with 
a teiuleiicv  lor  the  lieatl  to  fall  into  flexion;  (6) 
flattening  of  the  normal  occipital  curve;  and  (7) 
certehral  artery  insidficiency  leading  to  dizziness 
and  episodes  of  visual  binning  with  neck  flexion. 

Since  the  examination  of  the  severely  involved 
rheumatoid  arthritic  patient  is  often  difficult, 
anv  (juestion  should  retjuire  cervical  spine  and 
lateral  flexion  and  extension  roentgenograms  of 
the  cervical  spine  to  determine  whether  true  in- 
stability of  the  atlanto-axial  junction  exists,  and 
also  to  confirm  whether  there  is  any  odontoid 
erosion  or  herniation  through  the  foramen  mag- 
num. If  roentgenograms  ate  indistinct,  anterior 
anti  lateral  flexion  and  extension  tomograms  of 
the  ;itlanto-axial  region  shoukl  be  made. 

TREATMENT 

Recent  studies  on  the  natitral  histoiA  atlanto- 
axial instability  with  snbluxation  suggests  that 
non-operative  treatment  is  till  that  is  indicated  in 
the  majority  of  cases.  The  rationale  of  this  treat- 
ment is  that  many  of  these  spines  become  stable 
spontaneously,  and  sitbluxation  in  itself  does  not 
significantly  shorten  lile  expectancy  in  rheuma- 
toid patients.^'  i--  Most  patients  receive 
satisfactory  relict  ot  pain  by  a rigid  collar.  The 
alrsolute  indications  for  surgical  treatment  of 
such  atlanto-axial  instaltility  is  the  presence  of 


neural  involvement,  vascular  insufficiency,  gross 
progressive  instability  and  severe  pain  not  re- 
sponsive to  non-operative  measures.^  If  surgical 
treatment  is  necessary,  atlanto-axial  snbluxation 
is  initially  rednced  b\  traction  and  a posterior 
fusion  bom  the  atlas  to  the  axis  will  usually 
suffice  (Fig.  2).  If  there  is  spinal  cord  compres- 
sion and  reduction  is  not  possible,  fitsion  in  situ 
from  the  occiput  to  C3  with  a laminectomy  of 
the  atlas  is  indicated. 

COMMENTS 

Rheumatoid  arthritis  of  the  cervical  spine, 
as  with  peripheral  joint  involvement,  recjuires 
proper  medical  management  to  control  the  activi- 
ty of  the  disease.  .\n  awareness  of  the  frequency 
of  cervical  involvement,  especially  atlanto-axial 
instability,  is  very  important  to  the  clinician  car- 
ing for  patients  with  rheumatoid  arthritis.  Symp- 
toms ol  neck  and  occipital  pain,  spinal  cord  com- 
pression or  vertebral  artery  insufficiency  should 
be  investigated  because  of  the  frecjuency  and 
potentially  fatal  nature  of  atlanto-axial  subluxa- 
tion.9-  Periodic  lateral  flexion  and  extension 
roentgenographic  views  of  the  cervical  spine 
with  emphasis  on  evaluation  of  the  occipito- 
atlanto-axial  region  should  be  taken  when  there 
is  history  of  erosive  rheumatoid  arthritis  and  par- 
ticularly when  long-term  corticosteriod  therapy 
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Figure  lA 

A diagramatic  sketch  of  tlie  relationsliip  of  the  atlas  and  axis  in  a sagital  section. 

Figure  1 B 

Sliows  the  relationship  of  the  ring  of  the  atlas  to  the  odontoid,  transverse  ligament  and  the  spinal  cord. 

Figure  1C 

Shows  the  alteration  in  normal  relationship  including  spinal  cord  compression  with  attenuation  of  transverse  ligament. 

Figure  ID 

Shows  a lateral  view  of  tlie  atlanto-axial  junction  with  subluxation  and  kinking  of  the  \ertebral  artery. 
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li;is  hccii  <>i\cn  lo  ilic  |);iticnt.  I his  is  cspc'c  i;illy 
iin|)oHanl  when  acliiiiiiisti  alioii  ol  a j^ciKTal 
anesthetic  is  ( ()iiteiii|)late(l  .since  maihpnlalion  nl 
the  Iieatl  niuler  anesthesia  can  he  latal  iiiuler 
these  circinnstances.  Lateral  Ilexion  and  ex- 
tension tom()<>iains  may  he  ie(|niied  lor  satis- 
lactorv  roentgeno^raphic  e\alnation  ol  the  upper 
ceis  ical  region. 

BIHI  KX.R AIMI\ 

1.  C.onloTi,  1*.  W ..  Isdalf,  I.  ('...  and  Rose.  IT  .S.:  'Rlieii- 
iiiatoid  .Villnitis  ot  the  ( ervieal  .Spine  ".  .\iiiials  of  llie 
Rlu'iimatie  Di.seases,  \'ol.  2.").  pg.  12(1-121),  ItKili. 

2.  (aellin,  R.  ().,  Maecahe.  J.  (..  and  Hanulton,  K.  IT  1).: 
■'Sexeie  Snhlnxalion  ot  the  C.eiAieal  Spine  in  Rlien- 
niatoiil  .\i till itis  ".  |onrnal  ol  Hone  and  |oint  Snigeiy, 
\’ol.  52IT  p«.  211-2r)l,  1970. 

3.  Detcnbetk.  I,.:  "Rheiiinatoid  .\itlnilis  ol  (he  S[)inal 
Colmnn  ”.  Orthopaedic  C linics  of  North  ,\nierita,  \ ol. 
2.  pg.  ()79-()86,  Noveinher,  I'J7I. 

4.  Ferlic,  I).  C...  Cilayton,  M.  L.,  Leidholt,  [.  I).,  and 
Gamble,  W.  E.:  "Snrgieal  4 reatinenl  of  the  Sympto- 
matic I'nstahle  C'.ervical  Spine  in  Rheumatoid  .\rthri- 
tis".  |oiirnal  of  Rone  and  [oint  Surgery.  Vol.  57. pg. 
.^49-354.  1975. 

5.  llinck,  y.  C.,  and  Hopkins,  G.  F.,:  “Measurement  of 
the  .Atlanto-Deiital  Interval  in  the  ,\dnlt  ’.  .\merican 
lonrnal  of  Roentgcnologv.  \’ol.  84,  |)g.  9-15-951,  1960. 

6.  Isdale,  I.  C...  and  C.onlon,  IT  W.:  “.\tlanto-axial  Snb- 
liixation".  .Annals  of  Rheumatic  Diseases,  A'ol.  30,  pg. 


,387-389.  1971. 

7.  1 ouiie.  II..  and  Sienail.  W . A.:  ''.Sponlaneons  Atlanto- 
axial I tisloi  at  ion”.  Ehe  N'e\i  England  )ouinal  of 
Mediiine.  \'ol.  265,  pg.  677-680.  1961, 

8.  Mattel,  \V..  and  .Miell,  M.  R.:  ' Eatal  .Xtlaiito. Axial 
I.nxtition  in  Rhetimatoid  .Arthritis”.  Aithiitis  and 
Rhemnatistn,  A'ol.  (i,  pg.  221-2.31,  1963. 

9.  Martel.  AA  .,  and  Page,  J.  AA'.:  “Ger\i(al  A'ertehial 
E.rosions  and  Sithhixations  in  Rheitmatoid  Arthiitis 
and  ,Ank\losing  Spondylitis”.  Aithiitis  and  Rhett 
niatisni.  A'ol.  3,  pg.  516-556.  I960. 

10.  Aleijers,  K,  .A.  F...  A'an  Hensekom,  1 ..  I.nvetidijk. 
AA’.,  atid  Dnijfjes,  E.:  "Dislotation  of  the  Cierriial  Spine 
with  Gold  Gompression  in  Rhenmatoid  .Aithiitis”. 
[onrnal  of  Bone  and  Joint  Snrgerv,  A'ol.  5()1T  pg, 
668-680.  1971. 

11.  Sharp.  J..  Purser.  1).  AA'.,  and  I.awreiiee,  |.  S.:  ' Rheii 
matoid  .Arthritis  of  the  Gervical  Spine  in  the  Adult 
Atinals  of  the  Rhenniatic  Diseases.  A'ol,  17.  pg.  303-313. 
1958. 

12.  Shar|),  J..  and  Prnser,  D.  AA'.;  “Spontaneons  Atlaiito- 
Axial  Dislocation  in  Ankvlosing  Spomhiitis  and  Rheu- 
matoid Arthritis”.  Atitials  of  the  Rhenmatic  Diseases. 
A'ol.  20,  pg.  47-71,  1961 . 

13.  Smith.  P.  II..  Benn,  R.  T.,  and  Sharp,  ).:  "Xatni'al 
History  of  Rhenmatoid  Gervical  I.nxatiotis”.  Annals 
of  the  Rhenmatic  Diseases,  A'ol.  31,  |)g.  431-139,  1972. 

I I.  AA'eht).  E.  AA'.  S.:  ' Dealli  from  A eitehral  .Artery  I hroni- 
hosis  iti  Rhenmatoid  .Arthritis".  British  Medical 
[onrnal,  A'ol.  2,  pg.  537-538,  l<K)8. 


l igiire  2A  Figiirc  2\\ 

.Shows  a lateral  roentgenogram  of  the  (er\i(al  spine  with  allanio*  s.iim-  patient  following  an  atlaiuo-a\iaI  fusion, 

axial  subluxation  (see  arrow)  in  a hi -vear-old  iheumatoid  patient 
with  severe  neck  pain  and  radiculopathy. 
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Injuries  to  the  wrist  area  are  quite  common 
injuries,  although  most  are  not  serious.  The 
usual  meclianism  of  injury  is  a fall  on  an  out- 
stretched extremity  resulting  in  forcible  dorsi- 
flexion  of  the  wrist.  However,  injuries  may  be 
caused  by  either  hyper-pronation  or  supination,  or 
—rarely— hy{>erflexion  of  the  wrist.  The  present- 
ing physical  signs  in  many  traumatized  wrists  are 
cpiite  similar,  and  consist  of  swelling,  tenderness 
to  paljxttion,  and  pain  on  the  range  of  motion. 
Careful  examination  for  precise  localization  of 
tenderness  can  be  tpiite  helpful  in  delineating 


•Little  Rtxk  Orthopedic  Clinic,  Twelfth  and  Van  Buren,  P.  O. 
Box  527(1.  Little  Rock.  Arkansas  72205. 


Figure  8.A. 


the  exact  focus  of  injury,  but  radiographs  are 
really  the  key  to  exacting  diagnosis. 

The  standard  antero-posterior  and  lateral  views 
may  be  sufficient  for  diagnosis,  however  the  addi- 
tion of  AP  views  with  the  wrist  in  maximum 
radial  and/or  ulnar  deviation,  as  well  as  lateral 
view^s  with  the  wrist  maximally  flexed  and/or 
extended,  may  yield  additional  information.  Ar- 
thrography of  the  wrist  is  in  development  stages 
of  understanding  and  is  not  widely  used  currently 


Figure  81i. 
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on  a routine  basis,  bin  may  be  helplul  in  ibag- 
nosis  of  complex  cases.  Routine  x-rays  may  be 
somewliat  difficult  and  confusing  to  re\id,  espe- 
cially when  only  subtle  abnormalities  are  present. 
Comparative  views  of  the  unaffecled  wrist  may 


Ite  ol  great  assistance  in  i iding  iu-or-out  a “find- 
ing” as  evidence  of  real  pathology.  I’here  are 
a few  anatomical  facts  wdiich  are  of  aid  in  deter- 
mining whether  a wrist  injury  is  piesent  or  not 
by  x-ray.  U'here  is  normally  approximately  one 


Figure  5 A. 


Figure  5B. 
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to  t\vo  iiiillinietcrs  ot  radiolucent  clislaiue  be- 
tween tlie  sultchonclral  bone  ol  each  carpal  bone 
(intercarpal),  radiocarpal,  and  carpo-nietacarpal 
joints.  It  this  distance  is  increased  to  three  mil- 
limeters or  more,  a lig-amentons  injury  must  be 


stroiiTlv  suspected.  I bis  is  true  lor  any  ot  the 
\iews  mentioned  above,  as  evidence  of  inter- 
carpal  ligament  tears  may  be  present  on  onh  one 
ot  these  six  radiograjjhs.  Another  important  re- 
lationship to  establish  on  the  lateral  view  x-rays 


L0NC-/7UNIVAL  HXIS 
OP  SCAPHOID 
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witli  the  wrist  in  neuti;il  position  is  th;it  ol  tlie 
lonoitiulinal  axes  ot  tlie  lon<;  linger  metacarpal, 
tlie  capitate,  the  Innate,  ;nul  the  raclins  all  lie 
in  a straight  line.  It  may  I)e  helplul  to  pencil 
in  the  silhouettes  ol  tlte  indis  idnal  carpal  hones 
on  the  radiogia|)li  and  derive  tlie  longiuiclinal 
axis  ol  each  independently  in  order  to  accurately 
evaluate  their  relative  orientation.  One  oilier 
important  principle  is  that  in  some  carpal  hone 
Iractnies,  no  ohvions  Iractnre  line  can  he  seen 
on  roentgenograms  made  soon  alter  the  injiiry, 
but  a clelinite  Iractnre  line  or  callus  lormation 
may  become  apparent  two  to  three  rveeks  lol- 
lowing  the  injury.  I’he  carpal  navicidar  is  a 
notable  example,  (big.  8)  Other  pathologic  con- 


diiions,  such  as  collateral  ligament  tears  or  in- 
jin  ies  to  the  iriangnlai  lihrocari ilage  ol  the  distal 
radio-idnar  joint  may  show  no  radiogTapIiic  ab- 
normalities in  the  standard  jrrojections.  In  chil- 
dren with  open  epi|jhyseal  plates,  there  may  be 
injuries  to  the  distal  physis  (such  as  a Saltcr-tyjie 
1 injury)  in  which  the  epiphysis  was  displayed 
at  the  time  ol  injury  but  red  need  spontaiieonsly 
or  was  manipulated  snccessinlly  by  the  patient 
belore  seeking  medical  attention.  Initial  x-rays 
reveal  no  abnormality,  however,  callus  lormation 
may  be  noted  in  two  to  three  weeks  alter  such  an 
injury.  Likewise,  a small  torus  (wrinkle,  buckle) 
Iractnre  crl  the  distal  metaphysis  may  be  obscure 
radiogTaphically. 


Figure  4. 
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In  adults,  small  fractures  that  might  be  over- 
looked iu  initial  roeutgeuogi'ams  would  include 
a minimally  displaced  Colics  fracture  (distal 
radial  metaphysis  with  volar  angulation),  Smith's 
fracttire  (dorsally  augulated  fracture  of  the  distal 
radial  metaphysis).  Barton's  fracture  (dorsal  rim 
of  the  radius),  or  an  isolated  fracture  of  either 
the  radial  or  ulnar  styloid.  A suliluxatiou  or  dis- 
location of  the  distal  radio-tduar  joint  which  has 
spontaneously  reduced  may  recjuire  stress-lateral 
x-rays  for  demonstration  (Fig.  5);  these  injuries 
are  ustially  a.s,sociated  with  tears  of  the  triangular 
fibrocartilage  as  well  as  tears  of  the  anterior  and/ 
or  jxisterior  radio-idnar  ligaments. 

Injuries  to  the  carjxil  bones  occur  most  com- 
monly in  adtilts.  Approximately  seventy  percent 
of  all  carpal  injttries  involve  a fracture  of  the 
carpal  navicular.-  Following  the  fractures  of  the 
scaphoid,  fractures  of  the  lunate  are  next  most 
frecpient;  the  other  carpal  bones  are  infreqtiently 
fracttired.  Many  of  these  fracttires  are  not  \Tsible 
in  initial  roentgenograms  but  become  apparent 
in  two  to  three  weeks.  Other  injuries  that  occur 
directly  to  the  carpal  bones  incltide  di.slocations 
(nsnally  of  the  perilunate  tyjje)  or  snljluxations 


Figure  6A. 


of  one  or  more  of  the  carpal  bones.  A more  re- 
cently desa'ilied  condition  is  called  the  segmental 
collapse  deformity  (intercalated  segmental  col- 
lapse) as  desn'ibed  by  Linscheid,  Dobyns,  et.  al.i 
This  rejxtrt  has  brought  attention  to  the  more 
subtle  intercai'pal  injuries  which  may  result  in 
long  term  disability.  In  this  injury,  the  lateral 
x-rays  are  of  paramotint  importance  and  accurate 
evahiation  of  the  position  of  the  affected  carpal 
bones,  specifically  the  relationship  of  the  lunate 
to  the  scaphoid  and  capitate  mtist  I)e  carefully 
evaluated.  (Figs.  1,  2,  3,  1)  Other  forms  of 
instability  which  may  be  significant  are  those 
residting  from  rtipture  of  the  scapho-lunate  liga- 
ment. This  may  be  demonstrated  by  PA  x-rays 
with  the  wrist  in  radial  and  ulnar  deviation. 
Usually  there  is  a significant  inaease  in  die 
scapho-lunate  interval  with  ulnar  deviation.  (Fig. 
6)  Other  subtle  injuries  include  avulsion  chip 
fracttires  from  any  of  the  carpal  bones  (usually 
dorsal  aspect  of  capitate  or  triqtietrium)  or  bones 
of  the  index  of  long  metacarpals.  (Fig.  7)  These 
are  usually  most  evident  on  lateral  x-ray  views 
and  may  be  very  difficult  to  appreciate  on  PA 
films. 


Figure  6B. 
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(1.  Frank  Dodson,  )r.,  M.I). 


Ollier  (oiulilioiis  iilimit  the  wrist  may  |)resent 
lolltmiii”  trauma,  althoui'h  they  may  liave  ex- 
isted in  a suhclinieal  state  jirior  to  tlie  injury. 
I'hese  would  inelnde:  de  (.)ner\ain  s svndiome 

•V  / 

(stenosing  tenosynovitis  ol  the  extensor  pollicis 
brevis  and  abductor  jMillicis  longns  tendons), 
carpal  tunnel  syndrome,  ganglion  cysts,  synovitis 
(metabolic  or  inlections)  of  the  wrist,  or  intra- 
osseous tumorous  lesions  of  the  carpal  bones. 

Since  there  is  such  a broad  ratige  of  injuries 
which  may  jiresent  as  a "wrist  sprain",  it  is  dif- 
ficult to  cover  in  a short  paper  such  as  this  the 
definitive  treatment  of  each  injiny.  Excluding 
displaced  fractures  and/or  dislocations,  many  of 
these  injuries  will  respond  favorably  to  splinting 
or  casting  for  one  to  two  weeks,  w'hich  allows  the 
acute  inflammatioti  and  edema  to  resohe  such 
that  a more  revealing  examination  may  be  coti- 
ducted  after  the  immobilization.  Ujxm  re-evalna- 
tion  in  such  cases,  a definitive  diagnosis  may  be- 
come apparent  with  the  aitl  of  more  ratliographs, 
and  specific  treatment  can  be  initiated  at  that 
time.  Complications  of  wrist  injuries,  such  as 


median  or  ninai  neuropathy,  upper  limb  dys- 
Lro]diy,  or  ischemic  (ontractme  ate  rate,  Init  may 
ensue  witliont  projjer  management. 

In  smnmary,  tlie  j)ro]>er  evaluation  of  a patient 
lias'ing  sustained  iranma  to  the  wrist  must  in- 
chide  a systematic  and  thorough  history  and  phys- 
ical examination,  adequate  x-rays,  and  full  con- 
sideration ot  the  s|)ectrnm  of  diagnostic  possi- 
bilities on  the  initial  examination— and  realiza- 
tion that  snbse(|nent  i e-examination  and  x-rays 
may  be  re(|nired  for  accurate  diagnosis. 
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ELECTROCARDIOGRAM 


OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

DIAGNOSIS: 

1.  Demand  pacemaker  with  a free  running  interval  of  855  m.  sec. 

2.  Underlying  rhythm  atrial  fibrillation. 

3.  Inappropriate  sensing.  (See  beat  11) 

ZS 


II 


Mary  Richards,  M.D.,  Assistant  Professor,  Division  of  Cardiology 
University  of  Arkansas  College  of  Medicine 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Characteristics  of  the  Sports  Medicine  Practitioner 

James  A.  Arnold,  M.D.,*  Tom  P.  Coker,  M.D.*  and  Carl  L.  Nelson,  M.D.** 


Authors’  Note:  1 his  is  tlic  lirst  ot  a series  of 
articles  prepared  for  riie  Journal  of  the  Arkansas 
Metlical  Society  on  the  topic  of  sj^orts  medicine. 
The  series  is  prepared  in  cooperation  with  the 
llniversity  of  Arkansas  Department  of  Ortho- 
paedics, I)T\’ision  of  Sports  Medicine,  in  an  effort 
to  encourage  sports  medicine  education  of  jdiys- 
ical  educators,  coaches,  and  athletes  by  the  re- 
gional practitioner.  Areas  covered  will  include: 
attitudes  in  sports  medicine;  rides  and  athletic 
etpiipment;  exercise  physiology;  conditioning 
programs;  specific  athletic  injuries,  with  rliag- 
nosis,  treatment,  and  prevention  technitpies. 

The  first  of  the  series  tvill  refer  to  the  challenge 
of  sports  medicine  program  at  the  llniversity  of 
.Vrkansas  on  August  3rd  through  hth.  Brief  med- 
ical presentations  will  be  included  in  the  initial 
two  days  as  part  of  the  annual  All-.Star  Clinic  in 
(ionway,  .\rkan,sas,  devoted  to  physical  educators. 
On  Friday,  August  5th,  the  program  will  be  ori- 
ented to  the  physicians  interested  in  sports  med- 
icine, at  the  University  of  .\rkansas  for  .Medical 
Sciences.  Finally,  on  .\ngust  (ith,  specific  athletic 
problems  will  be  discussed  with  a group  of  guest 
orthopaedic  surgeons  hosting  a workshop  period. 
I'he  All-Star  Game  will  be  held  that  evening  at 
War  Memorial  Field. 

*2P07  East  Joyce.  P.  O.  Drawer  1(108,  Fayetteville,  Arkansas  72701. 

•’Department  of  Orihojiacdic  Surgery.  I'niversity  of  Arkansas  for 
Medical  Sciences,  4301  West  Markham,  Little  Rock.  Arkansas  72201. 


Programs  and  registratittn  information  for  the 
latter  two  days  may  be  oittained  by  contacting: 
Office  of  Continuing  Education  for  Physicians, 
Slot  525,  4301  West  Markham,  Little  Rock,  .Ar- 
kansas 72201. 

Physicians  are  encouraged  to  invite  their  phy.s- 
ical  education  associates  to  attend  the  early  ses- 
sion in  Conway,  as  a well-tlesigned  program  in 
recent  training  technicjiies,  exercise  physiology, 
anti  developments  of  a proper  emergency  pro- 
gram and  rehaltililation  technitpies  is  plannetl. 

Spoi  ls  medicine  is  a fairly  new  development 
in  health  care  in  the  United  States.  Not  a true 
specialty,  this  field  has  proven  to  be  attractite 
to  many  physicians  who  have  no  special  ([iialifi- 
calions  except  their  interest  in  active,  healthy 
people. 

There  was  a time  when  it  was  thought  that 
medical  care  for  athletes  should  come  from  sur- 
geons and  esjaecially  from  orihopaetlists  ])eoause 
the  major  emphasis  was  on  the  treatment  of  in- 
juries. Injuries  do,  and  always  will,  occur  in 
strenuous  sports.  Many  will  indeed  re(|uire  spe- 
cialized care,  but  trauma  is  not  the  major  med- 
ical jzroblcm  in  sports  medicine  today. 

1 here  are  more  services  needed  behind  the 
scenes  than  physical  examination  and  emergency 
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care  ot  aililetes.  1 lieie  is  a plienomeiial  increase 
of  participants  in  a constantly  growing  variety  of 
sports  activities,  both  in  the  schools  and  in  pro- 
grams niuler  community  direction  in  both  sexes, 
riierefore,  there  is  a proportionately  greater  need 
lor  health  care,  flopefidly,  the  practitioner  will 
not  hesitate  to  get  into  the  action  as  this  is  en- 
joyable and  one  of  onr  primary  challenges  as 
educators.  \Vc  must  work  with  those  concerned 
toward  the  development  of  character  in  children 
in  the  formative  ye;ns.  It  has  been  said  that 
changing  the  okl  pro  is  next  to  imjx>ssible,  a 
young  pro  possible,  a college-age  youth  probable, 
a motivated  high  school  youth  most  likely,  and 
a child  abvays,  jjroviding  the  approach,  reason- 
ing, and  tinderstanding  are  there. 

Today,  orientation  must  lie  on  prevention  of 
injiiries,  with  major  emphasis  on  the  medical  and 
jihysiological  problems  associated  with  sports  and 
exercise.  I hns,  sports  medicine  has  extended  to 
include  the  physiology  of  conditioning  for  en- 
durance, strength,  and  heat  acclimatization.  A 
program  of  involvement  in  improved  protection 
etpiipment,  rule  chtmges,  and  safe,  satisfactory 
training  facilities  make  the  job  of  the  practitioner 
of  sports  medicine  a far  more  enjoyable  and  chal- 
lenging effort  than  that  of  the  team  physician  in 
the  past.  Much  more  is  retpiired  of  the  team 
jihysician  than  that  of  a ti  aitmatologi,st.  For 
example,  he  mnst  be  a dietician.  He  stresses  a 
well-balanced  diet  and  sensibly-controlled  use  of 
supplements  and  vitamins.  The  importance  of 
pre-game  meals  that  are  low  in  fat  and  protein 
and  high  in  carbohydrate  should  be  emphasized 
to  players  and  coaches,  as  tvell  as  free  access  al- 
lowed to  water  at  all  times  dining  practice  and 
games,  with  adetjuate  soilinm  and  jxrtassinm 
supplementation.  More  regarding  this  area  of 
jihysiology  will  be  presented  in  an  upcoming 
article  in  this  Journal. 

The  team  jihysician  must  insist  that  strength, 
skill,  and  perseverance  are  tpialities  to  be  de- 
veloped by  the  individual  and  the  team— tpialities 
that  cannot  be  developed  through  pills.  Vitamin 
Bi2  needles,  or  through  searches  for  magic  food 
formulae.  Stimnlanis,  depressants,  steroids,  di- 
uretics, and  strong  pain-killers  all  have  been 
found  to  be  of  no  value  in  sports.  Given  in 
significant  doses,  they  have  a deleterious  effect 
on  the  athlete,  which  could  be  long  lasting.  In 
summary  there  is  no  substitute  for  work. 


The  physician  is  also  called  upon  to  be  a phys- 
ical therapy  consultant.  Four  requirements  are 
needed  for  successful  performance:  strength,  en- 
durance, flexibility,  and  agility  or  skill.  Cardi- 
ovascular fitness  is  mandatory  for  all  sports. 
.Strength  and  endurance  are  important  in  varying 
degrees.  Certainly,  however,  the  physician  should 
not  advise  on  skill,  which  is  left  to  the  coaches. 
Yet,  he  should  undeistand  specific  game  skills  to 
help  understand  injuries  and  assist  in  his  reha- 
bilitation. Flexibility  cannot  be  overemphasized. 
Probably  the  most  common  point  made  by  uni- 
\'ersity  graduates  who  return  to  their  alma  mater 
for  the  Slimmer  after  their  first  professional  year 
is  the  importance  of  flexibility  in  injury  preven- 
tion and  rehabilitation.  Muscle  pulls  and  ankle 
injuries  can  greatly  be  diminished  by  a thought- 
ful stretching  program.  This  may  be  a difficult 
area,  as  modern  medicine  prophylaxis  methcxls 
are  often  overlooked  during  the  intense  coaching 
jiressiire  for  winning  performances.  With  loss  of 
key  athletes,  however,  the  physician  may  be  able 
to  emphasize  the  importance  of  a good  flexibility 
and  conditioning  progTam.  A flexibility  program 
will  be  found  to  be  equally  important  to  the 
practitioner  when  treating  the  older  recreational 
athlete  or  jogger. 

Lastly,  the  sports  medicine  physician  mnst  be 
a psychologist.  fVhen  a son  or  daughter  loses, 
there  must  be  a friendly  ear  or  pat  on  the  back. 
It  may  be  necessary  to  assume  the  role  of  guid- 
ance counselor  and  channel  the  youth  into  an 
alternate  activity.  .Stresses  now  placed  on  young 
athletes  may  be  tremendous.  P,sychiatric  studies 
recently  have  made  us  aware  that  fan-parent- 
spectator  verbal  expressions  of  anger  are  a com- 
mon catharsis  of  fnlfilling  psychic  needs  in  a 
safe,  socially  acceptable  manner.  We  also  mnst 
avoid  commenting  on  a player’s  problem.  Con- 
fidentiality and  privileged  communication  should 
exist  between  the  sick  or  injured  player,  as  it 
does  in  the  private  practice  of  medicine. 

In  e.ssence,  the  function  of  a sports  team  phy- 
sician is  simple.  He  is  the  doctor  of  patients  who 
are  members  of  the  team.  He  does  not  say  who 
tvill  play,  but  has  the  unenviable  task  of  saying 
who  will  not  play.  His  position  is  that  no  athlete 
can  be  permitted  to  risk  aggravation  of  a trau- 
matic defect  of  permanent  disability.  We  must 
keep  phiyers  informed  of  dangeis.  ^VT  mnst  ac- 
curately appraise  their  health  and  their  injuries. 
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w c niiisi  |)i()tcct  llic  ])hiycr  .ii  ;iil  limes.  Doiii” 
th;it,  wo  pro'leol  sciiools,  ooaclics,  and  liaiiiois, 
as  well  as  the  athleie.  We  ihercl)y  also  proteet 
ourselves  Iroin  the  jwohlenis  noted.  We  inu.st 
eiieouraj’e  the  pass;i»e  ol  tides,  i egiilatioiis,  and 
approjMiate  legislation,  il  neeessaiv,  lor  the 
salety  ;ind  hetilth  ol  the  athlete.  W'e  must  enlist 
the  aid  ol  tlie  inetlia  to  promote  these  ohjettives 
and  to  diseourage  attitudes  which  promote  un- 
disciplined helnivior  and  thinking.  We  must 
enlist  the  aid  ol  allied  prolessionals,  just  as 
they  seek  our  aid  in  reaching  these  same  goals. 
We  must  lurther  research,  inlorm,  and  educate 
onr  lellow  physicians,  allied  prolessions,  and  the 
public.  \Vhen  eve  are  on  the  bench,  with  the 
team,  or  in  the  ollice  .seeing  an  athlete,  we 
must  remain  the  physician. 
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PUBLIC  HEALTH  AT  A GLANCE 


Realisms  of  Infant  Feeding 


Carolyn 

J. ' he  weight  ol  the  mother  and  her  increases 
in  weight  during  jnegnancy  are  intimately  re- 
lated to  the  si/e  ol  the  necvboi  it.  Healthy  women 
on  balanced  diets  who  eat  “to  appetite"  gain  vai  - 
iable  amounts  ol  weight  during  pregnancy.  The 
ideal  gain  is  20  to  25  pounds  lor  the  most  lavor- 
ble  outcome.  Weight  reduction  jrrograms  shoitld 
not  be  imposed.  It  is  known  now  that  a baby 
may  be  sanall  at  birth  because  it  was  born  jjre- 
maturely  and  because  it  received  insullicient  nu- 
trition belore  it  was  born.  Dr.  Elsie  M.  \Vhddow- 
son  says,  “il  undernutrition  takes  jilace  at  a time 
when  cells  are  rapidly  dividing  .so  that  the  lull 

•Director  of  Nutrition  vServices,  Ruieau  of  Medical  Care  Sei vices. 
.\ikansas  Department  of  Health,  4815  WcnI  Markham,  Little  Rock, 
Arkansas  72205. 


Fowlsr* 

number  ol  cells  is  not  achieved  o\ei  iliat  peiiod, 
the  animal  may  never  recover. Cloud  nutrition 
is  clearly  indicated  and  impoiiant  to  ellicient 
reprodiK  tion. 

We  do  not  always  aj>preci;ite  the  magnitude  ol 
growth  in  inlancy.  baljy's  weight  may  trijjle  in 
his  lirst  year,  a tale  that  is  secondary  only  to  th;u 
ol  the  intriiuterine  |jeriod  and  lar  exceeds  the 
late  in  adolescence.  Most  inlants  grow  normally 
and  maintain  salislactoiy  health  in  spite  ol  wide 
variation  in  nntiilional  management.  Aon  imiy, 
as  a practitioner,  then  ask  whether  dillcrences  in 
leeding  practices  really  mallei.  11  so,  liow  are 
you  resjroncling  to  these  cpiestions: 
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Is  breast  feeding  iinportant? 

^Vhen  can  my  baby  Ije  switched  from  formida 
to  whole  milk? 

Hoa\'  can  I keep  my  baby  from  getting  fat? 

When  do  I add  strained  foods? 

\Vh  ich  strained  foods  and  how  much? 

Dr.  Samuel  [.  Fomon  says  that  several  nntri- 
lional  princijilcs  relate  to  infant  feeding  and  he 
lists  these  as  follows: 

— The  diet  should  be  adetpiate  but  not  exces- 
sive in  caloi  ies  and  all  essential  nutrients. 

— d'he  diet  and  its  mode  of  administration 
should  be  contlncive  to  development  of  sound 
eating  habits. 

—The  diet  shoidd  be  readily  digested. 

— .\  reasonable  distribution  of  calories  should 
be  del  ived  bom  jtrotein,  fat  and  carbohy- 
drate.^ 

The  Committee  on  Nutrition,  American  .Acad- 
emy of  Pediatrics,  published  proposed  standards 
for  infant  formula  in  IDG?  and  FDA  infant  form- 
ula standards  were  published  in  1971.  In  1976,  a 
commentary  on  Breast  Feeding  and  Infant  Form- 
ula Inchiding  Proposed  Standards  for  Formula 
was  published  in  Nutrition  Reviews.-  I’his  com- 
mentary stated  present  standards  apply  to  form- 
ulas as  prejsared  lor  healthy  infants  from  birth 
(2.5  to  19  kg). 

Unmodified  cow's  milk  and  evaporated  milk  at 
usual  dihitions  do  not  meet  the  proposed  stand- 
ards. While  normal  giowth  occurs  with  the  use 
of  cow's  milk,  iron  deficiency  and  hyperphos- 
phatemia are  common  complications.  Vitamin  C 
supplement  is  needed.  "Fhe  high  salt  and  satu- 
rated fat  content  of  tow's  milk  may  have  adverse 
effects  on  later  health.^'  ^ Its  high  ]>rotein  and 
mineral  content  increases  the  risk  of  dehydration 
and  hypernatremia  whenever  diarrhea  or  other 
contlitions  incretise  the  tlemand  for  water. 

Shoultl  I give  nn  baby  skim  milk  instead  of 
whole  milk?  Dr.  Fomon  says  alter  two  years  ol 
age  most  .American  children  would  benefit  from 
chinking  skim  milk  rather  than  whole  milk. 
Until  one  year  of  age  skim  milk  has  no  place  in 
the  infant's  diet,  ^\dlen  skim  milk  serves  as  a 
major  source  of  calories  dtn  ing  infancy,  the  child's 
calorie  intake  will  usually  be  inadeqtiate,  his 
]>rotein  intake  excessive,  his  fat  exceedingly  low, 
and  his  intake  of  essential  fatty  acids  inadequate. 

It  is  worth  noting,  according  to  Dr.  Fomon, 
that  substituting  strained  foods  with  greater 


caloric  density  woidd  do  little  to  improve  the 
percentage  of  calories  from  protein,  fat  and  car- 
bohydrate. The  only  strained  foods  providing 
substantial  amounts  of  fat  are  also  high  in  pro- 
tein. Dr.  Fomon  recommends  that  modest  rather 
than  drastic  reduction  in  calorie  intake  be  em- 
ployed (i.e.,  calorie  intakes  not  less  than  90  k 
cal  kg  day).  'Fhe  diet  shoultl  provide  7 to  16 
percent  of  calories  from  protein  and  35  to  55% 
of  calories  from  fat.  These  dietary  stipulations 
can  be  met  with  ease  when  human  milk  or  cow’s 
milk  .serves  as  a major  source  of  calories  but  are 
nearly  impossible  to  meet  when  .skim  milk  is 
fed. 

1 he  age  when  semi-solitl  ftiotls  are  introduced 
tentls  to  be  basetl  more  on  contemporary  practice 
than  on  nutritional  requirements.  It  is  thought 
most  infants  in  the  Lhiited  .States  receive  some 
.solid  food  as  early  as  the  fir.st  weeks  of  life.  .Argu- 
ments often  used  to  support  the  early  use  of 
solitl  foods  include  the  fact  that  infants  as  early 
as  3-10  days  of  age  seem  to  tolerate  ceretils  and 
some  strained  foods.  In  addition  mothers  often 
jierceive  that  these  foods  help  solve  problems 
such  as  infant  fussing  and  irregidar  sleep  habits, 
especially  at  night.  However,  there  is  no  con- 
vincing evidence  to  support  these  contentions. 

d'he  age  of  termination  of  the  night  feeding  is 
unrelated  to  the  age  of  acceptance  of  solids,  type 
of  milk  calorie  intake,  birth  weight,  growth  or 
position  in  the  family.  Fomoni  has  pointed  out 
that  the  early  introduction  of  commercially  avail- 
able cereals  or  solid  foods  serves  no  nutritional 
advantage,  and  it  is  an  added  economic  burden 
or  cost  which  is  unnecessary. 

Strained  foods  should  provide  essential  nu- 
trients not  present  in  adeeptate  amounts  in  the 
milk  or  formula  and  will  (1)  help  balance  the 
dietary  percentage  of  calories  from  protein,  fat 
and  carbohydrate;  (2)  help  adjust  the  infant’s 
calorie  intake  to  a desirable  level. 

.According  to  Dr.  Fomon,  if  an  infant  receives 
at  least  half  of  his  calorie  intake  from  whole 
cow’s  milk,  his  intake  of  protein  will  be  adetpiate. 
His  major  needs  will  be  for  additional  calories 
primarih  from  carbohydrates,  and  for  iron,  as- 
corbic acid  and  fluoride.  Most  of  the  widely 
used  strained  footls  are  rich  sotirces  of  carbo- 
hydrate, and  it  is  therefore  possible  to  provide 
carbohydrate  in  this  form. 

Growth  grids  and  dietary  records  are  tools  for 
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the  evaluation  ol  dietary  aile(|ua(y.  Proper  nutri- 
tion can  Itclp  the  inlant  avoid  the  risk  ol  the 
insnirieieneies  and  excesses  wliich  may  eansc 
prolilents  dm  inj>  inhnuy  and  wliich  may  he  as- 
sociated \vith  ])i<)l)lems  in  later  hie. 

\ew  interest  in  maternal  and  infant  nutrition 
has  come  ahont  because  of  the  special  Supple- 
mental Food  Program  for  AVometi,  Infants  and 
Children  (W’lC  Program).  Fhe  legislatiion  which 
established  the  Program  recpiired  the  pro- 

vision of  sn|)lemental  foods  containing  nntrients 
known  to  he  lacking  in  diets  of  population  at 
nutritional  risk,  particnlaily  high  cpiafity  jrro- 
tein,  iron,  calcium,  V'itamins  A and  C. 

Dr.  Jean  .Mayer  in  an  article,  “Idle  Dimensions 
of  Human  Hunger,"  says  “the  nnmber  of  people 
who  are  poorly  noni  ished  or  nndernonrished  can 
only  he  longidy  e.stimated  hut  they  probably 
represent  an  eighth  of  the  human  population, 
d he  human  beings  most  vulnerable  to  the  ravages 
of  mahnitrition  are  infants,  childreti  np  to  the 
age  of  five  or  six  and  pregnatit  and  lactating 
ivomen.  For  the  infant,  protein,  in  particular,  is 
necessary  dtiring  fetal  development  for  the  gen- 


et ation  and  growth  of  hones,  nuiscles,  and  organs. 
Fhe  child  of  a malnonrished  mother  is  more 
likely  to  he  horn  prematmely  oi  small  and  is  at 
grcMter  risk  of  death  or  permanent  neurological 
and  mental  dysfunction.  Ifrain  development  be- 
gins in  ntero  and  is  com|)lete  at  an  early  age 
(nndei  two).  Mahnitrition  dtiring  this  period 
when  nervotis  and  neuronal  connections  are  be- 
ing formed  may  contribute  to  mental  retardation 
that  cannot  he  remedied  bv  later  corrective  mea- 

j 

snres.  t he  long-term  consecpiences  not  only  for 
the  individual  hut  also  for  the  society  and  the 
economy  need  no  elaboration."^ 
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Joints  — Medical  Variety 

Alfred  Kahn,  Jr.,  M.D. 


I^hetimatoid  disease  is  a .scotirge  to  patient 
aticl  physician  alike,  d’here  does  not  apjaear  to 
be  any  cure  in  sight— and  in  a certain  number  of 
cases,  the  di.sease  is  progressive  des|>ite  newer 
medicines,  snrgery,  and  physio-therapy.  Fhe 
medical  literattire  attests  to  abnnefant  bnt  not 
highly  frnitftd  le.search  in  this  area  — as  far  as 
effecting  a ctire.  There  is  some  good  investigative 
work  in  progress  on  rheumatic  disorders,  how- 
ever. 


Griffiths,  .Smith,  VV.ncf,  and  Klatiber  { foinntil 
of  ('Jinical  I mu’sligdtiou , Vol  ,'38,  j).  (tiff.  Sept., 
I!)7())  have  studied  “Gytotoxic  Activity  of  Khen- 
matoicl  and  Normal  Lymjdiocytes  .Vgainst  Al- 
logenic and  .Antologons  Synovial  Gells  in  Vitro”. 
'I'he  authors  cite  work  indicating  that  rheuma- 
toid disease  of  joints  might  arise  “from  local  im- 
nuine  responses  to  antigens  present  in  the  syn- 
ovial tissues";  this  is  attested  to  by  lymphocytes 
and  macrophages  in  rhenmatoid  synovium  and 
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joint  Iluids— and  by  inijirot emcnt  witli  removal 
of  circnlating  T-cell.  Grilliths,  el  al  matle  tissue 
cnltnres  of  Hbrocytes  taken  from  the  synovial 
membranes  of  patients  witli  rlietimatoid  disease. 
1 Irey  tried  to  find  an  antigen  protlnred  by  the 
cnltnre  which  miglu  cause  rheumatoid  disease; 
they  were  nnsnccessfid.  Also  contrary  to  other 
studies,  when  Grilfiths  and  his  associates  made 
lymphocyte  preparations  from  rheumatoid  pa- 
tients and  tested  them  against  antologons  synovial 
cells  for  cytotoxic  activity— no  real  cytotoxic  ac- 
tivity was  found.  The  authors  did  note  that 
some  lymjrhocytes  from  certain  patients  with 
rheumatoid  disease  demonstrated  somewhat  more 
cytotoxic  effect  against  young  allogenic  synovial 
cells  than  occurred  with  normal  lymphocytes. 

In  the  same  issue  of  The  Journal  of  Clinical 
Investigation  is  a paper  by  Person,  .Sharp  and 
Lidsky  on  the  same  topics  as  Griffiths’,  et  al 
paper— “The  Gytoxicity  of  letikocytes  and  lym- 
phocytes from  Patient  with  Rheumatoid  Arthritis 
for  Synovial  Gells."  (Journal  of  Clinical  Investi- 
gation, \h)l  58,  p.  ()90,  Sept.,  1976).  They  felt 
that  their  stttdies  indicated  that  sensitized  lym- 
jthocytes  from  patients  with  rheumatoid  arthritis 
were  able  to  identify  a specific  rheumatoid  re- 
lated antigen  which  was  present  on  rheumatoid 
synovial  cells.  I'his  work  seems  to  be  at  variance 
Irom  Griffiths’  work;  both  studies  seem  well  con- 
trolled; the  rejxrrt  of  Griffiths'  stres.ses  that  the 
age  of  the  cnltnres  seems  to  play  a role  in  the 
degree  of  reactivity  Itettceen  the  lymphocyte  and 
the  synovial  cells. 

Osteoarthritis  is  the  target  cal  an  article  by  Lip- 
ihello.  Hall  and  Mankin  from  the  Massachusetts 
General  Hosjrital  { Journal  of  Clijiical  Investiga- 
tion, \’ol  59,  p.  593,  Apr.  1977).  They  point  out 
that  articidar  cartilage  is  made  np  of  55%  in- 
sohdile  collagen  and  jjroteoglycan.  These  sub- 
stances are  said  to  be  locally  made  by  chondro- 
cytes. Part  of  the  metabolic  processes  in  cartilage 
is  cpiite  rapid;  proteoglycan  turnover  has  com- 
paratively active  turnover.  Artictilar  cartilage  is 
said  to  be  a comparatively  inert  snlistance  but 
that  some  metabolic  turnover  does  occur.  Both 
collagen  and  proteoglycan  hase  been  studied  in 
osteoarthritis.  Previous  work  indicates  that  in 
osteoarthritis  “a  marked  increase  in  the  rates  of 
incorporation  of  labeled  precursors  of  the  pro- 
teoglycan macromolecule"  occurs.  Ihey  further 
state  that  in  osteoarthritis  “there  is  an  accelerated 


rate  of  .synthesis  of  this  material  which  apjaears  to 
parallel  the  .severity  of  the  disease".  The  collagen 
component  tvas  studied  by  Lippiello,  Hall,  and 
Mankin.  .Although  collagen  was  formerly  con- 
sidered relatively  inert  in  cartilage  they  found 
proline  was  incorporated  into  cartilage  fotir  times 
the  amount  in  osteoarthritis  as  in  nonnal  joints. 
Hytlroxy-proline  was  studied  as  an  index  of  col- 
lagen turnover  and  it  was  found  to  inaease  six 
fold.  The  latter  varied  with  the  degree  of  arth- 
ritis. 

Injury  to  joints  can  ite  crijtpling  and  for  this 
reason,  understanding  of  how  cartilage  repairs 
itself  is  important.  Zucker-Franklin  and  Rosen- 
ber;i'  (Journal  of  Clinical  Investigation,  \'ol  59, 
p.  6-H,  Apr.,  1977)  have  described  “Platelet  In- 
teraction with  Modified  .Articidar  Cartilage”. 
The  authors  discussed  the  fact  that  platelets  as  a 
repair  factor  for  damaged  connective  tissue  have 
never  been  studietl  in  depth;  with  specific  refer- 
ence to  joints,  it  appears  that  platelets  do  not 
adhere  to  joints  and  there  is  no  interaction  be- 
tween minced  cartilage  and  platelets.  Zucker- 
Franklin  and  Rosenberg  then  removed  pro- 
teoglycan from  joint  cartilage  and  found  that 
platelets  would  aggragate  on  the  cartilage  col- 
lagen; if  jji'oteoglycan  tvas  again  added  to  the 
(ollagen  and  platelet  mixture,  the  joint  cartilage 
became  inert.  The  authors  injures  intact  joint 
cartilage  of  the  lix  ing  rabbits  and  found  that  there 
xvas  no  platelet  adhesion;  however,  xvhen  the 
joint  xvas  treated  by  intra-articular  trypsin  and 
then  later  injected  with  blood,  platelets  did  ad- 
heie  to  the  cartilage  surface.  I'hey  feel  that  this 
tvpe  of  interaction  could  lead  to  joint  repair. 

.Vnother  interesting  paper  reflecting  jxissible 
cause  of  osteoarthritis  is  “Collagenase  and  Col- 
lagenase  Inhibitors  in  Osteoarthritic  and  Normal 
Human  Gartilage”  by  Erlich,  Mankin,  Jones, 
^Vright,  Crispen,  and  \hgliau'i  (Jourtial  of  Clin- 
ical Investigation,  \’ol.  59,  p.  226,  Feb.,  1977). 
The  thrust  of  the  paper  is  to  the  effect  that  in 
long  standing  osteoarthritis  most  of  the  joint 
cartilage  is  lost  — and  this  probably  represents 
more  than  just  wear  and  tear.  They  report  that 
there  are  enzyme  systems  which  can  degrade 
proteoglycan.  The  mechanism  for  collagen  de- 
struction in  osteoarthritis  has  been  obscure.  In 
rheumatoid  and  septic  arthritis,  a synovial  col- 
lagenase has  been  found  and  it  xvill  destroy  the 
collagen  of  cartilage.  Ehrlick  et  al  have  found 
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a liei ctolorc  uiulisc ()\ ci  c'd  < olla^cnasc  in  osico- 
anhrilis  cartilage.  1 luis.  il  the  prcsciuc  ol  tliis 
enzyme  eonkl  be  coiilinned,  a “ood  explanation 
ior  tlie  cat  tilat>e  destniction  in  osieoartin  itic  joint 
disease  wonld  be  at  hand— not  weai  and  tear  but 


en/yinat  ie  desti  lu  tion. 

Miieli  ol  the  <lisal)ility  ol  om  a^iii'*  popnlation 
is  due  to  joint  disease.  Research  in  joint  disease 
will  nltiinately  lead  to  better  control— and  to 
better,  more  eomlortable  living  lor  the  aged. 


MEDICINE 


THE  MONTH  IN  WASHINTON 

'I'he  Congress  has  received  its  first  majerr  health 
frill  from  the  Carter  .Administration— a massive 
and  complicated  program  lor  limiting  hospital 
revenues  to  a nine  or  ten  percent  rise  annnally. 
Income  from  all  injraiients,  private  as  well  as 
federal  beneficiaries,  wonld  be  affected. 

Hospitals  exceeding  the  allowable  innease 
conlcl  be  socked  with  a jrenalty  tax  amonnting 
to  150  percent  of  the  “overcharges”.  .Such  offend- 
ers also  wonld  have  to  reduce  charges  the  follow- 
ing year. 

Physicians'  calf  ices  were  not  allectcd  by  the 
proposed  legislation,  though  Health,  Education 
and  AVelfare  .Secretary  Joseph  Califano  has  in- 
dicated this  is  under  study. 

Ehe  hospital  jrlan  received  the  fanfare  ol  a 
W'h  ite  House  send-off,  with  a statement  by  Pres- 
ident Carter  and  White  House  brielings  of  af- 
fected gronjrs  and  of  re]K)i  ters.  Contrary  to  some 
exjrcctations.  Carter  did  not  use  the  plan  as 
the  keystone  of  a major  health  message  to  Con- 
gress, though  he  mentioned  national  health  in- 
surance. 

“ 11  n rest  rained  health  costs  also  resti  act  our 
ability  to  plan  nece.ssary  improvements  in  our 
health  care  system,’’  Carter  said.  “I  am  deter- 
mined, for  example,  to  phase  in  a workable  pro- 
gram of  national  health  insurance.  Rnt  with 
current  inflation,  the  cost  of  any  national  health 
insurance  program  the  Achnini.stration  and  the 
Congress  will  develop  will  double  in  just  five 
years. 

Congressional  hearings  are  expected  to  open 


in  a few  weeks  on  the  hospital  program.  1 here's 
no  way  the  proposal  will  get  through  Congress 
unscathed,  experts  believe,  d’he  lawmakers  have 
been  pushing  to  bi  ake  the  costs  of  Medicare  and 
Medicaid,  but  a cost-conti ol  piogram  inc'ohing 
ati  entire  ]:)rivate  industry  is  a different  matter. 
'Eheie  is  tdmost  no  sentiment  in  Congress  for  a 
rec'ival  of  wage-price  cotitrols  lor  the  economy 
as  a whole. 

.\t  the  itisistencc  ol  oigani/ed  labor,  the  pro- 
posal contains  an  exemption  lor  hospital  wage 
increases  which  by  itself  would  appear  to  blow 
the  nine  percent  rcstiaint  out  of  the  water.  A 
hosjrital  could  adjust  upward  its  permissible  rev- 
enue by  the  amount  of  any  wage  increa.sc. 

Inpatient  revenues  of  the  6.000  acute  hospitals 
in  this  country  are  covered.  Brand  new  hospitals, 
federal  hospitals,  and  hosjritals  controlled  by 
Health  Maintenance  Oi gani/ations  (HMO's) 
wonld  be  exempt. 

The  legislation  also  imposes  a limit  on  neev 
ca|>ital  ex])enclitnres,  fixing  a national  level  lor 
such  ex]>etrclitures  below  that  of  recent  years  and 
allocatitig  new  ca]htal  spending  among  the  states 
by  formula.  With  the  assistance  of  loc'al  planning 
agencies,  each  .st.ate  would  determine  how  the 
hospitals  can  make  capital  expenditures. 

.States  which  operate  cost  containmeivt  pro- 
grams which  are  capable  of  meeting  the  lederal 
criteria  could  continue  their  own  regulatory 
ap]>roaches. 

President  Carter  said  his  program  will  save 
about  two  billion  dollars  in  fiscal  year  1978— 
starting  next  Oc  tober.  Eh  is  would  work  out  to 
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o\'er  §650  million  in  tlie  federal  budget,  over 
§500  million  in  state  and  local  budgets,  and  al- 
most §000  million  in  pri^'ate  health  instirance 
and  payments  by  i!uli\  iduals.  In  fiscal  year  1980, 
total  savings  were  put  at  §5.5  billion. 

The  American  Hospital  .Association  chmged 
that  the  control  measure  “woidd  severely  jeoj)- 
.irdi/e  the  pror  ision  of  hosjhtal  care  to  the  .Amer- 
ican puljlic."  llosjj'itals  and  physicians  will  unite 
in  opposing  it,  the  .\H.A  said. 

‘'I’his  proposal  woidd  not  only  prevent  hos- 
pitals from  increasing  services  to  patients,  it 
would  reipiire  some  to  cut  liack  existing  services," 
said  f.  .Alexander  .McMahon,  President  of  the 
.Ml. A,  at  a Washington,  D.C.  news  conference. 

‘■'rhe  real  victims  woidd  lie  the  sick  and  in- 
jured, anti  for  their  sake,  hospitals  across  the 
country  will  unite  to  oppose  this  bill." 

McMahon  said  the  .Administration’s  proposal 
is  "extremely  complicated  and  would  retpure  a 
huge  bureaucracy  to  enforce  it,  ftirther  atlding  to 
hospital  costs.”  He  preillcted  flatly  that  Congress 
woultl  reject  the  plan. 

.American  Medical  .Association  Executive  \'ice 
President,  james  H.  Sammons,  M.l).  said  that 
while  he  could  not  comment  in  detail  on  the 
President’s  proposal  without  study  that  “the  med- 
ical profession  must  be  concerneil  about  the  im- 
pact that  this  concentration  on  expendittires  will 
have  on  the  ipiality  and  availability  of  hospital 
care  for  the  American  people." 

AValter  J.  McNerney,  President  of  the  Blue 
Cross  A.ssooiation,  said  a jirogram  to  limit  the 
rate  of  innease  in  revenues  on  any  segment  of 
the  health  care  industry,  whether  hos|jitals  or 
other  ])roviders,  ought  to  be  ilesigned  not  only  to 
moderate  cost  increases  but,  eipially  important, 
to  proi'ide  incentives  foi  more  efficiency  within 
the  established  reienue  restrictions."  He  urged 
greater  flexibility. 

.Michael  Brombeig,  Director  of  the  Federation 
of  .American  Hospitals  (F.AH),  said  the  proposal 
“is  unfair  anti  arbitrary  anti  it  will  not  work.  Not 
only  is  it  impossible  to  inhibit  inflation  by  law, 
but  there  is  a real  tlanger  that  by  legislating  a 
ceiling  on  hospital  ct)sts,  the  Atlministration 
wotild  be  tlirecting  lurspitals  to  cut  back  on  the 
tpiality  of  heafth  care  tlelivery,"  he  saitl. 

.As  Carter  described  his  plan,  “This  legislation 
is  ni>t  a wage-price  contiol  program.  It  places  no 
restrictions  on  the  hos|>itars  ability  to  determine 
its  charges  lor  any  partietdar  .service.  It  places  no 
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limit  on  the  size  of  any  wage  demand  or  .settle- 
ment. I’he  program  establishes  an  overall  limit 
on  the  rate  of  increase  in  reimbursements,  per- 
mitting doctors  and  hospital  administrators  to 
allocate  their  own  resources  efficiently,  respond- 
ing to  local  needs  and  iiulividual  circumstances." 

d’he  cost  containment  system  is  “intended  to 
flow  directly  into  a long-term  prospective  reim- 
bursement .system,"  .said  Carter.  Congress  and 
the  .Administration  are  alreatly  at  work  on  this 
long-range  system,  he  added. 

binder  the  bill,  the  basic  limit  on  increases  in 
total  inpatient-care  revenues  would  be  set  by  a 
formula  reflecting  general  price  trends  in  the 
economy  as  a whole,  plus  an  additional  amount 
to  accommodate  some  increase  in  intensity  of 
patient  services. 

* * * * 

A crucial  vote  is  coming  soon  on  legislation  to 
arm  the  Federal  Trade  Commission  with  strong 
new  powers  orer  business  and  to  expand  its 
authority  over  non-profit  groups  including  medi- 
cal associations. 

d'he  full  House  Commerce  Committee  will  be 
taking  up  a bill  approved  recently  by  the  .Sub- 
committee on  Consumer  Protection.  The  issue 
pits  constnner  against  business  interests  with 
imjxrrtant  implications  for  the  medical  com- 
munity. 

d'he  Fd'C  has  been  very  active  for  more  than 
a year  in  the  medical  field,  taking  actions  against 
• medical  ethical  advertising  codes,  relative  value 
scales,  antitrtist  intpiiries  abotit  possible  resistance 
to  Health  Maintenance  Organizations  (HMO’s), 
challenging  the  valiility  of  professional  accredita- 
tion, among  other  moves. 

Heietofore,  the  Agency  has  not  had  the  power 
to  act  against  non-profit  associations  without 
contending  that  it  is  dealing  with  asjtect.s  that  are 
essentially  commercial.  1 he  bill  before  the 
House  Committees  would  for  the  first  time  make 
non-profit,  professional  groups  a clear  responsi- 
bility of  Fd’C. 

d’he  .American  Medical  .Association  has  urged 
that  uon-jirofit  organizations  not  be  placed  under 
Fd'C  control. 

Testifying  against  the  legislation  (H.R.  3816), 
former  Federal  Communications  Commissioner 
Newton  .Mi now,  speaking  for  the  .A.M.A,  warned 
Congress  that  an  F'TC  battle  coidd  devastate 
non-profit  groups. 

“.A  host  of  diverse  organizations  having  little 
or  no  impact  on  our  economy  would  become 
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sulijcct  to  the  rc<>ulatoi'y  juristlic lion  ol  the  (loin- 
inission  if  this  provision  is  adoptcil,  ” .said  Minow. 
‘■()i«aiii/ations  siuh  as  the  15oy  Stouts  ol  .\niei  iea, 
the  Deinoeratie  National  Cionnnittee,  the  Na- 
tional Association  lor  the  Athancement  ol 
C-olored  People  or  the  Ihiited  Fund  conkl 
sudtlenly  liiul  themselves  targets  ol  an  F F(] 
investigat ion  ..." 

Ihuler  H.R.  381(),  tlie  FIX’,  conltl  seize  the 
assets  aiul  records  ol  non-|)rotit  associations,  and 
levy  lines  up  to  $5,000  per  day.  d'he  .\M.\ 
warned  that  this  extreme  power  was  being 
grantetl,  not  to  tlie  normal  repository  ol  such 
authority— the  jutliciary— hut  rather  to  a letleral 
agency. 

“I'he  cumulative  ellect  of  tlie  \ast  punitive 
powers  aiul  resources  of  the  F 1 C would  cause 
all  luit  the  most  well  financed  organizations  to 
succumb  to  F'  1 (’.  pressures  and  demands,"  Minow 
said.  “It  is  difficult  enough  for  large  business 
corporations,  which  can  jxiss  such  costs  on  to  their 
customers,  to  do  battle  witli  the  government.  But 
for  a not-for-profit  charitable,  scientific  or  edu- 
cational organization  such  a battle  can  be  totally 
devastating,  d’he  ends  of  justice  are  not  served 
where  vindication  also  means  bankruptcy." 

.Mr.  Minow  also  warned  that  charities  subjected 
to  such  treatment  would  be  hardpressed  and 
would  be  forced  to  rechannel  funds  from  humani- 
tarian directions  to  legal  protection. 

“Every  dollar  that  tlie  American  (lancer  Society 
was  re([uired  to  speiul  on  F'etleral  d'rade  (lorn- 
mission  matters  would  lie  one  less  dollar  (or 
cancer  research." 

Focusing  on  the  health  sector,  the  AM.\  sjiokes- 
man  pointed  out  that  many  aspects  of  the  health 
field  today  don't  corres|K)nd  to  the  free  competi- 
tion model,  which  is  the  credo  of  the  F I (1.  F'or 
example,  certificate  of  need  reipiirements,  |rlaced 
on  health  care  facilities  by  tbe  1971  Health 
Planning  ,\ct  prevent  unrestricted  and  competi- 
tive expansion  by  hospitals. 

" I he  Federal  1 rade  (lommission  has  gone  on 
record  as  opposing  certilicate  of  need  laws  as 
anti-competitive,"  said  Minow.  “If  these  health 
care  institutions  are  brought  within  the  jurisdic- 
tion of  the  (Commission,  they  will  thus  be  laced 
with  conflicting  governmental  obligations." 
Similarly,  the  .Maximum  .Allowable  Cost  regula- 
tions maiulated  that  costs  for  drugs  supplied 
under  .Medicare  and  .Medicaid  should  not  be 


established  by  free  market  but  rather  by  a |rri(e 
lixed  by  the  Department  of  Health,  Education 
atid  Welhire.  “Itxtension  of  the  F PC's  jtn  isdic- 
tion  to  organiz.'itions  goserned  by  such  conflicting 
jjolicy  and  regulatoiy  jiiograms  would  lie  incon- 
sistent with  prenious  expressions  ol  Congressional 
policy  in  this  area."  d'he  .A.M.V  spokesman 
claimed. 

.Minow  cautioned  that  the  jiroposed  extension 
ol  F'FC  authority  would  ultimately  work  against 
the  |)ublic  interest. 

“Professional  .societies  ;ire  continually  exhorted 
to  exercise  more  supervision  and  regulation  over 
the  conduct  ol  their  members.  I he  Commission, 
however,  would  reletise  these  individuals  from  the 
ethical  structures  of  professional  associations  and 
stibject  the  ptiblic  tcj  actioti  based  upon  the  un- 
restrained ingenuity  of  individual  prolessionals 
tvith  only  the  go\'ernment  able  to  guard  against 
any  excess." 

* # # # 

I he  short  and  unhappy  Inireaucratic  life  of 
Christopher  F'ordham,  .M.D.  h;ts  been  concluded 
in  a policy  dispute  with  HEW  .Secretary  Joseph 
Calilatio.  Dr.  F’ordham,  designaited  to  be  tbe 
.Assistant  IIEW^  Secretary  for  Health,  spent  several 
weeks  on  the  jezb  before  deciding  he  had  had 
etiough.  d he  physician  returned  to  the  L'niver- 
sity  of  North  Carolina  where  he  heads  the  medietd 
schczol. 

Di.  Fordham's  decision  to  leave  locked  the 
Washington  health  establishment  and  the  HEW 
Department.  Fordham  concluded  the  .Assistant 
Secretaryship  Intel  been  stripped  ol  authority  and 
that  others  in  the  De|>artment,  especially  Cali- 
lano,  would  be  calling  the  shots  on  health-policy 
matters. 

I he  nomination  of  Di  . Fordham  was  ready  to 
go  to  the  Senate  when  he  made  his  announcement 
in  a 1)1  iel  letter  to  Califano  citing  “deep  personal 
reasons."  I he  North  Carolinian  woidcl  ha\c 
been  the  final  member  ol  the  HFW  top  command 
to  be  officially  seated  at  the  agency. 

Fhe  delay  in  lilling  the  spot,  and  the  reason 
for  Di . Fordham's  leaving,  is  caused  by  the  down- 
grading ol  the  position  as  a residt  ol  the  HEW 
reorganization  in  which  ellective  contiol  ovei 
Medicare  and  Oualitv  .Assurance  has  been  taken 
bom  the  health  branch  of  HEA\'  and  given  to 
the  new  llealth  Care  Financ  ing  .Achninisti  ation 
(HCFA). 

* * # * 
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riie  nation's  health  shows  sicatly  improvement, 
accordin<>  to  a 2r)-year  mortality  stirvey  by  the 
National  C’.enter  tor  Health  Statistics. 

Since  1950,  the  death  rate  h orn  stroke  and  heart 
disease  declined  steadily  in  those  agetl  25  to  74 
and  deaths  from  tnbercidosis,  once  a leading 
cause,  now  number  3.000  annually. 

Dorothy  Rice,  the  Director  of  the  Center  told 
the  Senate  Health  Stibconnnittee,  “the  spectacular 
decline  in  death  rates  from  heart  disease  may  well 
reflect  improvement  in  medical  care  . . . there 
appears  to  have  been  no  reduction  in  the  inci- 
dence of  heart  disease  dining  this  period  of 
sharply  declining  mortality.” 

The  mortality  rate  from  heart  disease  dropped 
30  percent  in  those  aged  45  to  74,  with  the  biggest 
gains  coming  in  the  last  six  years. 

The  death  rate  from  stroke  fell  even  more 
sharply  during  this  period— a 50  percent  decline 
for  the  45-04  age  group  and  a 45  percent  reduction 
for  those  05  to  74. 

4 he  aging  of  the  entire  Ih  S.  popidation  is 
demonstrated  fty  the  decline  in  the  overall  death 
rate.  After  leveling  off  in  the  1900's  the  death 
rate  has  steatlily  declined  in  the  1970's  and 
reached  an  all-time  low  in  1975  of  8.9  deaths  per 
1,000  popnlatioiE 

I.nng  cancer  had  the  biggest  jump  in  death  rate, 
tloubling  in  men  and  going  np  four  times  in 
women  since  1950. 

I he  increa.se  has  offset  declines  in  the  tlealh 
rate  from  cancer  of  the  stomach,  rectum,  cervix, 
and  itlerns. 

Infant  mortality  declined  Irom  29.2  to  10.1 
deaths  per  1,000  live  births,  but  the  United  States 
still  ranks  15th  in  infant  mortality. 

“4'he  total  rate  . . . masks  persistent  differences 
for  major  popidation  gTonps,  " reports  Mrs.  Rice. 
I he  death  rale  for  black  iidants  is  41  percent 
higher  than  for  whites,  and  for  black  infants  the 
mortality  rate  dining  the  first  four  weeks  of  life 
( 18.3  per  1,000  live  births)  exceetls  the  death  rate 
of  white  infants  during  their  entire  first  year  of 
life  (14.2). 

Mrs.  Rice  attributes  this  to  the  high  birth  rale 
among  black  teenagers  with  the  atteiuling  lack  of 

adecjnate  prenatal  care. 

* * * * 

President  Carter  has  sent  an  expanded  child 
health  screening  program  to  Congress. 

The  Child  Health  Assessment  Program 
(CHAP)  will  replace  Afedicaid’s  Early  and 
Periodic  .Screening,  Diagnosis  and  Treatment 


Program  (EPSDl)  for  children.  The  CHAP 
legislation  calls  for  new  spending  of  $180  million. 

Under  the  bill,  tbe  average  federal  payment  to 
the  slates  lor  health  care  provided  to  children 
wonld  rise  from  the  current  55  percent  to  75 
percent. 

Benefits  wonld  be  extendetl  to  children  under 
age  six  whose  family  income  level  makes  them 
eligible  for  assistance  Init  who  tlo  not  meet  addi- 
tional .state  eligibility  requirements. 

States  woidd  be  encouraged  to  assure  the 
availability  of  comprehensive  health  providers 
for  low-income  chiklren. 

President  Carter  said  the  CH.AP  program  is 
'‘urgently  needed  to  assure  that  more  low-income 
children  receive  regidar,  high-qnality  primary 
anti  preventive  care.  " 

* # * # 


David  L.  Lockhart,  M.D. 
Third  District  Councilor 


NEW  OFFICER  OF  THE  MEDICAL  SOCIETY 

At  the  1977  meeting  of  the  Arkansas  Afedical 
Society,  Dr.  Davitl  I,.  Lockhart  of  P'orrest  City 
was  elected  councilor  of  the  thirtl  district.  The 
council  is  the  governing  hotly  which  serves  Ite- 
tween  meetings  of  the  House  of  Delegates. 

Dr.  Lockhart  is  a native  of  New  Alexico,  where 
he  was  gradiiatetl  from  4'exico  High  School  as 
class  salntatorian.  He  received  his  B.S.  degree 
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Iroin  Havlor  IMiivcrsity  in  W'ato,  Texas,  aiul  his 
M.D.  cle,<>Tce  liom  the  Ihiiversity  of  Arkansas 
(:c)lle!>e  ol  Medicine.  Dr.  I.oikhart  interned  at 
St.  |(>hn's  Hos|)il;tl  in  I nls;i,  Oklalionni.  He 
served  in  the  I’nited  States  Xavy  ;tt  \hr«inia 
Ik'tich,  \'ir<>inia. 

Since  ( oinpletiiig  his  niililttry  obligation,  he 
has  lieen  in  private  practice  in  Forrest  City.  He 
is  a Family  Practitioner  and  a Fellow  in  the 
.\inerican  .\c;tdeiny  ol  Family  Practice.  Dr.  Lock- 
hitrt  has  recei\etl  the  .\.\[.\  Physician  Recognition 
.Vivard  twice. 

Dr.  Lockhart  is  a memhei  ol  the  Rotttry  and 
the  First  Baptist  Chinch  in  Forrest  City.  He  was 
chiel  of  staff  of  the  Forrest  City  Memorial  Hos- 
pital in  1975.  He  is  a member  of  the  Arkansas 
Foundation  for  Medical  Care  and  is  currently 
serving  on  its  Health  Care  Guidelines  and  Educa- 
tion Committee. 

Dr.  Lockhart  is  on  the  Baylor  University  Conii- 
cil  for  Institutional  Development,  which  is  a 
body  officially  constituted  for  the  guidance  and 
promotion  of  the  general  affairs  of  Baylor  Uni- 
versity. 


A NEW  LINK  IN  PATIENT  CARE-"MIST" 

The  lhii\ersity  of  Aikansas  lot  Medicttl  .Sii- 
emes  "MIS  F"  telephone  consultation  seixice  he- 
g;tn  ojteialion  on  |anuary  .8,  1977.  It  is  ;t  liee 
telejihone  seivice  to  jiliysicians  who  wish  to  dis- 
cuss medically  lelated  piohlems  with  LhXMS 
lactilly  whose  specialty  is  within  the  field  ol  their 
iiKptiry. 

■'.MISl”’  is  a code  name  tot  the  system  "Medical 
liifoi Illation  Service  via  Telephone.’’  Simply  dial 
the  appropi Lite  numher  listed  below;  a special 
ojK'iator  handles  all  calls  dining  the  hours  of 
S:.8()  .\.M.  to  1;()()  P.M.,  Monday  through  Friday. 
If  unable  to  immediately  locate  a consnltant,  she 
will  arrange  to  secuie  one,  and  call  back  as  soon 
as  possible. 

The  FIAMS  faculty  tilso  uses  this  “MIST”  sys- 
tem to  provide  follow-np  information  on  patients 
referred  theic  for  evaluation  and/or  interim 
treatment. 

FOLL  FREE  LELEPFIOXE  NUMBERS 
State-wide  “MIST" 

telephone  number:  1-800-482-5578 

Pulaski  County  Useis  “MIS4  " 

Felephone  Number:  Util -0226 


PERSONAL 


DR.  McCRARY  CONTRIBUTES 

Dr.  George  .X.  McCrary  was  among  contrib- 
utors toward  scholarships  for  junior  and  senior 
students  at  Ouachita  Baptist  University.  Thirty- 
five  students  received  scholarships  of  .S500  each. 

DR.  PINKERTON  RETURNS 

Dr.  Raymond  E.  Pinkerton  has  accejjted  the 
jxisition  of  Chief  of  .Xnesthesiology  at  Union 
Memorial  Hospital  in  El  Dcjraclo.  Dr.  Pinkerton 
had  been  Chief  of  .Xnesthesiology  at  St.  Joseph 
Xfeclical  Center  in  Ponca  City,  Oklahoma,  since 
1962.  Prioi  to  his  service  in  Ponca  City,  he  was 
in  Eamily  Practice  in  Cnrclon  for  four  years. 

DR.  MIZELLE  EMPLOYED 

Dr.  Joe  .Mizelle,  a third-year  resident  in  Psy- 
chiatry at  the  ITniversity  of  Arkansas  Medical 
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Center,  is  now  employed  by  Human  Services  in 
Peirycille  and  Conway,  d hiongh  Human  Serv- 
ices. Di.  Mi/elle  provides  psychiatric  coverage 
for  clinics  at  the  two  locations. 

DR.  HARWELL  HONORED 

Doctors  of  Osceola  participated  in  a sin  ju  ise 
bii  thday  |)arly  for  Dr.  Mallory  Harwell  in  April. 
Dr.  Harwell  flies  to  Osceola  twice  weekly  to  serve 
as  surgeon  at  the  Osceola  Memorial  Hospital. 
He  is  a native  of  Osceola:  the  son  of  the  late 
Di.  C.  M.  Harcvell,  St.,  of  Osceola.  Doctors  at- 
tending the  party  weie  Dis.  Eldon  Fairley,  Julian 
Fiiirley,  S.  Reggie  Citllom,  and  L.  1).  Massey. 

RECEPTION  HONORING  NEW  PHYSICIANS 

Judge  and  Mrs.  Milas  H.  Hale  of  Noi  th  Little 
Rock  hosted  a reception  honoiing  four  new  phy- 
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sicians  in  Nortli  Little  Rock;  l)rs.  Roland  Ander- 
son, Moliainetl  Kassain,  James  Miller,  and  Kurt 
Wilhelm. 

DR.  STOUGH  ON  PANEL 

Dr.  1).  Hltilord  Stougli,  111,  was  a participant 
at  the  13th  ,\nmial  Scientific  meeting  of  the 
.\nierican  Academy  of  Facial  Plastic  and  Recon- 
strtictive  Surgery  in  Boston,  Massachtisetts.  Dr. 
Stoiigh  disctissetl  office  smgery  on  a panel  pro- 
gram anti  presented  a jraper  on  the  subject  of 


liair  transjdantation.  Dr.  Stotigh  is  a Hot  Springs 
Dermatologist. 

DR.  ROBINSON  VISITS  IN  TEXAS 

Dr.  G.  Allen  Robinson  attended  the  Texas 
State  Medical  Society  convention  in  Houston 
recently. 

DR.  HOWARD  RESIGNS 

Dr.  Don  G.  Howard  recently  resigned  his  po- 
sition on  the  Fortlyce  School  Boartl  in  order  to 
tlevote  more  time  to  his  Family  Practice. 


DR.  JERRY  C.  CHAPMAN 

Pulaski  Gounty  Metlical  Society  has  accepted 
into  membershij)  Dr.  Jeiry  C.  Ghapman  of  Jack- 
sonville, Arkansas.  Dr.  Ghapman  is  a native  of 
Fennes.see.  He  recei\ed  his  B.S.  degree  trom 
Memphis  State  University  and  his  M.D.  degree 
from  the  llniversity  ol  I ennessee,  Memphis.  Dr. 
Ghapman  interned  at  the  Methodist  Hospital  in 
Memphis,  Tennessee. 

Dr.  Gliapman  is  a Family  Practitioner  witli  the 
Gresiview  Family  Glinic  at  #2  Grest\iew  Plaza, 
Jacksonville. 

DR.  WILLIAM  C.  FURLOW 

Dr.  William  G.  Furlow  is  a new  member  of  the 
Faidkner  Gounty  Medical  Society.  Dr.  Furlow 
is  a native  Arkansan  and  received  his  Bachelor 
of  Arts  in  Medicine  at  the  University  of  Arkansas 
in  Fayetteville.  In  1966,  he  received  his  ^M.D. 
degree  from  the  University  of  Arkansas  College 
of  Medicine.  Dr.  Furlow  interned  at  the  Uni- 
versity of  Arkansas  Medical  Center. 

He  spent  two  years  in  Internal  Medicine  res- 


idency and  had  a fellowship  in  Cardiology  at 
the  University  of  Arkansas  Medical  Center. 

Dr.  Ftirlow  served  in  the  United  States  Ait- 
Force  Hospital  at  Sherman,  Texas,  1967-1969. 

Dr.  Ftirlow  has  been  in  Conway  since  1972  and 
is  director  of  the  Coronary  Care  LInit  and  Chief 
of  Staff  of  the  Conway  Memorial  Hospital.  He  is 
an  Internist  and  Cardiologist,  with  his  office  in 
the  Conway  Medical  Croup  Btiilding  at  College 
and  Dennison.  He  is  board  certified. 

DR.  MICHAEL  E.  TEDDER 

The  Craigliead-Poinsett  Cotmty  Medical  So- 
ciety has  a nati\e  Arkansan  as  a new  member. 
Dr.  Michael  E.  Tedder  is  in  Family  Practice  at 
801  Osier  Drive  in  Jonesboro.  He  w^as  graduated 
from  Arkansas  Tech  in  1970  with  a Bachelor  of 
Arts  degree  and  in  1974  he  received  his  M.D. 
degree  from  the  Fbiiversity  of  Arkansas  College 
of  Medicine. 

He  interned  at  St.  Vincent  Infirmary  and  w'as 
in  general  stirgery  residency  at  the  University  of 
.\rkansas  Medical  Center  for  six  months.  He 
spent  six  months  at  Paragotild  as  part  of  the 
Area  Health  Edtication  Centers  program. 

He  is  chief  of  Emergency  Room  Care  of  the 
Ciraighead  Hospital  in  Jonesboro. 

DR.  WALTER  D.  HARRIS 

Dr.  Wbalter  D.  Harris  has  been  accepted  into 
the  membership  of  the  ^\bashington  County  Med- 
ical Society.  He  is  associated  with  the  Ortho- 
paedic-Netirological  Clinic,  2907  East  Joyce,  in 
Fayetteville. 

Dr.  Harris  received  his  B.A.  degree  from  Baylor 
University  in  Waco,  Texas,  and  his  M.D.  degree 
from  the  University  of  Arkansas  College  of  Med- 
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iciiie.  Upon  graduation,  he  went  to  St.  jolin’s 
Hospital  in  Tulsa  for  Iiis  internship  ;uul  one  year 
ol  lesidency  training. 

Dr.  Harris  served  in  the  Ihiited  States  .Vir 
Force  Iroin  1970  until  1970  and  was  in  residency 
training  at  Willord  Ihill  Lhiitetl  States  .\ir  Force 
Medical  Center  in  San  .Vntonio,  Fexas,  lor  lour 
years.  He  was  on  the  stall  ol  the  Carsts’ell  .\ir 
Force  Base  Hospital  in  Fort  AVorth  lor  one  year. 

Dr.  H;  irris  is  associate  clinical  prolessor  ol 
orthopaedics  at  the  University  of  Arkansas  Col- 
lege ol  Medicine.  He  is  hoard  certilied  Ity  the 
American  Board  ol  Orthopaedic  Surgeons. 

DR.  WILLIAM  C.  MARTIN,  II 

Dr.  William  C.  Martin,  11,  is  a new  member  of 
the  Washington  County  Medical  Society.  He  is 
a native  Arkansan  and  is  associated  with  the 
Fayetteville  Diagnostic  Clinic,  at  675  Foliar  Lane 
in  Fayetteville.  Dr.  Martin  specializes  in  Cas- 
troenterology  and  is  board  certified. 

Dr.  Martin  received  his  B.A.  degree  from  Hen- 
drix College  and  his  M.D.  degiee  from  the  Uni- 
versity of  Arkansas  College  of  Medicine.  He 
was  at  the  lbiiver,sity  of  Arkansas  Medical  Center 
for  his  internship,  residency  training  and  a fel- 
lowshiji  in  Gastroenterology. 

Dr.  .Martin  served  in  the  United  States  Air 
Force  from  1970  to  1972  at  Shaw  Air  Force  Ba.se 
in  Sumter,  South  Carolina.  He  began  private 
practice  in  Fayetteville  in  February  1977.  He  was 
on  the  teaching  staff  of  the  University  of  .Arkan- 
sas College  of  Medicine  for  two  years. 

DR.  J.  KENNETH  ASTON 

(haighead-Poinsett  County  Medical  Society  has 
accejrted  Dr.  J.  Kenneth  Aston  as  a new  member. 
Dr.  .Aston  is  a native  of  [onesboro  who  received 
his  B.S.  degree  from  Arkansas  State  University 
in  1962.  In  1965,  he  received  his  M.D.  degree 
from  the  University  of  Tennessee  Scitool  of  Med- 
icine. 

Dr.  Aston  served  a rotating  internship  and  a 
residency  in  Radiology  at  Wilford  Hall  Ibiited 
States  .Air  Force  Medical  Center  in  San  .Antonio, 
d’exas.  He  comjjleted  a Primaiy  Course  in  .Aero- 
space Medicine  in  196H.  He  was  on  the  l eaching 
Staff  at  'Wilford  Hall  Air  Force  Medical  Center 
in  the  Department  of  Diagnostic  Radiology'  from 
1972  until  1974.  He  was  separated  from  the  .Air 
Force  in  1974  as  a Lieutenant  Colonel.  He  prac- 
ticed in  Georgia  for  two  years  following  his  mil- 
itary service. 


Dr.  .\ston  is  Itoard  certified  in  Radiology  and 
in  Nuclear  Medicine.  He  is  Chief  of  Radiology 
at  Craighead  Memorial  Hospital,  .Adjunct  Pro- 
fessor at  .Arkansas  State  lliiversity,  and  has  a 
teat  lung  position  with  the  Northeast  .\rea  Health 
Fducation  Center  of  the  Llniversitv  of  .Arkansas 

z 

Scliool  of  Medicine. 

Dr.  .Aston's  office  adtlress  is  308  West  Monroe, 
fonesboro  72401 . 

DR.  MARGARET  A.  BEQUETTE 

Tiie  Crittenden  County  Medical  Society  has 
atlded  another  member  to  its  mcmijership  roll. 
Dr.  .Marg;  net  .Ann  Tipton  Becpiette  is  associatetl 
witli  tlie  Crittenden  Memorial  Hospital  in  the 
Department  of  Radiology  and  Nuclear  Medicine. 
Site  was  graduated  from  the  Lbiiversity  of  4 en- 
nessee  in  1967  and  completed  an  internship  and 
residency  at  the  Methodist  Hospital  in  Mem])his. 

Prior  to  moving  to  ^Vest  Memphis,  Dr.  Be- 
(piette  was  on  the  staff  of  St.  Mary’s  Hospital 
in  Cientralia,  Illinois,  for  five  years.  She  is  board 
certified  in  Radiology  and  Nuclear  Medicine. 

DR.  THOMAS  B.  CALLENDER 

Pulaski  County  Medical  Society  has  accepted 
into  its  memizership  Dr.  Thomas  B.  Calleiuler. 
He  is  an  .Anesthesiologist  with  the  Doctors  Hos- 
pital in  Little  Rock. 

Dr.  Callender  received  Iiis  B.S.  degree  from 
Moorhead  State  University  in  Minnesota  and 
his  .M.D.  degree  from  the  lbiiversity  of  Minnesota 
Medical  School  in  Minneapolis.  He  interned  at 
tlie  Tampa  General  Hospital  in  Florida  and 
served  an  .Anesthesiology  residency  at  the  Uni- 
versity of  IVashington  Medical  Center  in  Seattle. 

Dr.  Ciallender  is  board  eligible  iti  .\tiesthesi- 
ology. 

DR.  OTIS  H.  EDGE 

Dr.  Otis  H.  Edge  is  another  new  member  of 
the  Pulaski  Coutity  Medical  Society.  He  is  a 
native  .Arkansan  and  is  associated  with  the  Doc- 
tors Hospital  at  500  South  lbiiversity  in  Little 
Rock  as  an  anesthesiologist. 

Dr.  Edge  received  his  B.S.  degree  from  the 
Harding  College  iti  Searcy  and  Iiis  M.D.  degiee 
from  tlie  lbiiversity  of  .Vrkansas  College  of  Med- 
icine. He  interned  at  Camp  Pendleton  Naval 
Hospital  in  California  and  was  in  residency  train- 
ing ;it  the  Utiited  States  Naval  Hospital  iti  San 
Diego,  California,  in  .\nesthesiology.  He  is  board 
certified. 
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THINGS 


TO 

COME 


Pacemakers  tor  the  Primary  Care  Physician, 
Scptemljer  14-17,  1977,  Convention  Center,  Little 
Rock.  Arkansas,  s]xtnsored  Ity  the  Division  ot 
Cardiology,  Lhiiversity  of  Arkansas  lor  Medical 
Sciences.  Early  pre-registration  required,  as  en- 
rollment is  limited.  Contact:  .Mary  K.  Richards, 


M.D.,  University  of  .\rkansas  for  .Medical  Sci- 
ences, 4301  ^Vest  Markham,  Little  Rock,  Arkan- 
sas 72201.  This  Continuing  Medical  Edncation 
offering  has  applied  for  12  hours  of  credit  in 
Category  1 for  the  Physician's  Recognition  Award 
of  the  -Vinerican  Medical  ,\ssociation. 
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A character 

all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

Valiumf® 

(diazepam)^ 

2- mg,  5-mg,  10- mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows; 

Indications:  Tension  and  anxiety  states,  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors, psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation,  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy. spasticity  caused  by  upper  motor  neuron  dis- 
orders: athetosis:  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug  Children  under  6 months  of  age  Acute  narrow 
angle  glaucoma,  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  When  used  ad|unctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances. stimulation  have  been  reported:  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


cedarstone  psychiatric  institute,  inc. 

a day  psychiatric  hospital  for  care  and  treatment 
Route  6 of  emotionally  ill  adolescents  and  adults 

50  West\vind  Drive  CHARLES  S.  BETTS,  M.D. 

North  Little  Rock,  Arkansas  72118  HENRY  H.  GOOD,  M.D. 

(501)  771-1500  C.  WINSTON  BROWN,  M.D. 


FAMILY  PRACTITIONERS,  INTERNISTS, 
PEDIATRICIANS  WANTED  to  form  pri- 
mary care  group  practice.  Guaranteed  net 
annual  income  $40,000  (starting  rate). 
Free  rent  in  new  office  building  adjacent 
to  hospital.  Free  clerical,  paramedical 
staff,  malpractice  insurance,  equipment, 
and  utilities.  Across  river  from  major 
medical  center  — Memphis,  Tennessee. 
Call  R.  F.  Scruggs  collect  (501  ) 735-1500, 
Crittenden  Memorial  Hospital,  West 
Memphis,  Arkansas  72301 . 


AHEC  PROGRAM  DIRECTOR  AND/OR  DIRECTOR,  FAM- 
ILY PRACTICE  RESIDENCY  PROGRAM.  Organize  and  di- 
rect residency  program  in  city  of  26,000  population;  ser- 
vice area  of  over  275,000.  Family  Practice  Genter  newly 
modernized  and  affiliated  with  two  excellent  hospitals  in 
community.  Positions  carry  medical  college  faculty  status 
with  attractive  salary  and  fringes.  Primary  source  of  resi- 
dents is  senior  medical  students  who  take  elective  clinical 
rotations  at  this  location.  Residency  program  one  of  four 
operafed  through  Area  Health  Education  Centers  Program 
in  state.  Three  are  now  fully  accredifed  wifh  fofal  of  26 
residenfs  in  training.  Incumbent  will  have  benefit  of  ex- 
perience of  exisfing  programs.  Medical  and  business  com- 
munity fully  supporfive  of  program.  Candidafe  for  Family 
Pracfice  Residency  Program  should  be  Board  Cerfified  in 
Family  Practice.  AHEC  Director  should  be  certified  in 
Family  Practice,  Internal  Medicine  or  Pediatrics.  Send  cur- 
riculum vitae  to:  Roger  B.  Bost,  M.D.,  Executive  Director, 
Area  Health  Education  Centers  Program,  University  of  Ar- 
kansas for  Medical  Sciences,  4301  W.  Markham,  Liffle 
Rock,  Arkansas  72201.  An  equal  opportunity/af firmaf ive 
acfion  employer. 


DOCTORS  WANTED 

Will  build  medical  office  building  for 
two  or  more  family  practice  physicians. 
Reasonable  leasing  agreement.  Town  of 
2,674  population,  located  in  the  beauti- 
ful Ozark  Mountains,  great  place  to  raise 
children.  County  population  over  18,000. 
Modern  27-bed  (i  M & S hospital.  Ex- 
cellent hunting,  fishing,  vacation  facili- 
ties. 

Contact  Rex  H.  Burton,  Administrator, 
Carroll  General  Hospital,  Route  3,  Box 
36,  Berryville,  Arkansas  72616,  tele- 
phone 501  423-3355,  Ext.  13. 


PHYSICIANS  NEEDED 

SPRINGDALE:  Located  in  beautiful  northwest  Ar- 
kansas. Population  21,000;  primary  trade  area 
45,000.  205-bed  modern,  accredited  hospital.  Lo- 
cated within  eight  miles  of  the  University  of  Ar- 
kansas. Physician  needs  include  family  practice, 
pediatricians,  internal  medicine,  anesthesiology,  and 
other  specialists.  Community  physicians  support 
recruitment.  Opportunity  to  join  existing  practices 
or  establish  own.  Contact  any  physician  or  Mr. 
Hugh  D.  Means,  Administrator,  Springdale  Memo- 
rial Hospital  607  Maple  Street,  Springdale,  Arkansas 
72764,  phone  AC  501  751-5711. 
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Medical  Student  Mortality  at  Arkansas,  1879—1976 


Horace  N.  Marvin,  Ph.D. 


s part  o£  a major  project  to  codify  and  to 
computerize  the  records  of  all  students  enrolled 
in  Arkansas’  medical  school  since  its  founding 
in  1879,  the  cause  of  termination  of  enrollment 
was  determined  as  accurately  as  possible.  One  of 
the  reasons  for  termination  was  death  while  en- 
rolled as  a student.  The  frecpiency  and  cause  of 
death  among  medical  students  seem  to  be  of 
enough  interest  that  a special  report  is  wai'ranted. 

Of  the  2 1 deaths  occurring  in  the  98-year  period, 
the  cause  was  determined  in  all  but  three  in- 
stances. Information  was  drawn  from  record  books 
for  the  ear  ly  years,  death  certificates  more  recent- 
ly, student  records  on  file  in  oiu'  office,  and  jrer- 
sonal  information.  As  listed  in  Table  1,  accidents 
were  the  most  frequent  cause  of  death,  and  tliree 
of  the  seven  were  recreationally  related.  All  of  the 

Table  1 

Causes  of  Death 


Number 

% of  Known 

Infectious  Disease 

6 

33 

Pneumonia 

3 

Influenza 

1 

Encephalitis 

1 

Tuberculosis 

1 

Malignancy 

2 

11 

Lymphosarcoma 

1 

Astrocytoma 

1 

Accidental 

7 

39 

Drowning 

1 

Car 

9 

Plane 

3 

Boating 

1 

Cardiova,scular 

2 

11 

Acute  coronary 

occlusion 

1 

Congenital  aneurysm 

1 

Appendicitis 

1 

6 

Not  known 

3 

^Associate  Dean  for  Academic  Affairs,  University  of  Arkansas  for 
Medical  Sciences,  4301  West  Markham,  Little  Rock,  AR  72201 


deaths  resulting  fiom  infectious  diseases,  the  sec- 
ond most  freejuent  cause,  occuned  prior  to  1935. 

Of  special  note  is  the  absence  of  suicidal  death 
among  the  eighteen  instances  for  which  the  cause 
is  known.  This  finding  is  in  sharp  contrast  to  the 
results  of  othersi'S  who  report  that  suicide 
accounts  for  5-66%  of  the  deaths  of  medical  stu- 
dents. The  Arkansas  data  agree  in  another  way, 
however,  in  that  accidents,  malignancies,  and  fa- 
tal cardiovascular  events  were  the  predominant 
causes  of  death  during  the  last  40  years. 

The  age  at  the  time  of  death  ranged  from  21  to 
45  years,  distributed  as  follows: 

21  - 1 25  - 2 30  -2 

22  - 1 26  - 2 33  -1 

23  - 1 28  - 1 45  -4 

24  — 4 29  — 1 Unknown  — 4 


Nine  of  the  21  students  died  during  the  fresh- 
man year,  4 during  the  sophomore  year,  6 as 
juniors,  and  only  2 during  the  senior  year.  The 
home  residence  was  known  for  each  of  the  18 
whose  deaths  were  certified.  Almost  all  students 
dying  prior  to  1935  were  from  homes  in  small 
1 ural  communities,  but  after  that  ilate  the  majori- 
ty of  the  group  came  from  large  urban  commu- 
nities. Although  1935  also  divides  the  deaths  due 
to  infectious  disease  from  those  resulting  from 
nominfeotious  causes,  a causal  relationship  is  not 
implied.  A more  plausible  explanation  rests  in 
better  medical  care  and  availability  of  antilriotics 
effective  in  controlling  infections. 

For  comparative  purposes  it  is  desirable  to  con- 
vert the  number  of  deaths  to  death  rates  (deaths/ 
1,000).  Table  2 pre.sents  the  number  of  deaths 
tluring  each  academic  year  in  which  deaths  oc- 
curred, and  the  total  enrollments  for  each  of 
those  years.  The  rate  calculated  for  each  year 
varies  from  2.3  per  1,000  to  the  spurious  rate  of 
50.0  per  1,000.  This  yields  a simple,  unweighted 
arithmetic  mean  of  9.8  per  1,000  for  the  18  years 
listed,  also  an  unrealistic  result.  Summating  the 
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Table  2 


Death  Rates  by  Individual  Years 


.Academic 

T otal 

A'ear 

Deaths 

Enrollment 

Deaths  1,000 

1879-80 

1 

20 

50.0 

1885-86 

1 

51 

19.6 

1886-87 

1 

58 

17.2 

1899-1900 

1 

121 

8.3 

1900-01 

1 

240 

4.2 

1901-02 

1 

219 

4.6 

1909-10 

1 

171 

5.9 

1917-18 

1 

53 

18.9 

1924-25 

1 

136 

7.4 

1932-33 

1 

196 

5.1 

1933-34 

1 

201 

5.0 

1936-37 

2 

298 

6.7 

1942-43 

1 

284 

3.5 

1951 -.52 

o 

325 

6.2 

1952-53 

1 

322 

3.1 

If  162-63 

o 

341 

5.9 

1964-65 

1 

359 

2.8 

1972-73 

1 

432 

2.3 

98  year  total 

: 21 

20,947 

1.0 

annual  enrollment,  however,  there  were  20,947 
students  enrolled  during  the  98  years  in  which 
the  total  of  21  deaths  occurred,  yiekling  a rate  of 
1.0  per  1,000  students  enrolled. 

One  of  the  difficulties  in  making  comparisons 
over  such  an  extended  study  is  the  variation  in 
the  manner  in  which  national  statistics  are  re|x>rt- 
ed.  Vital  .statistics  in  tabular  form'’’  were  first 
reported  in  1900,  but  only  for  10  states  and  the 
District  of  Columbia.  Registering  states  were  add- 
ed a few  at  a time  until  all  w'ere  included  by  1933 
when  Texas  joined  the  group.  The  only  age 
grouping  reported  throughout  the  peritxl  1900  to 
1977  was  the  deaths  per  1,000  white  males  age 
15-24  years  of  age.  I’he  20-24  year  old  group  is 
more  comparable  to  the  medical  student  popula- 
tion, but  these  data  were  published  for  only  a 
more  recent  portion  of  the  period  of  interest 
here."'* 

■Since  the  national  death  rates  for  the  15-19  year 
old  groups  were  invariably  less  than  for  the  20-24 
year  old  groups,  fusing  the  tlata  resulted  in  rates 


less  than  those  of  the  20-24  year  old  groups  alone. 
.Vlso  the  national  reference  data  were  restricted  to 
white  males,  although  females  and  Blacks  have 
been  enrolled  at  Arkansas.  Since  females  and 
Blacks  were  only  5%  and  0.5%,  respectively,  of 
the  Arkansas  cohort,  the  irse  of  the  national  white 
male  data  for  reference  could  be  justified. 

I’hus  for  the  Avhite  male  15-24  year  old  group, 
from  1900  through  1973,  the  national  death  rate 
varied  from  1.7  to  1 1.4  per  1,000  with  a temjxtrary 
high  in  1918  and  again  in  1943-1945.  The  simple, 
unweighted  arithmetic  mean  was  3.1  1,000  for  the 
perioil.  I he  rate  of  1.0  1,000  for  Arkansas’  med- 
ical students  is  substantially  less. 

SUMMARY 

In  conclusion,  a study  has  been  made  of  Ar- 
kansas medical  student  deaths  over  a span  of  many 
years.  Death  rate  tvas  lower  than  in  a national 
cohort  of  white  male  individuals.  Accidents  were 
the  commonest  cause  of  dying:  no  suicidal  deaths 
tvere  recorded  during  the  98-year  period. 

•Special  appreciation  is  extended  to  Mr.  Robert 
r.  Bailey,  Arkansas  State  Registrar,  Division  of 
Vital  Records,  for  assistance  in  the  search  of 
archives  dating  back  to  1880. 
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An  Outbreak  of  Aseptic  Meningitis  in  the  Area  of 
Fort  Smith,  Arkansas,  1975,  Due  to  Echovirus  Type  4 

Estelle  B.  Moses,  B.A.,*  Andrew  G.  Dean,  M.D.**, 

Milford  H.  Hatch,  Sc.D.***,  and  Almen  L.  Barron,  Ph.D.* 


INTRODUCTION 

111  1975  a cooperative  pro<>rain  was  uiiclertaken 
to  provide  clinical  virology  service  in  the  state  of 
Arkansas****.  The  development  of  this  program 
has  facilitated  laboratory  and  epidemiological  in- 
vestigations of  illnesses  associated  with  rectal  in- 
fections. In  May,  1975  an  outbreak  of  aseptic  men- 
ingitis in  Fort  Smith  was  reported  to  the  Arkansas 
Department  of  Health  and  the  results  of  the  in- 
vestigation of  this  outbreak  are  rejxirted  in  this 
paper. 


DESCRIPTION  OF  THE  OUTBREAK 

T.e  reports  of  physicians  to  the  Arkansas  De- 
partment of  Health  were  supplemented  by  re- 
view of  records  of  all  patients  whose  cerelirospinal 
fluid  ((iSF)  was  received  for  culture  at  the  labora- 
tories of  the  two  major  hospitals  in  Fort  Smith  — 
Sparks  Regional  Medical  Center  and  St.  Edwards 
Mercy  Hospital.  DescTiptions  of  99  cases  were  ob- 
tained from  emergency  room  and  in-patient  hos- 
pital records  and  11  of  the  j>atients  also  had  per- 
sonal or  telephone  interviews  concerning  epide- 
miologic features  of  the  disease. 

.Most  cases  had  mild  prodromal  symptoms,  nau- 
sea and  vomiting  (50%)  , diarrhea  (3%),  sore 
throat  (1%)  , and  fever  (100°  to  102°,  occasional 
of  104°)  for  one  to  .several  days,  followed  by  the 
sudden  onset  of  .severe  headache  (98%).  They 
usually  came  to  the  hospital  during  the  first  day 
of  headache  and  were  fouiul  to  have  mild  or  mcxl- 
erate  nuchal  rigidity  (55%)  and  often  photopho- 
bia (24%).  Eleven  percent  had  chills  or  sweats. 
Two  patients  had  a rash. 

•Sixty-four  patients  had  fever,  headache  and  CSE 
pleocytosis  (greater  than  5 leukocytes  per  mm'*). 


*Dcpartmciit  of  MicrobiologA'  and  Immunology,  College  of  Medi- 
cine. University  of  Arkansas  for  Medical  Sciences,  Little  Rock,  Ar- 
kansas 72201 . 

••Arkansas  Department  of  Health,  Acting  Chief  of  Communicable 
Disease,  and  F.IS  Officer.  Kureau  of  Epidemiology,  Center  for  Dis- 
ease Control.  Atlanta.  Georgia  30333. 

•••Center  for  Disease  Control,  Atlanta,  Georgia  30333. 

•••*lhis  venture  was  sponsored  by  the  Arkansas  Department  of 
Health,  Division  of  Communicable  Diseases  (Dr.  Andrew  G.  Dean, 
Dr.  Mark  E.  White),  the  University  of  Arkansas  for  Medical  Sciences, 
College  of  Medicine,  Department  of  Microbiology  and  Immunology 
(Dr.  Almen  L.  Barron,  Mrs.  Estelle  B.  Moses)  and  the  Veterans 
Administration  Hospital,  Little  Rock,  Clinical  Virology  Laboratory 
(Dr.  Paul  N.  Morgan). 


C^.SF  leukocyte  counts  ranged  from  less  than  5 (in 
8 patients)  to  8h4  per  mm'*.  Fifty-five  jrercent  had 
(i.SF  procein  levels  of  45  mgm%  (range  15  to  8(1 ) 
and  all  CSF  glucose  levels  were  above  58  mgm%. 
In  the  first  two  days  of  headache  al)out  tlnee- 
fourths  of  the  cells  in  the  C.SF  were  neutrophils; 
the  few  counts  performed  later  showed  100% 
mononuclear  cells.  4 hirty-three  had  severe  head- 
ache and  fever  or  stiff  neck  but  did  not  have  lum- 
bar puncttires.  .Most  patients  had  a normal  letiko- 
cyte  count  and  liver  function  tests,  when  done, 
were  normal.  Typically  hospitalized  cases  were 
afebrile  on  the  second  or  third  tlay  and  discharged 
by  the  fourth  day. 

Fifty-one  of  the  cases  lived  in  Fort  .Smith  and 
the  remainder  over  an  area  about  100  by  60  miles. 
Cases  in  May  and  early  June  were  scattered  among 
.small  towns  outside  of  Fort  Smith  (Fig.  1).  4 he 
outbreak  peaked  in  Fort  Smith  the  second  week 
in  I line  but  was  more  gradual  in  the  surrounding 
area  (Fig.  2).  By  mid-.\ugust,  no  further  ca.ses 
were  reported  within  the  city.  The  last  cases  oc- 
curred outside  of  Fort  Smith.  I he  oldest  case  was 

1 

1 


OKLAHOMA 


I ^ DENOTES  45  CASES 

j • DENOTES  1 CASE 

Figure  I . 

Distribution  of  cases,  aseptic  meningitis.  Fort  Smith  .Area,  AR,  May- 
vSept..  I975,  (09  cases) 
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DATE  OF  ONSET 

Figure  2. 

Date.s  of  onset  of  cases  of  aseptic  meningitis  in  the  Fort  Smith  Area,  May-Sept.,  1975 


48  years  of  age  and  the  youngest  was  three  years, 
with  a peak  from  15  to  29  yems  (Fig.  3).  Only 
13%  were  under  15  years  of  age.  Females  were 
affected  slightly  more  frequently  than  males 
(55:45). 


AGE 

IN 

YEARS 


Figures. 

Age  distribution,  aseptic  meningitis,  Fort  Smith  Area,  AR,  May-Sept., 
1975  (99  cases) 


Two  families  had  three  cases  each,  and  51%  of 
family  members  of  other  cases  had  had  illnesses 
with  headache  within  two  weeks.  Three  patients 
of  twenty-five  questioned  had  received  blows  to 
the  head  respectively  one  clay,  one  week  and  an 
unknown  but  short  period  before  onset  of  menin- 
geal .symptoms.  Two  of  these  were  described  as 
severe  enough  to  leave  a visible  contusion  or  lacer- 
ation. 

VIRAL  ISOLATION  & IDENTIFICATION 
DISCUSSION 

Throat  and  rectal  swabs  collected  from  patients 
were  placed  in  tubes  containing  transport  me- 
dium. All  specimens  were  frozen  as  soon  as  possi- 
ble after  collection  and  were  transported  to  die 
laboratory  in  Little  Rock  on  dry  ice.  Cerebrospi- 
nal fluids  (CSF)  submitted  for  bacterial  culture 
at  the  two  Fort  Smith  Hospitals  were  frozen  at 
—20°  C and  later  shipped  to  Little  Rock.  In 
some  instances  transportation  to  the  laboratory 
was  delayed.  Swabs  and  stool  specimens  were  proc- 
essed according  to  standard  procedures.^  Speci- 
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mens  were  iiuKulated  into  cell  cultures  ol  pi  imary 
rhesus  monkey  kidney  pro^■ided  by  Dr.  Paul  N. 
Mor!>an,  Glinical  \'irology  Laboratory,  \'eterans 
Administration  Hospital,  Little  Rock.  (Cultures 
were  maintained  in  Eagle  Basal  Medium  (BME) 
containing  3%  fetal  calf  serum  and  gentamicin 
50  ugm  ml  and  amphotericin  B 5 ugm /'ml  and 
observed  regularly  for  viral  cytopathic  effect  un- 
der the  microscope.  Specimens  tvere  considered 
negative  if  no  cytopathic  effect  was  detected 
within  13  days  of  incubation  at  37°  C.  When  cy- 
topathology  was  observed,  the  material  received 
a second  jiassage.  Identification  of  isolates  was 
performed  Ity  the  viral  neutrali/ation  test  employ- 
ing procedures  previously  rejxrrted.-  A standard 
do,se  of  virus  suspension  was  mixed  with  appro- 
priate dilutions  of  intersecting  reference  anti- 
serum pools  (poliovirus  tyj>es  1-3,  coxsackievirus 
group  B t)  j3es  1-6,  coxsackie  group  A types  7,  9, 
and  16,  echovirus  types  1-33,  excluding  type  8). 
All  isolates  identified  by  this  procedure  were  veri- 
fied by  using  monospecific  echovirus  type  4 anti- 
serum prepared  in  a green  monkey  and  provided 
by  Dr.  Thomas  D.  Flanagan,  Erie  County  Virolo- 
gy Lalioratory,  Buffalo,  New  York.  Simultaneous- 
ly, specimens  from  eight  cases  were  studied  at  the 
Center  for  Disease  Control.  Echovirus  type  4 was 
isolated  from  seven  of  these  cases.  Other  than  con- 
tamination occurring  in  one  specimen,  there  was 
complete  agreement  in  the  results  olttained  be- 
tween the  two  laboratories. 

Virus  isolation  was  positive  in  15  cases  of  39 
investigated  in  the  laljoratory  (38%).  In  each 
case  the  virus  isolated  was  identified  as  echovirus 
type  4.  Echovirus  tyjx?  4 was  identified  from  six 
CSE  sjrecimens,  four  throat  swabs,  three  rectal 
swabs  and  two  stool  specimens.  E'rom  three  pa- 
tients an  enterovirus  was  isolated  from  more  than 
one  specimen  and  the  additional  isolate  was  pre- 
sumed to  be  echovirus  type  4.  The  isolation  rate 
from  the  sj>ecimens  sul)mitted  was  as  follows: 
(No.  pos./No.  tested)  CSE  — 6/27  (22%),  throat 
swab  — 4/15  (27%),  rectal  swab  (including  two 
stool  specimens)  —8/17  (47%). 

In  addition  to  the  Eort  Smith  outbreak,  a total 
of  20  cases  of  aseptic  meningitis  were  studied  in 
the  Virus  Laboratory  at  UAMS  in  1975.  Echovirus 
type  4 was  isolated  from  the  spinal  fluid  and 
throat  swab  collected  from  a 10-year-old  girl  hos- 
pitalized at  the  Arkansas  Children’s  Hospital,  Lit- 
tle Rock.  In  this  case  the  onset  date  was  approxi- 


mately 1 1/24/75.  Of  interest  is  the  fact  that  echo- 
vii  us  lype  33  was  isolated  from  the  stool  of  a pa- 
tient in  Smackover,  Arkansas,  and  a rectal  swab 
from  another  j>atient  in  .Vshdown.  Ehe  onset  of 
illness  in  these  cases  was  approximately  9/18/75 
and  9 17/76  respectively.  E'rom  two  additional 
patients,  one  in  Newport  and  the  other  in  Smack- 
over,  an  adenovirus  was  recovered. 

Enteroviruses  were  isolated  from  other  individ- 
uals with  illnesses  other  than  a.septic  meningitis. 
Echovirus  type  9 was  recovered  from  a patient 
tcith  rash  in  Saline  County  and  in  two  instances 
jrolioviruses  were  recovered  from  individuals  with 
a history  of  recent  polio  vaccination.  In  one  case, 
poliovirus  type  3 was  identified  and  in  the  other 
all  three  serotypes  were  recovered. 

DISCUSSION 

’iVdien  eight  cases  of  aseptic  meningitis  were 
first  reported  to  the  Arkansas  Deptutment  of 
Health  by  a Eort  Smith  physician  in  early  June, 
several  possible  diagnoses  were  considered.  En- 
teroviruses are  the  most  common  cause  of  such  out- 
breaks, but  other  possibilities  were  considered 
when  it  was  learned  that  several  of  the  patients 
had  contact  with  hamsters,  a possible  source  of 
lymphocytic  choriomeningitis  (LCM)  virus.  The 
presence  of  thousands  of  recent  arrivals  from  Viet- 
nam at  Eort  Chaffee  in  the  center  of  the  affected 
area  raised  the  question  of  imported  viruses  such 
as  dengue  or  Japanese  B encephalitis.  I’hese  tpies- 
tions  were  laid  to  rest  within  a week  by  the  isola- 
tion of  echovirus  type  4 from  seven  of  the  first 
eight  patients  studied. 

A 11  timber  of  human  enteroviruses  cause  menin- 
gitis, including  poliovirus  and  a variety  of  .sero- 
types of  echovirus  and  coxsackieviruses.  The  asso- 
ciation of  echovirus  type  4 with  outbreaks  of  a.sep- 
tic meningitis  has  been  well  documented  in  this 
country  as  well  as  elsewhere  in  the  world. ^ In  the 
U.S.  during  1975,  echovirus  type  4 was  isolated 
from  a single  case  of  a.septic  meningitis  in  Ore- 
gon.^ In  addition,  echovirus  tyjx;  4 was  isolated 
from  seven  cases  (Texas— 3,  North  Dakota— 2, 
New  Elampshire— 1,  and  Missotiri— 1 ) at  the  CDC 
laboratories.  In  the  South,  outijreaks  have  been 
reported  in  Kentucky,  WTst  Virginia,  Georgia, 
and  I'exas.^  In  1971,  an  epidemic  of  aseptic  men- 
ingitis occurred  in  New  Orleans  and  echovirus 
type  4 was  recovered  from  61  patients  of  166 
studied.*^  Of  the  61  patients,  the  specimens  giving 
the  highest  yield  were  throat  (88%),  stool  (87%), 


Volume  74  Number  3 — August,  1977 


123 


An  Outbreak  oi  Aseptic  iMentngitis  in  the  Area  oe  Fort  Smith,  Arkansas,  1975,  Due  to 

Echovirus  Type  4 


ami  OSF  (75%)  — the  materials  usually  of  most 
\ alue  in  cuterovirus  epidemics. 

Successful  virus  isolation  iu  studies  of  such  out- 
Itreaks  depends  on  a mimlter  of  critical  factors, 
namely:  time  of  collection  of  specimens,  storage 
(refrigeration  for  short  periods  or  freezing),  trans- 
portation, and  techniipies  used  by  the  laboratory 
for  viral  isolatiou.  Iu  our  study  the  number  of 
positive  cases,  15/39  (38%)  was  probably  smaller 
than  would  be  expected.  This  could  be  atu  ibuted, 
in  part,  to  the  time  of  collection  of  sj^ecimen  after 
onset  of  illness  but  was  probably  more  associated 
witli  delay  in  freezing  of  the  specimens  and  trans- 
portation to  Little  Rock.  Many  of  the  CSF  speci- 
mens collected  in  this  epidemic  had  already  been 
submitted  for  bacteriology  and  were  not  ideal 
specimens  for  virology  after  hours  or  days  at  room 
temperature.  Despite  this,  virus  was  isolated  from 
6 of  27  CSF  specimens. 

The  epidemic  did  not  spread  acro,ss  the  State, 
but  remained  localizetl  to  the  Fort  Smith  area, 
d'his  may  have  been  due  to  differences  in  previous 
experience  with  this  virus  in  different  parts  of  the 
State,  or  to  other  factors.  One  case  of  echovirus 
tyjje  4 associated  with  meningitis  was  identified  in 
Little  Rock  in  November,  but  uo  other  ca.ses  in- 
volving echovirus  type  4 were  detected  outside  the 
Fort  Smith  area. 

Fhe  prolonged  time  coitrse,  geographic  dis- 
tribution and  high  secondary  attack  rate  within 
families  in  this  epidemic  all  point  to  person-to- 
person  transmission  and  this  is  the  most  likely 
mode  of  spread. 

'Fhe  primary  control  measures  taken  in  the  Fort 
Smith  epidemic  consisted  of  isolation  of  patients 
dtiring  hospitalization  and  the  dissemination  of 
information  airout  the  epidemic  to  the  pidrlic  and 
the  medical  community  in  Fort  Smith.  A rash  ac- 
companied the  echovirus  type  4 infections  very 
rarely  (2%),  and  this  information  facilitated 
recognition  of  two  cases  of  Rocky  Mountain  Spot- 
ted Fever  which  occurred  at  the  same  time.  A case 
of  meningococcal  meningitis  was  also  recognized 
as  being  clinically  more  severe  and  was  successful- 
ly treated  after  CSF  examination.  A check  of  cul- 
ture and  chlorination  records  and  Fort  Smith 
water  supply  revealed  no  cause  for  concern  and 
cases  did  not  center  about  any  particular  swim- 
ming area;  indeed  almost  half  had  not  been  swim- 
ming recently.  I he  investigation  was  therefore  of 
immediate  practical  value,  demonstrating  that 


cond)ined  epitlemiologic  and  virologic  investiga- 
tion of  community  outbreaks  is  of  more  than  aca- 
demic import. 

Most  epidemics  of  meningitis  due  to  echovirus 
type  4 have  affected  children  more  than  adidts 
and  males  frequently  outnumber  females.”  In  tlie 
epidemic  reported  here  the  reverse  was  true;  fe- 
males comprised  the  majority  (55:45)  and  very 
few  young  children  were  involved.  The  average 
family  size  of  cases  was  3.6  compared  with  the  2.9 
listed  in  the  1970  FI.S.  Census  for  Fort  Smith,  sug- 
gesting that  individuals  living  with  several  chil- 
tlren  were  more  at  risk  than  those  living  alone.  If 
close  contact  with  children  was  the  main  mode  of 
transmission,  this  would  also  explain  the  higher 
attack  rate  in  females  of  the  childbearing  age 
found  in  this  epidemic. 

Fypically  in  enterovirus  epidemics  there  are  a 
numljer  of  asymptomatic  infections  and  minor  ill- 
nesses for  every  case  of  aseptic  meningitis.  The 
factors  which  determine  the  outcome  of  infection 
are  largeh  unknown  other  than  preexisting  anti- 
body and  the  age  and  .sex  of  the  patient.  Minor 
trauma  to  an  extremity  such  as  from  an  intra- 
muscular injection  may  predispose  to  paralysis  of 
that  extremity  during  an  epidemic  of  poliomyeli- 
tis.^ 1 he  history  of  head  injury  in  three  of  twenty- 
five  cases  asked  this  qitestion  suggests  that  trauma 
to  the  meninges  may  tip  the  balance  in  favor  of 
meningeal  invobement  during  an  infection  with 
echovirus  tyjae4. 

1 he  isolation  of  echovirus  tyj>e  33  from  two 
cases  of  aseptic  meningitis  occurring  in  Smack- 
over  and  Ashdown,  Arkansas,  is  worthy  of  com- 
ment. Til  is  serotype  was  originally  isolated  in 
Mexico  from  a normal  individual  and  its  role  in 
causing  aseptic  meningitis  or  other  illnesses  has 
not  been  established.  I here  are  no  reports  of  iso- 
lation of  this  virus  as  the  predominant  serotyjre  in 
outbreaks  of  aseptic  meningitis.  The  fact  that  the 
virus  was  recovered  in  our  sttidy  from  stool  speci- 
mens suggests  btit  does  not  prove  that  echovirtis 
type  33  caused  the  meningitis. 

SUMMARY 

At  least  99  cases  of  aseptic  meningitis  occurred 
in  the  Fort  Smith  area  of  Aikansas  between  May 
12  and  Septemlier  1975.  Echovirus  type  4 was  iso- 
lated from  15  cases  of  39  studied  virologically,  and 
in  six  cases  from  cerebrospinal  fluid.  Approxi- 
mately half  of  family  contacts  of  cases  had  fever 
and  headache.  All  available  evidence  pointed  to 
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pcr,son-to-pcr.soii  .spread  ol  tlie  illness.  \'iral  isola- 
tion, epidemiologic  studies  and  rapid  rlissemina- 
tion  ol  inlormation  to  the  medical  community 
were  the  major  public  health  measures  applied. 
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The  Brown  Recluse  Spider  and  Necrotic  Arachnidism 

A Current  Review 
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INTRODUCTION 

' J.  lie  brown  recluse  spider  is  abundant  in  the 
soutiicentral  and  southeastern  United  States  and 
several  reports  indicate  that  envenomation  of  man 
is  rather  common  in  these  geographical  areas.  The 
sjhder  is  particularly  prevalent  in  both  urban  and 
rural  localities  of  Arkansas,  and  the  opportunity 
for  contact  with  it  is  commcjnplace.  Today  this 
spider  may  create  more  of  a medical  problem  in 
these  areas  than  does  the  black  widow  spider, 
I.atrodectus  ivactans. 

The  literature  regarding  the  biology  of  this 
spider  and  the  clinical  manifestations  of  human 
envenomation  is  not  copious,  although  many  ex- 
cellent papers  have  been  published.  However,  a 
single  synopic  source  of  information  is  not  readily 
available.  The  following  is  an  attempt  to  consoli- 
date the  current  literattire  into  a concise  review 
which  may  be  of  interest 'and  aid  to  the  physician. 

BIOLOGY  OF  THE  SPIDER 

The  North  American  brown  spider,  Loxosceles 
rcclusa  Gertsch  and  Mulaik,  is  an  ecribellate  spi- 
der of  the  family  Scytodidaed*  There  are  abotit 
18  species  in  the  gentis  Loxosceles  as  described  for 
continental  North  America  and  the  adjacent  West 
Indies.  The  type  species  of  the  genus  is  L.  rufe- 
scens  Dnfour.  Loxosceline  spiders  are  widely  dis- 
tributed in  the  temperate  and  tropical  zones  of 
the  world. 

The  brown  recluse  spider,  L.  reclusa,  is  a six- 
eyed spidei'  of  medium  size.^”*’^®  Adults  of  the 
species  range  from  about  7 to  12  mm,  with  an  ave- 
rage of  8 to  9 mm.  The  body  and  legs  appear  bare 
to  the  unaided  eye,  but  are  clothed  uniformly  with 
a dense  covering  of  fine  procumbent  dark  hairs 
and  somewhat  heavier  setae.  The  body  color  var- 
ies from  light  fawn  to  dark  brown,  although  there 
is  considerable  variation  in  coloration.  Preserved 
specimens  may  become  yellow,  orange,  or  reddish. 
The  legs  are  long  and  generally  darker  than  the 
body. 

•University  of  Arkansas  for  Medical  Sciences,  Department  of 
Microbiology  and  Immunology,  Markham  at  Hooper  Dr.,  Little 
Rock,  Arkansas  72201 


The  most  distinguishing  feature  is  a dark  vio- 
lin-shaped stiginattim  on  the  anteriodorsal  por- 
tion of  the  carapace  which  narrows  to  a thin  cen- 
ter line  extending  almost  to  the  abdomen.  This 
characteristic  mark  accounts  for  the  common 
name  ‘fiddleback’  being  applied  to  this  spider; 
however,  this  name  could  be  applied  with  equal 
justification  to  a few  other  species,  viz.,  L.  laeta, 
L.  nifescens,  L.  unicolor,  and  L.  arizonica. 

The  reclusa  group  of  the  genus  Loxosceles  is 
comprised  of  about  14  sj^ecies  which  make  up  the 
natural  fauna  of  the  southern  United  States, 
Mexico  and  the  major  West  Indian  islands.^'* 
In  the  United  States,  the  recognized  distribution 
is  as  follows:  L.  devia  in  southern  Texas;  L.  ari- 
zonica and  L.  xinicolor  in  the  arid  southwestern 
states,  generally  Arizona,  New  Mexico  and  south- 
ern California;  L.  nifescens  in  the  southeast  coast 
and  Texas  Gulf  coast;  and  L.  reclusa  in  the  south- 
eastern and  southcentral  states,  including  Ten- 
nessee, Kentucky,  Georgia,  Alabama,  Indiana, 
Illinois,  Ohio,  Iowa,  Missouri,  Kansas,  Oklahoma, 
Arkansas,  Mississippi,  Louisiana,  and  Texas.  L. 
reclusa  is  most  prominent  in  the  southern  half  of 
the  Missotiri-  Ohio-Mississippi  River  basin.  A re- 
cent report  from  South  Carolina,  a heretofore  un- 
recognized area  of  habitation  for  L.  reclusa,  would 
seem  to  indicate  an  expanding  range. This 
expansion  may  be  more  apparent  than  real  in 
that,  due  to  increased  awareness,  the  species  {per- 
haps is  merely  being  found  in  localities  where  it 
has  existed  covertly  all  along. 

Loxosceles  reclusa  is  an  active  nocturnal  type. 
The  primary  natural  habitat  is  considered  to  be 
out-of-doors,  where  they  can  be  found  under 
cover,  beneath  stones,  boards,  or  other  ground  ob- 
jects, and  under  the  loose  bark  of  dead  trees.  They 
have  been  reported  to  have  been  found  in  abun- 
dance, esjTCcially  in  winter  and  early  spring,  under 
dry  bluffs,  beneath  the  flat  rocks  that  have  fallen 
from  above. However,  the  brown  recluse  is  prob- 
ably most  frequently  fotmd  about  the  house  and 
associated  btiildings,  and  is  commonly  regarded 
as  a ‘house’  spider.  It  frequents  dry  locations  in 
human  dwellings  which  are  generally  undisturbed 
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for  long  periods,  such  as  attics,  closets,  garages  and 
around  piles  of  rnithish  or  stored  goods.  Indeed, 
it  may  occupy  almost  any  dry  niche  which  affords 
seclusion  dtiring  the  daylight  hours.  Damp  areas 
are  not  favored  Ity  this  species,  and  excess  mois- 
ture rejxM'tedly  causes  high  mortality.^'’ 

Loxoselids  tveave  irregular  trebs  which  fine 
their  retreats.  The  web  has  Iteen  descrilted  as 
white,  flocculent,  and  adhesive.i^  I'his  nonde- 
sa  ipt  type  of  webbing  is  not  elaborate  and  is  not 
used  particularly  for  catching  prey,  since  the  re- 
cltise  generally  forages  for  insects  at  night.  The 
spider  is  not  aggressive  and  ustially  runs  for  cover 
when  disturbed. 

The  species  is  capable  of  surviving  for  long  pe- 
riods of  time  without  food  or  water,  reportedly  up 
to  six  months.!®  They  are  well  adapted  to  moder- 
ate temperatures  found  in  buildings;  indeed,  a 
jtredilection  for  temperature  range  of  23  to  27  C 
(74  to  81  F)  has  been  observed. However,  the 
temperature  range  for  activity  is  reportedly  about 
2 to  44C  (40  to  110F).!8 

A random  field  collection  of  adult  spiders  could 
expect  to  yield  a sex  ratio  of  1:2  to  2:3,  males  to 
females.!^  Males  average  slightly  smaller  in  size 
than  females,  and  can  usually  be  distinguished 
from  females  by  the  bulbous  appearance  of  the 
pedipalps.  The  legs  of  males,  especially  the  first 
pair,  are  proportionately  longer  and  thinner  than 
those  of  females,  but  without  special  modifica- 
tions. 

The  mating  season  for  the  brown  rechise  spider 
is  reported  to  be  from  February  to  October,  with 
the  heaviest  period  of  mating  in  June  and  July, 
and  a gravid  female  may  produce  from  30  to  300 
eggs  annually.  The  incubation  period  of  the  eggs 
\ aries  from  6 to  19  days,  depending  upon  tempera- 
ture variation.  It  requires  about  one  year  and  10 
to  12  molts  for  the  spider  to  develop  into  a mature 
adult.!® 

The  brown  recluse  is  a long-lived  spider.  Adult 
females  have  a maximum  life  span  of  over  1200 
day^s,  with  an  average  life  span  of  about  one  to 
tluee  years.  Female  spiders  kept  in  simulated  nat- 
ural habitat,  esjzecially  regarding  seasonal  tem- 
perature variation,  were  reported  alive  after  tlie 
fifth  overwintering.!-'  This  longevity  seems  re- 
markable for  such  a small  animal. 


NECROTIC  ARACHNIDISM  OR  NORTH 
AMERICAN  LOXOSCELISM 

Necrotic  araohnidism  in  humans  was  first  de- 
scribed in  South  .America  and  is  due  to  the  bite  of 
L.  laeia.-^  It  has  subsequently  been  well  docu- 
mented in  this  geographic  area. 

In  the  United  States,  the  first  case  of  a bite  by  a 
brown  spider  was  reported  in  1940.!®  The  spider 
was  not  identified,  but  the  patient  reportedly  suf- 
fered from  a necrotic  ulcer  and  hemoglobinuria. 
Loxosceles  reclusa  was  fh'st  suggested  as  a proba- 
ble cause  of  toxic  spider  bites  in  19.57.®  It  was  re- 
ported that  the  venom  of  the  brown  rechtse  spider 
was  a potent  neaotizing  agent  capable  of  eliciting 
cutaneous  necrosis  in  mammals.  1 he  first  actual 
case  report  in  1958  described  the  dermonecrosis  at 
the  site  of  the  bite.!  There  have  been  numerous 
case  reports  since  1960,  and  in  the  current  litera- 
ture approximately  152  cases  of  brown  recluse  spi- 
der bites,  with  several  deaths,  are  documented. 

Loxosceles  reclusa  is  a shy  spider  and  bites  only 
when  under  stress  and  forced  into  intimate  con- 
tact with  human  skin.  Most  bites  occur  when  the 
individual  dons  clothing  in  which  the  spider  has 
taken  refuge  or  rolls  over  in  bed  onto  a tvandering 
animal. 

I he  clinical  manifestation  of  the  brown  recluse 
bite  is  variable  and  depends  upon  the  amount  of 
venom  injected  and  the  age  and  general  health  of 
the  victim.  Both  males  and  females  are  venomous; 
however,  adult  females  generally  produce  a 
greater  quantity  of  venom  probaiily  owing  to 
their  larger  average  size.  I’he  average  amount  of 
venom  olttainable  from  a single  adult  female  is 
0.36  uF,®®  but  may  vary  depending  upon  the  mode 
of  collection.®! 

The  spectrum  of  reactions  may  vary  from  a 
minor  temporary  irritation  to  a severe  systemic 
condition  that  occasionally  can  result  in  death. 
The  clinical  appearance  of  loxoscelism  has  been 
classified  into  four  grttups  based  upon  increasing 
severity.®  In  the  first  group,  bites  cause  only  local 
itching  without  sy.stemic  signs.  In  the  second 
group,  there  is  a local  vesicle  with  an  area  of  ne- 
crosis less  than  one  cm  in  size.  In  the  third  group, 
the  area  of  necrosis  is  greater  than  one  cm  and 
there  are  mild  to  moderate  toxic  systemic  signs. 
In  the  last  group,  the  area  of  necrosis  is  greater 
than  four  cm,  and  it  is  occasionally  secondarily 
infected.  Individuals  in  the  last  group  have  defi- 
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nite  systemic  symptoms  such  as  hemolysis,  lever, 
liemoglohiiiuria,  disseminated  intravascular  co- 
agulopathy, o-ccasional  renal  lailure,  and  shock. 

A few  generalizations  can  be  made  concerning 
the  symptomatology  and  clinical  course  of  necrot- 
ic arachnitlism.-^  d he  Ijite  can  be  relatively  pain- 
less and  may  go  unnoticed  at  the  time  of  enven- 
omization;  however,  a mild  stinging  sensation  oc- 
casionally occurs  at  the  time  of  the  bite.  In  ap- 
proximately half  of  the  reported  cases,  the  bite 
occurs  on  the  buttocks,  upper  thigh,  or  foot.  Local 
pain  is  usually  the  only  symptom  during  the  first 
eight  hours  following  the  bite.  A particular  char- 
acteristic of  the  bite  consisting  of  a blue-gray 
vasoconstrictive  halo  which  spreads  around  the 
puncture  site,  has  been  described. ^ 

After  12  to  18  hours,  a bleb  develops  at  the  site 
which  is  surrounded  by  a zone  of  erythema  and 
etlema.  After  five  to  seven  days,  the  area  of  the 
bite  progresses  to  aseptic  necrosis,  dry  gangrenous 
slough,  and  eschar  formation.  The  eschar  separ- 
ates from  the  viable  tissue  and  leaves  an  open  ul- 
cer. In  a .severe  envenomation,  a scarlatiniform 
rash  will  appear  over  the  affected  limb  area  or 
ti  link.  Systemic  signs  of  toxicity  including  fever, 
chills,  malaise,  nausea,  vomiting,  and  arthralgia 
may  be  observed.  T he  most  .serious  effects  of  the 
brown  recluse  spider  l)ite  occur  in  children.  Cases 
of  massive  iirtravascular  hemolysis, convul- 
sions,-*' disseminated  intravascular  coagulopa- 
thy,'^” and  death-**  -*'-^"-^-’^*^  have  been  rejxrrted. 

I'he  individual  reaction  to  the  bite  of  the 
brown  rechrse  varies  widely.  It  has  been  stressed 
recently  that  reactions  to  the  bite  may  frecpiently 
be  mild,  and  many  may  resolve  spontaneously 
with  no  scar  formation.-  ’^  **^  Most  individuals  who 
have  minor  reactions  probably  do  not  seek  a physi- 
cian for  treatment.  In  additional  cases,  the  spider 
is  not  caught  or  jjrecisely  identified.  It  may  lie  as- 
sumed that  the  frecpiency  of  human  envenoma- 
tion is  greater  than  is  delineated  in  the  literature. 

An  i)i  intro  lymphocyte  transformation  test  has 
been  descrilted  as  an  aid  in  the  diagnosis  of  ne- 
crotic arachnidism.**  It  rejjortedly  becomes  ]>osi- 
tive  about  four  to  six  weeks  post  envenomation. 
This  a,ssay  would  ostensibly  be  of  particular  value 
in  cases  w'here  the  reaction  was  mild  or  unusual, 
and  woidd  negate  the  need  to  retrieve  the  spider 
for  identification  by  the  physician.  It  is  interesting 
to  note  that  a greater  rate  of  lymphocyte  trans- 


formation was  observed  in  patients  wdth  minor 
reactions  to  the  spider  bite.''  In  contrast,  those 
ca.ses  with  only  minimal  lymphocyte  transforma- 
tion had  the  most  severe  reactions. 

More  recently,  a passive  hemagglutination  in- 
hibition test  has  been  reported  for  the  serodiag- 
nosis  of  L.  reclusa  bites.^-'*  This  assay  reportedly 
can  detect  minute  amounts  of  venom  expressed 
from  the  site  of  the  bite  over  a 24-hour  jseriod.  It 
would  appear  to  be  a satisfactory  method  for  early 
jx)sitive  identification  of  brown  recluse  spider 
bites. 

With  legard  to  the  jrathology  of  the  lesion  jdio- 
duced  by  envenomation,  it  has  been  rejxirted  that 
a complement-dependent  infiltration  of  the  site 
by  polymorphonuclear  neutrophils  was  essential 
for  the  de\'elopment  of  hemorrhage  anti  necrosis 
in  rabliit.s,*^*5  although  mild  reactions  developed 
in  the  absence  of  P.MXs  and  complement.  How- 
ever, more  recent  studies  have  demonstrated  that 
envenomation  caused  destruction  of  endothelium, 
hemorrhage,  and  thrombus  formation  which  pre- 
ceded the  inflammatory  infiltrate  and  necrosis.® 
The  progressit  e hemorrhage  and  dennoneaosis 
was  a.ssociated  with  thrombocytojrenia,  fibrinoge- 
nemia,  and  prolongation  of  the  clotting  time.  The 
suggested  sequence  in  necrotic  arachnidism  is  ini- 
tial damage  to  the  endothelial  cells  followed  by 
fibrin  foi  ination  and  ]>latelet  thrombi,  and  final- 
ly an  infiltration  of  leukocytes. 

I he  inflammatory  infiltrate  probably  contrib- 
utes to  the  exteirsion  of  necrosis,  but  it  appears  to 
be  a secondary  phenomenon.  The  late  migration 
of  polymorphonuclear  neutrophils  may  be  due  to 
a direct  inhibitory  action  of  venom  on  comple- 
ment.-- 

It  has  also  been  reported  that  eosinophils  are 
a notable  aspect  of  the  cellular  response  early  after 
envenomation.^*'  In  addition,  rabbits  with  fatal 
lutes  exhibited  hemorrhagic  involvement  of  the 
liver,  small  intestine  and  other  organs.'*’®^ 

Lhe  treatment  of  necrotic  arachnidism  is  con- 
troversial. .Steroitl  and  antihistamine  therapy  has 
both  its  proponentsi'ii  -i  and  its  critics.*’’”  It  has 
been  suggested  that  early  total  excision  of  the  le- 
.sion  and  split-thickness  skin  grafting  offered  the 
only  succe.ssful  treatment  in  cases  of  severe  necro- 
s'  5.12,17,2]  yppg  yse  Qf  heparin  has  also  been  ad- 
vocated in  severe  cases.^  An  antivenin,  prepared 
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ill  South  Aiuerica,  lias  been  used  iii  the  treaUiient 
ol  both  tJic  local  aiul  sysieinic  ellects  of  the  bite  of 
/ .oxosceh’s  laeia,  but  is  not  available  in  this  eoun- 
tiy.^3  It  appears  that  definitive  therapy  for  ne- 
crotic arachnidisni  iu  luuuaus  is  not  jiresently  es- 
tablished. 
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Diagram  the  following  arrhythmia. 
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Obesity  — An  Enigma  of  Public  Health 


Kathleen  L.  Brown* 


T.e  United  States  Public  Health  Service  has 
classified  obesity  as  “one  of  the  most  prevalent 
health  problems  in  the  United  States  today.”  It  is 
estimated  that  there  are  between  40  and  HO  mil- 
lion obese  individuals  in  the  United  States.^  Why 
are  they  overweight?  Reasons  for  oltesity  include 
acipiisition  of  adipose  cells  early  in  life,  genetics, 
endoaine  abnormality,  faulty  functioning  of  the 
hyjxrthahnus  in  regidating  hunger,  a response  to 
social  pressure,  stress,  lack  of  basic  nutritional 
knowledge,  personal  rebellion,  emotional  prob- 
lems and  environment. 

If  an  improved  height-weight  relationship  can 
alter  morbidity  and  mortality  rates,  can  certain 
changes  in  life  style  effect  such  an  imjjrovement 
for  certain  individuals? 

This  literary  research  of  tlte  documented  oIj- 
servations  of  professionals  working  with  obesity 
will  hopefully  provide  some  insight  into  tlie  many 
faceted  makeup.  There  is  general  agieement  that 
oltesity  is  defined  as  more  fat  than  necessary  for 
best  body  function  and  overweight  is  higher  than 
average  weight  without  excess  fat. 

Obesity  has  been  aligned  as  a contriljuting  fac- 
tor, or  an  associated  factor,  in  many  diseases  which 
rate  high  on  any  morl)idity  list  — respiratory  diffi- 
culties, dialjetes,  digestive  diseases,  nephritis,  hy- 
pertension, gall  ijladder  disease  — to  name  a few. 
It  lias  been  accepted  as  a high  risk  factor  in  pre- 
disposing an  individual  to  coronary  heart  tlisease. 
In  biochemical  and  jisychological  checks  of  a 
group  of  1,694  volunteers  for  CHD  screening,  .\[. 
Segars  and  C.  Mertens  have  assemided  ilata  that 
indicate  that  tlie  role  of  obesity  in  this  disease 
needs  further  clarification.  They  suggest  that 
“anxiety,  depression,  and  their  style  of  expression 
are  key  elements  in  the  relationship  that  Iiolds 

^Nutritionist.  Southeast  Arkansas  RcRional  Office,  c/o  Arkansas 
Department  of  Health.  4815  West  Markliam.  Little  Ro(k,  .Arkansas 
72205. 


Iietween  relative  weight  and  proneness  to  coro- 
nary heart  disease. 

Many  early  studies  of  efforts  in  weight  reduc- 
tion have  contained  numerous  variables  in  opera- 
tion. I'reatment  techniques,  differences  in  train- 
ing and  personal  characteristics  of  professionals 
conducting  the  studies,  and  selection  ol  subjects 
participating  are  but  a few  examjiles  of  the  pro- 
gram differences  that  make  statistical  comparisons 
of  those  studies  difficult.  Statistics  which  show 
premature  termination  of  the  weight  reduction 
program  (().,5H%  among  experimenter-managed: 
and  0.83%  among  .self-managed)  and  very  limited 
success  may  be  related  to  the  fact  that  only  those 
resistant  indiv  iduals  who  have  been  unsuccessful 
in  losing  independently  seek  speciali/ed  assist- 
ance.'^ 

.\s  11.  Bruch  puts  it,  “How  to  stay  slim  is  every- 
body’s preoccupation  and  supports  multimillion 
dollar  businesses  for  many  non-medical  agencies. 
The  physician  is  left  to  treat  those  in  whom  the 
obvious  doesn't  seem  to  work."  .She  says  some 
obese  people  can  lose  weight  successlully  and  func- 
tion well  while  doing  so,  while  others  function 
better  at  above  the  accejrted  average  weight,  their 
weight  providing  a safeguard  against  more  serious 
health  jrroblems.  She  would  weigh  the  factors  ol  a 
“hostile  and  derogatory  culture’'  against  tension 
and  conflicts  that  may  arise  from  reduction  at- 
tempts. The  ones  who  suffer  most,  she  says,  from 
these  cultural  attitudes  are  those  dependent  in- 
dividuals with  poor  body  image,  self-doubts,  and 
inadequate  self-concepts,  while  those  who  have 
become  overweight  after  reaching  adidtho<Kl 
spent  a happy  childhood  thus  developing  a posi- 
tive body  image.  She  suggests  that  the  old  le- 
proach  that  obese  j)eopIe  have  uo  will  power  is 
really  the  problem  of  inqrroper  progranmnng  of 
their  “hunger  awarene.ss.”  They  are  too  depend- 
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ent  on  tlie  outer  stimuli,  or  cues,  wliich  are  readi- 
ly available  in  the  home  (the  cookie  jar,  the  bon- 
bon dish,  the  six-pack  cai  ton  of  soft  drinks  in  the 
refrigerator)  . Bruch  divides  overweight  people 
into  three  main  groujrs,  dejjending  on  the  rela- 
tionship of  the  abnormal  weight  to  the  whole  de- 
velopment: (1)  those  who  developed  the  excess 
ovcnveight  after  adolescence  and  whose  psy- 
chological jrroblems,  if  any,  are  not  weight  re- 
lated; (2)  those  who  grew  obese  after  a traumatic 
event  like  the  loss  of  a loved  one  (reactive  obesity) 
and  those  whose  overweight  is  interwoven  with 
the  whole  development  dating  back  to  infanc)' 
and  the  ones  most  likely  to  have  a poor  body 
image;  and  (3)  a group  which  she  terms  “thin 
fat"  people  who  lose  weight  successfully  and  main- 
tain the  loss  but  who  are  still  unhappy  because 
the  weight  loss  per  se  did  not  bring  about  the 
realization  of  all  their  fantasies  and  ambitions. 

Studies  attempting  to  describe  the  personality 
characteristics  of  the  obese  have  yielded  conflict- 
ing residts.  Some  investigators  have  hinted  that 
the  obese  are  emotionally  disturbed;  others  that 
they  are  psychologically  sotmd  btit  are  physically 
unhealthy.^  In  a variety  of  tests  requiring  the  sub- 
jects to  complete  sentences,  draw  figures,  select 
adjectives  describing  themselves  (Adjective  Check- 
list) and  indicate  personal  preferences  (Edwards 
Personal  Preference  Schedide),  R.  Wunderlick 
et  al.  have  found  them  to  score  lower  than  groups 
classed  as  normal  in  achievement,  affiliation,  dom- 
inance, endurance,  order,  j^ersonal  adjustment, 
and  self-control  and  higher  than  nomial  for 
aggi'ession,  exhibitionism,  heterosexuality,  and 
intraception.  This  has  led  the  investigators  to  ask, 
“Is  the  oliese  person  fat  because  of  certain  charac- 
teristics, or  are  these  obese  personality  characteris- 
tics a residt  of  his  being  fat"?-"’ 

R.  McCall,  studying  a short-term  therapy  orient- 
ed toward  development  of  self-control  technitjnes, 
has  found  that  post  therapeutically  their  person- 
ality jrrofile  has  improved  as  has  their  ability  to 
lose  weight.*’ 

The  diagnosis  and  treatment  of  obesity  itself 
are  responsibilities  of  the  physician.  He  must  de- 
vise a regimen  that  will  achieve  a negative  balance 
of  caloric  intake  and  energy  output.  Medical 
treatment  has  made  use  of  diets,  drugs,  bulk-pro- 
ducing agents,  fasting,  hypnosis  and  other  psycho- 
therapy, often  with  undesirable  side  effects  and 
with  unfortunate  dropout  rate. 


Prevention  of  obesity,  the  most  effective  ap- 
proach to  control,  has  led  to  recent  interest  in 
cellularity.  It  has  been  observed  by  scientists  that 
there  are  two  critical  periods  for  the  development 
of  fat  cells  — birth  to  two  years.  With  the  number 
of  fixed  cells  established  between  sixteen  and 
twenty-one  ye;u's,  weight  gain  resnlts  from  addi- 
tional fat  on  cells.  Weight  gain  of  1/2  pound  a 
week  for  the  first  six  months  is  recommended  by 
S.  L.  Hanar.^o  Even  though  the  fat  six-month 
baby  may  not  be  fat  adidt,  the  two-to-five  year 
olds  are  high  risks  because  of  established  eating 
patterns. 

Since  children  of  overweight  paients  are  jx)ssi- 
ble  candidates  for  obesity,  preventive  measures  — 
good  eating  habits  and  regular  exercise  — must  be 
initiated  early  in  life.  Meyer  stresses  the  role  of 
exercise  in  weight  control.  His  motion  pictures 
of  yotmgsters  in  summer  camps  engaged  in  various 
activities  show  the  obese  children  move  about  only 
a fraction  of  the  time  that  the  non-obese  children 
are  in  motion.  He  has  observed  that  an  increase 
in  activity  does  not  automatically  bring  about  an 
inteiest  in  appetite.  He  says,  “I  am  convinced  that 
inactivity  is  the  most  important  factor  explaining 
the  frequency  of  ‘creeping’  overweight  in  modern 
society.’’® 

G.  Gwiniqj  also  favors  exercise.  He  has  reported 
that  if  walking  exceeds  thirty  minutes  a day  a 
weight  loss  will  follow  which  aj>pears  to  be  mostly 
a loss  of  fat  since  measurements  of  upper  arms  of 
sulijects  losing  weight  through  this  exercise  show 
marked  decrease  in  skinfold  thickness.  Eor  certain 
subjects,  lie  ventures,  exercise  appears  to  offer  an 
alternative  todieting.^ 

A newer  ajrproach  to  controlling  excess  jxiund- 
age  which  shows  promise  is  behavior  modification. 
I’his  applies  to  human  beings  some  princijrles  of 
learning  demonstrated  in  animals  Ijy  I.  Pavlov  and 
B.  Skinner.  Components  of  behavior  modification 
programs  include  “self-monitoring,  stimulns  con- 
trol strategies,  behavior  management  methods, 
imagery  techniques,  relaxation  training,  and  con- 
tingency contracting  or  self-or-experimenter-ad- 
ministered  reinforcement  for  weight  loss.’’^® 

Inappropriate  eating  habits,  say  H.  Jordan  and  ^ 
S.  Levitz,  can  start  in  infancy  when  the  child  may 
Iiegin  to  depend  iq^on  his  environment  for  cues 
to  start  or  stop  eating.  The  mother  may  urge  tlie 
infant  to  drink  the  last  drop  from  the  bottle  or 
express  approval  to  the  older  child  who  eats 
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evcryllring  on  his  plate.  I’aking  his  mother’s  ap- 
proval as  a reward,  he  c an  respond  to  the  tne  of  a 
clean  plate  as  a signal  to  stop  eating  rather  than 
the  internal  cue  of  satiety.  Later,  hecanse  of  the 
association  of  his  feeling  happy  when  his  mother 
ap]>roved  Iris  eating,  he  may  turn  to  eating  for 
satisfying  other  emotional  needs  — reduce  anxiety, 
alleviate  pain,  lift  depression,  relieve  boredom, 
distract  from  loneliness,  counter  fatigue  or  even 
enhance  happiness. Parents,  they  point  otit,  can 
also  set  up  inappropriate  eating  habits  by  the  ex- 
tunple  they  offer  in  their  own  eating  patterns.  The 
hopeful  side  of  the  problem  is  that  a child’s  mal- 
adaptive behavior  can  be  altered  by  employing 
the  same  principles  of  behavior  modification  that 
have  been  successful  with  adults,  adapting  the 
techniques  to  the  child’s  needs. The  side  of  the 
problem  which  is  alarming  is  that  mass  data  taken 
from  large  groiqis  (J.  Rimm  and  A.  Rimm)  indi- 
cate that  the  fat  child’s  developing  severe  obesity 
is  substantially  gTeater  than  that  for  a non-fat 
child  unless  there  is  purposeful  intervention.!- 

Treatment  of  weight  problems  should  bring 
about  permanent  results.  To  this  end,  Bellock,  et 
al.  have  added  another  technicpie  in  self-monitor- 
ing to  those  used  earlier  by  Stuart  when  he  set 
limits  on  the  way  the  eating  occurs.  They  have 
found  that  ])re-behavior  monitoring  is  more  effec- 
tive than  post-eating  monitoring.  For  example, 
recording  what  and  how  much  one  has  eaten  is  a 
confession  or  ajxilogy.  Recording  before  the  eat- 
ing takes  place  gives  a break  between  the  stimulus 
to  eat  and  the  activity  — “a  chain-breaking  eflect.” 
1 his  continued  jire-behavior  monitoring  has  been 
an  effective  program,  they  say.^^ 

L.  Levitz  and  A.  .Stunkard  have  noted  that  the 
effectiveness  of  self-help  groups  iuaeases  .siguifi- 
cantly  when  behavior  modification  techniques 
have  been  introduced  and  greater  lasting  effective- 
ness is  achieved  when  professionals  direct  the 
groiqi  than  when  leaders  conduct  the  therapy 
sessions.!^ 

One  technitpie  in  behavior  coutiol,  aversive 
conditioning,  pairs  an  unpleasant  stimulus  (F. 
Moss,  Unpleasant  Sound;  V.  Meyer  and  .\.  Crisp, 
Electric  Shock;  W.  Kennedy  and  J.  Foreyt,  Nox- 
ious Odor)  with  images  of  desired  food  normally 
eaten  in  excess,  d’his  technique  has  not  proved 
valuable  alone.  “Combined  with  other  pro- 
cedures,” say  Foreyt  and  Kennedy,  “it  may  help 
the  patient  lose  weight  more  easily.”! 


Various  workers  in  the  field  have  offered  con- 
crete suggestiions  which  those  employing  beha- 
vior modifications  in  effecting  weight  control  can 
use  as  a guide.  M.  Mahoney  and  K.  Mahoney  list 
seven  steps  for  keeping  calories  down  without  fo- 
cusing on  fo(xl:!3 

1.  Identify  the  jiroblem.  What  is  wrong  — eat- 
ing too  much  or  the  wrong  kind  of  foorl,  or 
exerci-singtoo  little. 

2.  Collect  data.  Keep  accurate  record  of  food 
intake  and  physical  activity. 

3.  Point  up  patterns.  The  record  kept  will 
show  whether  food  exceeds  body  needs  or 
activity  level  is  too  low. 

4.  Set  down  possible  solutions.  A walk  instead 
of  a snack,  etc. 

5.  Adopt  parts  of  the  solution  likely  to  be  suc- 
cessful. 

6.  Compare  present  and  past  living  patterns. 

7.  Continue  working  patterns.  Add  others. 
Since  weight  control  has  become  in  our  society 

a desirable  goal  for  many,  culturally,  cosmetically, 
and/or  medically,  many  ap[>roaches  have  been 
tried  by  physicians  and  by  lay  persons  to  bring 
about  this  end.  Diets  — mitritionally  adetpiate 
diets  and  fad  diets  that  feature  one  food  element 
to  the  exclusion  of  other  imj>ortant  ones  — can 
allow  weight  loss  if  there  is  a negative  energy 
balance,  but  lasting  success  has,  for  the  most  part, 
been  elusive  when  locus  has  been  on  diet  alone. 
Behavior  control  is  thought  by  many  to  offer  more 
hope  lor  continued  control  than  j>reviously  used 
approach.  All  technitpies  have  dejtended  iqxm 
motivation.  However,  because  of  the  millions  of 
obese  people  whose  excess  weight  has  associated 
them  with  unfavorable  health  factors  that  can  be 
altered  through  weight  loss,  obesity  continues  ;is 
a serious  public  health  problem  to  be  solved. 
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EDITORIAL 

Beaven  on  Histamine 

Alfred  Kahn,  Jr.,  M.D. 


^^/J^ichael  A.  Beaven  lias  reviewed  the  topic 
of  Histamine  (New  Eng.  J.  Med.,  Vol.  294,  J5.  30, 
Jan.  1,  1976;  New  Eng.  J.'  Med.,  Vol.  294,  p.  320, 
P'eb.  5,  1976)  in  considerable  detail.  4’his  is  a most 
significant  article  about  a so-called  biogenic 
anine.  When  a tissue  is  injined.  Histamine  is  re- 
leased; it  is  one  of  a group  of  chemicals  that  react 
similarly  which  act  on  smooth  ninscle,  cause  ede- 
ma, and  changes  in  blood  jrresstire.  Histamine  is 
of  jiarticnlar  interest  becattse  it  can  cause  gastric 
.secretion.  Histamine  is  stored  in  most  cells  of 
which  there  are  two  types;  histamine  is  carried  in 
the  blood  by  basophils.  41ist;unine  can  be  released 
by  a variety  of  stimulators  including  dextran  and 
toxins  produced  by  anaphylaxis.  Histamine  is  de- 
rived from  Histidine  by  the  action  of  an  enzyme 
called  L-histidine  decarboxylase.  It  has  to  have 
pyridoxal  phosphate  as  a co-factor;  if  pyridoxal 
jihosphate  is  inhibited,  L-Histidine  decarboxylate 
cannot  function.  Histamine  is  metabolized  by  two 


routes  accortling  to  Beaven:  methylation  and 
deaminization  with  sulisecjuent  conjugation.  The 
body  can  breakdown  Histamine  very  rapidly  and 
the  mode  varies  in  different  animal  species. 

The  antihistamines  apparently  have  different 
effectiveness  in  different  animal  species.  Eurther- 
more,  antihistamines,  which  are  effective  in  man 
compaied  to  some  other  species,  vary  in  effective- 
ness, depending  on  the  type  of  allergic  reaction. 
Beaven  states  that  there  appears  to  be  Histamine 
receptors  in  tissues,  and  that  the  antihi.stamines 
competitively  inhibit  Histamine.  Two  types  of 
Histamine  receptors  exist;  H^,  which  is  the  .so- 
called  classic  inhibitor,  and  H2,  which  is  a more 
recently  di.scovered  inhibitor.  It  has  been  shown 
that  2 Methyl  Histamine  is  effective  on  tissues 
with  Hi  receptors  and  4 Methyl  Histamine  is 
conversely  taken  up  by  Ho  receptors  — thus  giving 
a diagnostic  tool,  which  Beaven  relates;  these 
chemical  differences  show  that:  cardio-vascular 
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system  is  nllcetecl  liy  II,  mul  1 receptors;  local 
cilema  may  he  due  to  stiimdation  of  1 1^  leeeptors 
alone  or  in  ton  junction  rvith  II,. 

1 12  rexeptors  pertain  to  t>astric  senetion  and 
blocking  agents,  as  inirinamide  and  metiamide 
may  be  clinically  of  considerable  value.  Secretion 
can  be  produced  by  meat,  vagus  nerve  activity, 
central  nervous  system  stimuhition  and  by  disten- 
tion. This  is  mediated  by  acetyl  choline,  gastrin, 
or  direct  stimulation.  Histamine,  according  to 
Heaven,  m;iy  be  the  final  mediator  in  the  sense 
that  it  is  released  by  these  other  agents. 

Histamine,  as  is  well  known,  causes  immediate 
hypersensitic  ity  reactions.  There  are  slower  react- 
ing hypersensitivity  reactions,  w’hich  Heaven  states 
might  be  mediated  by  prostag  landins,  serotonis, 
and  kinins  — or  a specific  slow  reacting  substance. 
Heaven  has  an  excellent  diagram  demonstrating 
the  release  of  histamine,  d'he  first  step  consists  of 
iiinding  IgE  to  the  cell  surface  — ba.sophil  or  mast 
cell;  this  he  calls  an  activated  cell;  this  step  can 
be  blocked  by  competitive  inhibition  by  sub- 
stances like  IgE.  The  second  .step  consi,sts  of  de- 
gramulation,  cvhich  Heaven  says  is  modidated  by 
cyclic  AMP,  and  cyclic  fiMP,  which  act  as  intra- 


cellular agents  01  messengers,  which  in  turn  ate 
acted  on  by  catecholamines,  pi ostaglandins,  etc. 
1 he  exact  ukkIc  of  release  ol  Histamine  from  the 
granules  of  tlie  mast  cells  and  Irasophils  is  un- 
kiiowu. 

Heaven  feels  that  the  research  in  hypersensitivi- 
ty reactions  has  been  rewarding  since  it  has  had 
clinical  benefits  which  fit  the  theoretical  schema. 
He  cites  that  if  a jxitient  is  exjxised  to  a specific 
antigen,  epinephrine  is  the  best  drug  to  use;  anti- 
histamines he  describes  as  a “mixed  blessing.’’ 

Histamine  can  now  be  iairly  accurately  assayed 
using  radio-isoto|>es. 

Plistamine  has  a possible  central  nervous  system 
role  but  it  is  currently  obscure.  It  is  fountl  in  the 
hypothalamus  in  large  amounts.  Its  use  is  un- 
knowm. 

In  summary,  histamine  is  described  by  Heaven 
as  the  body’s  front  line  defense  against  noxious 
agents  in  the  air  and  noxious  agents  which  might 
injure  the  skin.  The  mechanism  of  its  action  and 
the  mode  of  release  ha^e  been  worked  out  to  a 
large  degiee.  These  studies  have  real  clinical 
value. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

I'he  House  has  moved  swiftly  to  consider  the 
Administration’s  sweeping  Hospital  Cost  Contain- 
ment program  that  has  drawn  the  wrath  of  hospi- 
tals and  physicians. 

Joint  hearings  by  the  Health  Subcommittees  of 
the  House  \Vays  and  Means  and  House  Commerce 
Committees  are  in  progress.  Devising  a bill,  how- 
ever, will  take  a long  time  and  it  coukl  look  much 
different  than  what  the  Administration  is  asking. 

Rep.  Paul  Rogers  (D-Fla.),  Chairman  of  the 
Commerce  Healdi  Subcommittee,  said  in  intro- 
ducing the  Administration’s  bill  that  “we  must 


proceed  with  care  in  this  area.’’  The  influential 
lawmaker  (jnestioned  whether  “any  .system  for 
controlling  the  increases  in  costs  of  hosjdtal  care 
will  work  over  the  long  run  unless  . . . an  incen- 
tive system  is  present’’  to  encourage  hospitals  to 
holddown  increases. 

Rep.  Dan  Rostenkowski  (D-111.),  Chairman  of 
the  Ways  and  Means  Health  Panel  who  also 
dropped  the  bill  in  the  hojiper,  told  the  House 
that  “1  am  sure  there  will  be  serious  objections 
raised  to  tire  President’s  proposal.  .Some  will  argtie 
that  a cost  containment  pi  ogram  applying  only  to 
ho.spitals  unfairly  singles  them  otit  and  will  tlo 
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liarm  to  the  quality  and  availahility  of  necessary 
care.” 

I'he  House  hearings  so  far  have  met  an  almost 
solid  block  of  opjxrsition  from  health  providers  as 
well  as  tepid  endorsement  from  labor. 

Even  more  foreboding  from  the  Administra- 
tion’s standpoint  is  the  fact  that  no  member  of 
the  health  subcommittees  of  the  House  Ways  and 
Means  and  House  Commerce  Committees  took 
the  role  of  all-out  champion  of  the  Administra- 
tion jrroposal  during  the  three  days  of  joint  hear- 
ings. Some  lawmakers  directed  criticism  at  hos- 
pitals and  j>hysicians  in  connection  with  the  infla- 
tion in  health  care  costs,  but  none  of  the  Congress- 
men seemed  enamored  of  the  Admininstration’s 
scheme  for  dealing  with  the  problem. 

The  American  Medical  Association  told  the 
Subcommittees  the  legislation  singles  out  one  seg- 
ment in  the  economy  for  the  imposition  of  Sjrecial 
controls  by  limiting  inpatient  revenues  of  most 
hospitals  to  approximately  a nine  percent  increase 
annually.  This  is  similar  to  the  “opprobrious  re- 
tention” of  the  “now  discredited”  wage-price  con- 
trols to  the  health  field  in  Phase  IV  of  the  econom- 
ic stabilization  program  while  removing  controls 
from  the  rest  of  the  economy,  said  Raymond  T. 
Holden,  MD,  Chainnan  of  the  AMA  Board  of 
Trustees. 

“I'he  AMA  is  concerned  over  the  impact  that 
this  legislation  would  have  on  the  quality  and 
availability  of  hospital  care  for  the  American 
people,”  said  Dr.  Holden.  “It  seems  inescapable 
to  us  that  the  ‘cap’  ou  spending  will  result  in  sec- 
ond rate  care,  and  .some  care  may  simply  become 
unavailable  for  many  people.” 

The  American  Hospital  Association,  the  Fed- 
eration of  American  Hospitals,  the  American 
Protestant  Hospital  A.ssociation,  the  Catholic 
Hospital  Association,  and  the  Association  of 
American  Medical  Colleges  were  among  other 
health  organizations  that  weighed  against  the  Ad- 
ministration plan.  Tlie  Health  Insurance  Associa- 
tion of  America  gave  “somewhat  qualified  sup- 
jx>rt”  with  many  reservations.  The  Blue  Cross 
As,sociation  proposed  a national  moratorium  on 
new  plant  capital  expenditures,  but  “we  seriously 
question”  whether  tlie  cap  plan  would  be  “effec- 
tive or  equitable.” 

I'hrust  of  the  testimony  of  the  AFL-CIO  and 
the  United  Auto  Workers  was  that  the  wage  in- 
crease “pass  through”  was  inadequate  and  that  a 


better  approach  would  be  to  adopt  the  labor- 
backed  national  health  insurance  plan  — the 
Health  Security  Act. 

There  was  no  immediate  indication  of  how  soon 
the  joint  subcommittees  would  begin  work  on  leg- 
islation. Their  calendars  are  chock  full  of  other 
major  business  writing  such  a complicated  bill 
and  reaching  a concensus  will  be  a lengthy  process. 

The  Chairman  of  the  AMA’s  Council  on  Legis- 
lation, Edgar  T.  Beddingfield,  Jr.,  MD,  summed 
u])  the  Association’s  criticism  of  the  Administra- 
tion’s bill  Ijy  declaring  the  plan  “does  not  support 
incentives  for  efficiency,  perpetuates  inefficiency 
in  hospital  care,  creates  a rigid  program  which  in 
the  long  run  would  be  unresponsive  to  improving 
(piality  of  hospital  care,  discourages  inaeased  ac- 
cess to  care,  and  penalizes  institutions  which  seek 
to  respond  to  increased  community  health  needs.” 

Costs  in  the  health  sector  of  the  economy  do  not 
always  react  with  costs  in  general,  the  physician 
explained.  The  health  care  sector  is  labor  inten- 
sive, technologically  highly  sophisticated  and 
staffed  by  highly  trained  and  educated  people. 

The  revenue  “cap”  plus  the  projxased  new  capi- 
tal expenditure  limitation  “would  be  quite  detri- 
mental to  individual  hospitals  which  seek  to  re- 
main in  the  mainstream  of  modern  medical  treat- 
ment and  care,”  said  Dr.  Beddingfield. 

The  AMA  officials  urged  Congress  to  postpone 
any  action  until  the  AMA-convened  National 
Commission  on  the  Cost  of  Medical  Care  submits 
its  report  next  January.  Drs.  Holden  and  Bedding- 
field agieed  with  Rostenkowski  that  the  problem 
of  rising  costs  is  serious,  but  contended  that  the 
Administration  bill  woidd  comptomise  the  quali- 
ty of  patient  car  e. 

# # * * 

Somewhat  battered  by  its  treatment  in  the 
House,  the  Administration  moved  its  “cap”  pro- 
posal to  the  more  friendly  environs  of  the  Senate 
Human  Resources  Subcommittee  on  Health  head- 
ed by  Sen.  Edwar  d Kennedy  (D-Mass.). 

At  the  outset  of  Senate  hearings  on  the  Adminis- 
tration’s principal  health  proposal  of  the  year, 
Kennedy  .said  the  Administration’s  bill  “is  not 
perfect  — but  it  is  a starting  point.”  Declaring  he 
has  a number  of  reservations  about  it,  Kennedy 
nevertheless  said  “a  transitional  cost  control  pro- 
gram is  needed.  A program  that  is  administrativ'e- 
ly  i’mple,  doesn’t  create  a new  bureaucracy,  and 
will  residt  in  significant  savings.” 
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I'he  Massachusetts  Senator  put  in  his  custom- 
ary filiis  for  labor’s  Health  Security  Act  as  “the 
only  vialtle  solution  to  the  health  care  crisis  in 
America,”  but  he  notetl  that  tliis  hill  would  rc- 
(juire  “a  sultstaiuial  leatl  time  to  implement.” 

The  ranking  Repulilican  member  of  the  Sub- 
committee, Sen.  Richard  Schw'eiker  (R-Pa.),  said 
“our  job  is  to  decide  it  the  Administration’s  tem- 
porary adjustment  is  a better  approach  than  any 
number  of  long  range  overhauls  already  pending 
before  the  Congress.”  He  said  “I  still  have  some 
basic  (piestions  about  the  wisdom  and  the  practi- 
cality of  this  approach.” 

Sen.  Kennedy  picked  Georgetown  University 
Hospital  (Washington,  D.C.)  as  an  appropriate 
if  off-beat  site  for  the  first  Senate  hearings  on  the 
controversial  “cap”  progtam. 

1 hough  the  Univei'sity  proved  a gracious  host 
for  Kennedy’s  health  subcommittee,  and  hospital 
personnel  were  excited  about  the  presence  of  big- 
name  Senators  and  Administration  officials,  the 
chief  administrator  of  the  hospital  took  the  op- 
portunity to  tell  Kennedy  some  of  the  facts  of  life 
about  running  a hospital  and  why  the  Adminis- 
tration plan  would  be  burdensome. 

Kennedy  had  noted  in  opening  the  hearing  at 
the  hospital  auditorium  that  “I  have  counted  on 
this  hospital  many  times  in  the  past  when  my  own 
family  so  desperately  needed  medical  care.” 

Charles  O’Brien,  GU  hospital  administrator, 
told  the  Subcommittee  as  one  of  its  witnesses  that 
the  impact  of  the  proposed  cost-containment  legis- 
lation “will  be  to  freeze  at  the  current  state  the 
developments  or  expansion  of  new  treatment 
courses.” 

“The  program  is  administratively  unworkable 
and  entirely  too  complex  to  be  equitably  ap- 
plied,” O’Brien  testified. 

Joseph  Califano,  Secretary  of  Health,  Educa- 
tion and  Welfare,  said  ithe  hospital  system  is 
“obese”.  What  the  Administration  is  asking  of 
hospitals,  Califano  testified,  “is  that  instead  of 
having  five  pieces  of  chocolate  cream  pie  for  des- 
sert they  try  to  hold  it  to  one.” 

Califano  offered  few  new  details  but  insisted 
that  hospital  cost  controls  cannot  await  national 
health  insurance. 

The  American  Hospital  Association  renewed 
its  strong  opposition  to  the  Administration’s  plan. 
AH.\  Senior  Vice  President  Leo  Gehrig,  MD,  said 
“this  bill  is  inequitable  in  design,  wrong  in  con- 


cept, and  impossiltle  to  administer.  We  believe 
tliat  its  enactment  would  seriously  jeopardize  the 
present  and  future  aliility  of  hospitals  to  provide 
(piality  care  tO'the  American  people.” 

According  to  Gehrig,  “these  controls  are  wrong 
because  they  would  operate  through  a fonnula 
that  continuously  screws  down  increases  in  hos- 
pital revenues  so  that  in  the  future  they  would  be 
limited  to  a rate  about  ecjual  to  the  rate  of  general 
inflation.  Such  an  approach  would  eliminate  all 
ability  to  incorporate  improvements  in  care  and 
fail  even  to  keep  up  with  the  known  rate  of  in- 
flation in  the  hospital  market  basket. 

AMA  spokesman  Jere  W.  Annis,  MD,  and 
William  C.  Felch,  MD,  in  testimony  Ijefore  the 
Senate  subcommittee  also  attacked  the  Adminis- 
tration’s “cap”  proposal  (dubbed  the  “nine  per- 
cent solution”  by  Capital  Hill  wags)  with  argu- 
ments basically  similar  to  those  used  earlier  before 
the  House  subcommittees. 

# * # # 

d he  chief  rival  to  the  Administration’s  bill  is 
the  so-called  Tahnadge  measure  drafted  by  the 
Senate  Finance  Subcommittee  on  Health  headed 
by  Sen.  Herman  Talmadge  (D-Ga.).  This  bill, 
which  was  brought  up  for  hearings  last  year,  in- 
stitutes a prospective  reimbursement  sy.stem  for 
hospitals  for  Medicare  and  Medicaid  with  classi- 
fication by  ty{)e  of  institution  and  by  region  and 
includes  many  incentive  and  punitive  provisions 
aimed  at  costcutting.  Significantly,  the  bill  was 
introduced  in  the  House  recently  by  Rep.  Paul 
Rogers  (D-Fla.),  Chairman  of  the  House  Com- 
merce Health  Subcommittee.  Rep.  Dan  Rosten- 
kowski  (D-Ill.),  head  of  the  Ways  and  Means 
Health  Panel,  hasn’t  said  which  way  he’s  leaning. 

Introducing  his  long-awaited  Medicare- Medic- 
aid measure.  Sen.  Talmadge  told  the  Senate  of 
his  “uncei'tainty  over  the  wisdom  of  a cap  on  hos- 
pital revenues”  — thus  raising  what  many  believe 
to  lie  a storm  warning. 

Tahnadge,  influential  Chairman  of  the  Senate 
Finance  Subcommittee  on  Health,  insisted  his 
comprehensive  bill  was  not  a rival  of  the  Adminis- 
tration’s. Btit  the  questions  he  raised  about  the 
Administration’s  legislation  made  clear  that  tlie 
nine  percent  cap  plan  on  all  hospital  revenues 
faces  tough  sledding  in  the  Senate.  The  plan, 
Tahnadge  said,  could  “cause  such  chaos  within 
the  hospital  field  as  to  cancel  the  dubious  savings 
involved. 
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Nineteen  Senators  from  both  parties  co-spon- 
sored the  Talmadge  measme.  They  included  Sen. 
Russell  Long  (D-La.),  Chairman  of  the  full  Fi- 
nance Committee. 

Of  the  four  major  health  snlicommittees  in  Con- 
gress, only  the  Finance  Subcommittee  has  not 
schednled  hearings  to  date  on  the  Administra- 
tion cap  proposal  whicli  embraces  all  hospital 
functions,  not  just  those  involved  wath  federal 
aitl  progr  ams. 

# # # # 

dire  .American  Medical  Association  has  told  the 
I louse  Commerce  Subcommittee  on  Ovei'sight 
and  Investigations  that  a second  opinion  “is  just 
that  and  nothing  more  — an  opinion  which  is,  by 
definition,  subjective  and  it  can  never  be  anything 
other  than  that,’’  asserted  James  H.  Sammons, 
MD,  AM.A  Executive  Vice  President. 

The  Subcommittee,  headed  Iry  Rep.  John  Moss 
(D-Calif.),  has  engaged  in  a running  controversy 
with  medical  gr  oups  since  it  issued  a report  a year 
ago  implying  there  are  many  thousands  of  deaths 
due  to  unnecessary  surgery.  The  issue  has  stiiTed 
calls  on  Capitol  Hill  for  r ecpiired  second  opinions 
and  sugge.stions  for  establishing  criteria  for  de- 
terminino;  under  Medicare  and  Medicaid  tire 
necessity  of  surgical  procedures  and  which  should 
be  elective. 

Dr.  Sammons  said  “such  an  approach  is  contra- 
ry to  sound  medical  practice.’’ 

“It  is  not  the  disease  which  detenirines  whether 
the  procedure  is  an  emergency  but  rather  the  con- 
dition of  the  patient  and  the  time  and  circum- 
stances under  which  the  patient  is  seen  by  the 
physician,”  said  Dr.  Sammons.  The  AMA  official 
said  an  approach  Itasetl  on  disease  catagories  with 
hard  and  fast  rules  wliich  allow  for  no  variation 
“is  not  medically  sound  or  in  the  best  inteiest  of 
the  patient.” 

The  AMA  supports  efforts  to  control  costs  “that 
rlo  not  sacrifice  the  interests  of  the  patient  to  the 
interest  of  some  abstract  cost-benefit  ratio,”  Dr. 
Sammons  testifietl. 

Dr.  Sammons’  appearance  before  the  Sulxom- 
mittee  was  delayed  for  a week  because  of  a dispute 
over  the  timing  of  clelivei'y  of  AMA  testimony  to 
the  Subcommittee.  Despite  strong  words  that  have 
been  exchanged  between  Subcommittee  Chair- 
man Moss  and  the  AMA  over  the  unnecessary 
surgery  issue.  Moss  did  not  level  any  broadside 
charges  at  Dr.  Sammons’  testimony.  However, 


Reps.  Anthony  Moffett  (D-Conn.),  Henry  Wax- 
man  (D-Calif.),  and  Andrew  Maguire  (D-N.J.) 
had  sharply  critical  remarks  about  the  AMA. 

Much  of  the  debate  centered  on  the  frequency 
of  hysterectomies  in  this  country.  \V^axman  asked 
if  it  is  “a  fad  operation”?  Moffett  said  the  AMA 
had  displayed  “callousness,  chain  inism  and  insen- 
sibility” to  surgery  on  women.  Maguire  shouted 
that  there  is  “something  wrong”  because  the  AMA 
“fails  to  address  the  issue”  of  people  dying  un- 
necessarily from  surgery. 

Dr.  Sammons  vehemently  denied  the  charges. 
Fhe  .\M.\  has  no  desire  to  protect  the  guilty  and 
the  incompetent,  he  asserted.  The  question  of 
what  is  necessary  or  unnecessary,  what  is  wrong, 
must  be  decided  at  the  peer  review  level.  Dr.  Sam- 
mons said.  “I  am  certain  in  my  own  mind  that 
there  is  surgery  performed  every  day  that  1 would 
not  personally  agree  with,  but  that  is  true  of  all 
aspects  of  every  profession,”  said  the  AM.\  offi- 
cial. The  number  of  such  cases  would  be  very 
small,  he  stressed. 

* * * * 

A dash  of  scholarly  cold  water  was  thrown  on 
the  flaring  dispute  in  Congress  over  whether  there 
is  too  much  surgery  performed  in  this  country. 

A news  conference  w^as  held  in  Washington, 
DC,  by  the  Office  of  Health  Policy  Infonnation 
at  the  Harvard  .School  of  Public  Health  to  intro- 
duce a new  book,  “Costs,  Risks  and  Benefits  of 
Surgery.”  One  of  the  studies  in  the  book  said  that 
present  costs  and  risks  of  surgery  “appear  to  be 
eipial,  or  nearly  etpial  to  benefits.” 

Elective  hysterectomy,  a subject  which  has 
drawn  much  fire  from  members  of  the  House 
Commerce  Subcommittee  on  Investigations,  raises 
the  cpiestion  of  tpiality-of-life  benefits,  the  book 
states.  “It  cannot  be  assumed  that  easy  answers 
can  be  proc  ided,”  it  adds.  “The  individual  patient 
may  consider  that  the  qnality-of-life  benefits  of 
hysterectomy  are  sufficient  to  offset  attendant 
risks;  indeed,  based  on  the  extremely  high  hys- 
terectomy elective  rates  reported  for  physicians’ 
wives,  who  should  be  reasonably  informed  ‘con- 
sumers’, it  seems  likely  that  many  women  will 
make  this  choice.” 

However,  the  book  goes  on,  if  and  when  society 
agrees  to  make  “necessary”  medical  care  available 
to  every  citizen  as  a right,  “at  issue  will  be  the 
t.Ilocation  of  public  funds  for  a procedure  when 
it  appears  to  be  more  of  a convenience  or  luxury 
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th;in  a necessity,  and  in  coinj:)eiit ion  witli  growing 
demands  lor  limds  to  pay  tor  other  medical  pro- 
eedmcs,  many  ol  wliicli  may  jirescni  stronger 
( laims." 

The  liook  was  written  liy  Benjamin  Barnes, 
Ml),  Associate  Professor  of  Snrgeiy  at  llarward 
Medical  School;  Jolm  Bunker,  .MI),  Prolessor  of 
Anesthesia  and  of  Family  Community  and  Pre- 
ventive Medicine  at  Stanford  University;  and 
Frederick  Mosteller,  Phi),  Chairman  of  the  De- 
partment of  Biostatistics  at  the  Harvard  School 
of  Pnijlic  Health.  All  three  authors  were  present 
at  the  news  conference  as  was  Hotvard  Hiatt,  MD, 
Dean  of  the  Harvard  Public  Health  School,  who 
wrote  the  foreword  to  the  book. 

* # # * 

I he  threat  of  Federal  Trade  Commission  direct 
)tn'iscliction  over  non-profit  associations  stich  as 
medical  organizations  has  been  blocked  in  Con- 
gress. 

File  House  Commerce  Committee  by  voice  vote 
rejected  the  proposal,  lire  Senate  Commerce 
Ciommittee  approved  a bill  that  had  been  stripped 
of  a similar  provision  followdng  stibcommittee 
adoption.  The  non-profit  association  provision 
tvas  part  of  a broader  measure  extending  FTC 
powers  and  penalties  that  was  okayed  by  both 
committees. 

.\t  present,  the  FTC,  whidi  is  currently  en- 
gaged in  a wide-range  of  cases  against  medical- 
health  groups  indtiding  the  AMA,  must  prove  in 
court  that  it  lias  jtirisdiction  over  non-profit  as- 
sociation on  groiinds  the  challenged  activity  re- 
sembles a commercial  activity  and  operates  for 
the  economic  benefit  of  the  members  of  a non- 
profit association. 

'I  bis  has  proved  a legal  ob.stade  to  some  Fd’C 
actions  against  non-pofit  as.sociations  in  the  past. 
The  FTC  hail  urged  Congress  to  adopt  tlie  plan. 
However,  the  AM.\  and  a host  of  other  non-profit 
asso'riations  argued  that  the  new  powers  woidd 
give  the  federal  agency  more  authority  than  Con- 
gress had  intended  as  an  instrument  again.st  tin- 
fair  business  practices.  The  effect  would  have 
been  to  lump  all  activities  of  non-profit  groups  in 
the  same  legal  boat  as  those  of  commercial  busi- 
nesses. 

Despite  its  victory  in  blocking  the  inclusion  of 
non-profit  organizations  under  the  .same  flag  as 
commercial  business,  the  AMA  and  others  will 
sniiport  a floor  amendment  to  block  a committee- 
passed  section  of  the  legislation  that  would 


authorize  cla,ss  action  suits  (by  private  individ- 
uals) for  violations  of  F'FC  rules. 

# # # * 

'Fhe  American  Medical  Association  anti  the 
.Vmerican  Hospital  Association  were  criticized  by 
Health,  Edtication  and  WTlfare  .Secretary  Joseph 
Calilano  for  opposing  the  Administration’s  hospi- 
tal cost  containment  plan. 

(ialifano  said  the  two  organizations  “have  op- 
posed virtually  every  progres.sive  step  in  the  health 
care  area,  every  step  for  the  government  to  become 
the  catalyst  and  further  expand  service  to  the  poor 
and  needy.” 

In  an  interview  with  the  Wdshington  Post,  \\\G 
HEW  Secretary  said  the  major  obstacles  to  Con- 
gressional passage  of  the  Administration  hospitid 
control  plan  are  the  AMA  and  the  AH.'\.  “They’re 
very  effective  and  strong  lobbyists,”  he  was 
quoted. 

Califano  predicted  that  tlespite  opposition  the 
plan  will  clear  the  House  within  a few  months, 
but  he  concedcxl  it  faces  “a  more  difficult"  fate 
in  the  Senate. 

Spokesmen  for  the  AMA  and  the  AFI.\  denied 
Califano’s  charges  of  opposing  progressive  health 
meastires.  They  noted  snp}>ort  for  expanded 
health  programs  covering  everyone  throtigh  jtri- 
vate  health  instirance.  The  hospital  control  pro- 
gram won’t  work  and  could  damage  the  quality 
of  health  care,  they  said. 

Califano  also  told  the  Washington  Post  that 
hospitals  should  take  a tougher  line  negotiating 
with  hospital-based  specialists  who  “get  a per- 
centage of  the  gross”  income  of  their  departments. 
“That’s  like  the  entertainment  business,”  he  said. 

“This  is  not  the  entertainment  business.” 

# * # # 

Health,  Education  and  Welfare  Secretary  Jo- 
seph Califano  has  expressed  “deep  regret”  to  the 
AM.\  at  “the  significant  number  of  errors”  in  the 
March  12  publication  of  names  of  health  pro- 
viders tvho.se  11)7,5  Medicare  income  surpassed 
.15 100,000. 

“I  am  deeply  distressed  at  the  ntimber  of  errors, 
and  1 regret  any  embarrassment  that  may  have 
been  caused  to  any  of  your  individual  members,” 
Califano  said  in  a letter  to  James  H.  Sammons, 
MD,  AMA  Exectuive  Vice  President. 

Eollowing  the  original  publication  of  the  list, 
the  AM.V  and  some  state  medietd  .societies  checked 
208  of  the  407  physicians  on  the  list  and  found  an 


Volume  74  Number  3 — August,  1977 


139 


Medicine  in  the  News 


error  rate  of  64.9  percent.  Dr.  Sammons  urged  an 
apology  for  the  mistakes. 

Califano  said  he  has  asked  Robert  Derzon,  Ad- 
ministrator-Designate of  the  new  Health  Care 
Financing  Administration,  to  review  the  entire 
matter  with  the  view  toward  taking  whatever  ac- 
tions are  necessary  to  prevent  a situation  like  this 

from  arising  again. 

# # # # 

The  influential  and  liberal  Washington  Post, 
commenting  on  President  Carter’s  remarks  before 
the  United  Automobile  Workers  annual  meeting 
concerning  delay  of  national  health  insurance, 
said  in  an  editorial  that  the  President’s  declaia- 
tion  that  the  government  cannot  afford  to  do 
everything  was  “dead  right’’. 

Said  the  Post: 

“We  also  think  it  would  be  the  final  and  com- 
plete ruination  of  lilieralism  — whatever  that  may 
mean  anymore  — if  its  self-professed  minions  re- 
fused to  face  up  to  the  difficult  domestic  choices 
and  just  kept  on  asking  for  it  all.’’ 

Asked  the  Post  in  an  editorial  that  will  have 
repercussions  in  the  nation’s  capital: 

“Is  the  intervention  of  government  in  peoples’ 
lives,  even  for  a benign  purpose,  always  so  benign 
in  the  way  it  works?  Have  we  not  learned  that 
there  can  be  a streak  of  ugly  authoritarianism  in 
even  the  most  well-intended  government  pro- 
grams? Can  liberals  afford  to  be  as  contempttious 
as  they  ti'aditionally  have  been  of  those  who  re- 
gard inflation  as  the  principal  public  enemy?” 

The  editorial  said  these  are  questions  serious- 
minded  Demoa  ats  should  Ire  thinking  about  now 
— “not  whether  it  is  illiberal  of  Jimmy  Garter  to 
have  delayed  the  prospective  introduction  of  na- 
tional health  insurance  until  early  in  1978.” 

* * # # 

STATE  BOARD  HEARING  ON  TRAINED 
MEDICAL  ASSISTANTS 

Notice  is  hereby  given  that  the  Arkansas  State 
Medical  Board  will  meet  at  1:00  P.M.,  Thursday, 
September  1,  1977,  in  Little  Rock,  Arkansas,  at 
the  Little  Rock  Convention  Center  to  consider 
the  adoption  of  following  proposed  regulations: 

PROPOSED 

REGULATIONS  GOVERNING 
PHYSICIAN'S  TRAINED  ASSISTANTS 

1.  A Physician’s  Trained  Assistant  must  pos- 
sess a certificate  issued  by  the  Arkansas  State  Med- 
ical Board  prior  to  engaging  in  such  occupation. 


2.  A Physician’s  Trained  Assistant  must  be  a 
skilled  person,  qualified  by  academic  and  clinical 
training,  to  provide  patient  services  under  the  su- 
pervision and  responsibility  of  a physician.  The 
physician  employing  the  Physician's  Trained  As- 
sistant shall  be  res}ronsible  for  the  performance 
of  the  Physician’s  Trained  Assistant. 

3.  The  work  of  the  Physician’s  Trained  As- 
sistant shall  be  done  under  the  supervision  of  a 
physician  who  retains  responsibility  for  patient 
care,  although  the  physician  need  not  be  physi- 
cally present  at  each  activity  of  the  assistant  nor  be 
specifically  consulted  before  each  delegated  task 
is  performed.  The  Physician’s  Trained  Assistant 
may  be  involved  with  the  patients  of  the  physician 
in  any  medical  setting  within  the  established 
scope  of  the  physician’s  practice,  not  prohibited 
by  law.  The  Physician’s  Trained  Assistant’s  ser- 
vice may  be  utilized  in  all  medical  care  settings, 
including  the  office,  the  ambulatory  clinic,  the 
hospital,  if  approved  by  the  hospital  medical  staff, 
the  patient’s  home,  extended  care  facilities  and 
nursing  homes.  Diagnostic  and  therapeutic  pro- 
cedures common  to  the  physician’s  practice  may 
be  assigned  after  demonstration  of  proficiency 
and  competency  is  made  by  the  Physician’s 
Trained  Assistant. 

4.  The  Physician’s  Trained  Assistant  certifi- 
cates shall  only  be  issued  by  the  Arkansas  State 
Medical  Board  upon  application  by  both  the  em- 
ploying physician  and  the  Physician’s  Trained  As- 
sistant. 

(a)  The  physician’s  application  shall  dis- 
close the  professional  backgi'ound,  spe- 
cialty, and  scope  of  practice  of  the  phy- 
sician, a description  of  the  physician’s 
practice  and  the  way  in  which  the  assist- 
ant is  to  be  utilized,  and  such  other  in- 
formation as  the  Board  may  require. 

(b)  The  Physician’s  Trained  Assistant’s  ap- 
plication shall  disclose  the  qualifica- 
tions, including  the  related  experience 
possessed  by  the  Physician’s  Trained 
Assistant,  and  such  other  information 
as  the  Board  may  require. 

5.  The  Physician’s  Trained  Assistant  must 
have  the  following  qualifications: 

(a)  Successfully  passed  an  examination  for 
Physician’s  Assistants  prepared  by  the  Na- 
tional Board  of  Medical  Examiners  and 
certified  by  the  National  Commission  on 
Certification  of  Physician  Assistants;  and 

(by  Have  successfully  completed  a course  of 
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study  ill  a ciiniculuni  for  training  of  Phy- 
sician Assistants  offered  by  a school  or  in- 
stitution accredited  by  the  Council  on 
Medical  Education  of  the  American  Medi- 
cal Association  or  possess  a current  license 
as  a Registered  Nurse  or  Licensed  Practical 
Nurse  issued  by  the  Arkansas  State  Board 
of  Nursing;  and 

(c)  Have  successfully  completed  a one  year 
program  of  practical  training  of  Physi- 
cian’s Trained  Assistants  established  by  a 
hospital  accredited  by  the  State  of  Arkan- 
sas, which  progTain  shall  have  been  ap- 
proved by  the  Arkansas  State  Medical 
Boartl. 

6.  A Physician’s  Trained  Assistant  employed 
in  an  academic  position  in  an  institution  devoted 
to  the  health  sciences  shall  be  the  resjxmsibility 
of  the  dean  or  his  physician  designate  of  the  ap- 
propriate college  or  university. 

7.  All  educational  and/or  experimental  pro- 
grams for  Physician’s  Trained  Assistants  operat- 
ing beyond  the  physical  confines  of  educational 
institutions  in  the  medical  sciences  shall  obtain 
approval  of  the  Arkansas  State  Medical  Board  be- 
fore initiating  such  programs.  Applications  for 
approval  shall: 

(a)  Identify  all  personnel  (student,  instruc- 
tor, physician,  etc.)  involved; 

(b)  S{>ecify  the  locations,  facilities,  content, 
and  purpose  of  such  program; 

(c)  Furnish  job  descriptions  and  duration 
of  program: 

(d)  Other  information  as  the  Board  may  re- 
quire. 

8.  The  Board  .shall  not  approve  an  application 
for  any  one  physician  to  supervise  more  than  two 
Physician’s  Trained  Assistants  at  any  one  time. 

9.  Certificates  of  a Physician’s  Trained  Assist- 
ant shall  not  be  transferable  to  a different  em- 
ploying physician,  except  by  proper  application 
and  approval  of  the  Arkansas  State  Medical 
Board.  The  certificate  shall  be  displayed  prom- 
inently at  the  a,ssistant’s  office  of  employment  and 
shall  bear  a seal  issued  by  the  Board  indicating  ap- 
proval for  the  cunent  year. 

10.  Physician’s  Trained  Assistants  may  per- 
form routine  visual  screening,  pre-operative  or 
post-operative  care  or  assistance  in  the  care  of  dis- 
ea,ses  of  the  eye  as  done  under  the  supervision  of 
an  ophthalmologist. 

11.  A registry  of  the  qualifications  of  the  Phy- 


sician’s 'Eraiiied  Assistant  and  the  emjiloying  phy- 
sician .shall  be  kept  in  the  office  of  the  Arkansas 
.State  Medical  Board. 

12.  Initial  certification  shall  be  for  one  year 
and  renewed  annually  on  that  anniver.sai7  date. 
Recertification  and  review  of  the  Physician’s 
Trained  Assistant,  the  employing  physician  and 
his  practice  shall  lie  made  prior  to  renewal  of  the 
certificate. 

13.  A fee  of  Twenty-Five  Dollars  ($25.00)  .shall 
be  charged  for  each  initial  certification  as  a Phy- 
sician’s Trained  A.ssistant.  Annual  renewal  fee 
shall  be  determined  by  the  Board.  The  physician 
employer  shall  pay  I’en  Dollars  ($10.00)  for  the 
initial  application  but  shall  not  be  charged  for  an- 
nual renewals.  Additional  charges  wall  be  made 
for  examination. 

14.  A Physician's  Trained  Assistant  must: 

(a)  Clearly  identify  himself  to  the  public 
and  the  patient  as  an  a.ssistant  to  a 
physician  by  the  display  of  an  appro- 
priate designation,  i.e.,  badge,  name- 
plate, with  “Physician’s  Trained  As- 
istant"  appearing  thereon. 

(b)  Function  only  under  the  direct  super- 
vision of  a licensed  physician.  Inde- 
pendent health  care  by  a Physician’s 
Trained  Assistant  shall  not  be  per- 
mitted. 

(c)  Be  prepared  to  demonstrate,  at  tbe 
request  of  the  Board,  satisfactory 
ability  to  }x?rform  those  tasks  assigned 
to  him  by  his  employer-physician. 

(d)  Pay  such  fees  as  are  recpiired  by  the 
Board  for  expenses  incurred  in  the 
evaluation  of  his  cjualifications  and 
his  continuing  performance. 

15.  The  supervising  physician  shall  sign  all 
prescriptions  for  controlled  substances.  Prescrijr- 
tions  for  all  other  legend  drugs  may  be  signed  in 
the  name  of  the  supervising  physician  by  the  Phy- 
sician’s Trained  Assistant  who  shall  also  sign  the 
prescription  identifying  himself  as  the  actual 
signer.  (For  example,  the  prescription  may  be 
signed  John  Doe,  M.D.  by  Joan  Roe,  Physician's 
Trained  Assistant.) 

The  Physician’s  Trained  Assistant  may  admin- 
ister drugs  outside  the  physical  presence  of  the 
supervising  physician  but  may  not  dispense  either 
legend  drugs  or  controlled  substances  except  that 
after  administering  a drug  to  a patient  the  Phy- 
sician’s Trained  Assistant  may  leave  with  the  pa- 
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tient  an  amount  ol  intlicated  thugs  sutticieiu  to 
last  the  patient  tmtil  medication  can  be  obtained 
from  a licensed  source. 

16.  All  bills  or  statements  for  fees  rendered  by 
the  Physician's  Trained  A.ssistant  shall  be  in  the 
name  of  the  supervising  physician.  The  supervis- 
ing physician  and  the  Physician's  Trained  Assist- 
ant may  enter  into  such  an  agreement  as  they  con- 
sider just  respecting  the  accounting  by  Physician's 
Trained  Assistants  lor  cash  fees  collected  hv  tlie 

j 

Physician's  Trained  Assistant.  The  Physician's 
Trained  Assistant  mtist  oljtain  and  have  in  force 
at  all  times  a malpi  actice  insurance  policy  issued 
by  an  insurance  company  approved  by  the  De- 
partment of  Instirance  of  the  .State  of  Arkansas 
in  the  minimum  amount  of  SI 0,000.00. 

17.  The  Board  may  revoke  or  suspend  an  exist- 
ing certificate  issued  to  a P.T.A.  or  may  refuse  to 
issue  a certificate  in  the  event  the  holder  thereof 
or  the  applicant  therefor  has  committed  any  of 
the  acts  or  offenses  described  in  Ark.  Stat.  Anji. 
§72-613  or  the  Regidations  of  the  Board  as  nnpro- 
fe.ssional  conduct.  Procedure  in  all  disciplinary 
matters  shall  be  as  provided  by  Ark.  Stat.  Ann. 
§72-614. 

4'he  P.T.A.  to  the  general  or  primary  care  prac- 
titioner including  the  family  practitioner  may  per- 
form the  following  tasks  and  procedures: 


1.  Receiving  patients,  obtaining  case  histories, 
performing  an  ajrpropriate  physical  examination, 
and  presenting  meaningftd  resulting  data  to  the 
physician; 

2.  Performing  or  assisting  in  laboratory  proce- 
dures anti  related  sttidies  in  the  practice  setting; 

3.  Giving  injections  and  immtnrizations; 

4.  Suturing  and  caring  for  wotinds; 

5.  Providing  patient  counseling  services;  refer- 
ring patients  to  other  health  care  resotirces. 

6.  Responding  to  emergency  situations  which 
arise  in  the  physician's  absence  within  the  assist- 
ant's range  of  skills  and  experience;  and, 

7.  Assisting  the  employing  physician  in  all  set- 
tings such  as  the  office,  hospitals,  extended  care 
facilities,  ntirsing  homes,  and  the  patient’s  home. 

The  public  is  invited  to  attend  and  be  heard 
relative  to  these  proposals.  In  the  event  attendance 
is  impossible,  written  statements  of  approval  or 
disapproval  may  l)e  sultmitted.  1 he  statements 
should  be  mailed  to  Joe  Verser,  M.D.,  .Secretary, 
Arkansas  State  Medical  Board,  Post  Office  Box 
102,  Harrisburg,  Arkansas  72432. 

BY  ORDER  OF  THE  STATE 
MEDICAL  BOARD 

SIGNED: 

Joe  Verser,  M.D.,  Secretary 


THINGS 


SEPTEMBER  7-9,  1977 

The  American  Cancer  Society  announces  the 
Second  National  Cionference  on  Htmian  Values 
and  Cancer  on  September  7-9,  1977  at  the  Palmer 
House  in  Chicago,  Illinois.  This  conference  will 
explore  the  impact  of  cancer  on  the  patient,  the 
family  and  the  professionals  who  treat  the  patient. 
Empha.sis  will  Ije  placed  on  intei  personal  relation- 
ships, rehabilitation,  employability,  insurability, 
the  patient's  right  to  know  his  diagnosis  and  prog- 
nosis, his  spirittial  needs  and  his  hopes  for  dra- 


matic ctires.  Experts  from  variotis  disciplines  will 
cover  these  areas. 

.\ttendance  is  open  to  all  members  and  students 
of  the  medical  and  relatetl  health  professions  as 
well  as  to  laymen  interested  in  understanding  the 
changing  role  the  cancer  patient  is  assuming  in 
otir  society  due  to  the  major  advances  achieved  in 
diagnosis  and  treatment  (hiring  recent  years. 

Advance  registration  is  recpiested.  There  is  no 
registration  fee.  For  ftirther  information,  write: 
American  Cancer  .Society,  Second  National  Con- 
ference on  Human  V^alues  and  Cancer,  777  Third 
Avenue,  New  York,  New  York  10017. 

SEPTEMBER  14-17,  1977 

The  Division  of  Cardiology  at  the  University  of 
Arkansas  College  of  Medicine  is  sponsoring  a na- 
tion-wide seminar  on  Pacemakers  for  the  Primary 
Care  Physician,  September  14-17,  1977,  at  the  Con- 
vention Center,  Little  Rock,  Arkansas.  Early  pre- 
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rc<>istrati()n  retiuirccl;  ciirollnieiit  is  liniilecl.  Ap- 
plication has  I)cen  made  lor  12  credit  hours  in 
(iategory  1 lor  the  Physician's  Kecognition  Award 
ol  the  American  Medical  Association  for  this 
picigram. 

OCTOBER  30 -NOVEMBER  3,  1977 

The  l.Srd  Annual  Scientific  Assembly  of  the 
American  College  of  Chest  Physicians  will  be  held 
at  the  MCiM  Grand  Hotel  in  Las  Vegas,  Nevada, 
October  30 -November  3,  1977.  d’he  theme  for 
the  1977  meeting  is  “Cardiopulmonary  Medicine 
and*  Surgery:  Current  Perspectives  and  Fntiire 
Frontiers”.  Two  new'  teaching  technic|ues  for  the 
meeting  have  been  developed.  They  arc:  (1) 
Clinical  Collocpia  - Twenty  special  h/,  hour  ses- 
sions designed  to  give  registrants  an  opportunity 
for  in-depth  study  on  a specific  topic;  (2)  Self-As- 
sessment on  Sounds  of  the  Chest—  Fhis  is  a contin- 
nons  scission  on  sounds  of  the  chest  with  self- 
assessment. 

Fwo  postgradnate  courses  will  be  held  in  con- 
) unction  with  the  ACCP  scientific  assembly. 
“Management  of  a Respiratory  Therapy  Service” 
will  be  presented  on  Sunday,  October  30,  with 
I)rs.  Richard  Browning  and  Ronald  B.  George  as 
course  director’s.  The  second  course  “Cardiopul- 
monary Technology  Today”  will  be  held  Monday, 
October  31st,  with  course  directors  Kenneth  M. 
Moser,  M.D.  and  Virginia  A.  Burleson,  RCPT. 

For  further  information,  including  registration 
materials,  jrlease  contact:  Dale  E.  Braddy,  Af.  S., 
Dir  ector  of  Educatiorr,  Atner  icarr  College  of  Chest 
Physiciatrs,  911  Busse  Highway,  Park  Ridge,  Illi- 
rrois  GOOhS. 

NOVEMBER  3-6,  1977 

1 he  Divisiorr  of  Carcliology  at  the  Uiriver  sity  of 
Arkarrsas  for  Medical  Scietrees  is  sjxrrrsoritrg  a rra- 
tiorr-wide  cardiovascular  stress  testirrg  senritrar  at 
the  Corrventiorr  CTarter  irr  Little  Rock,  Arkarrsas. 
Fire  planrred  dates  of  this  serrritrar  will  be  Noverrr- 
ber  3,  4,  5,  arrd  6th;  with  didactic  sessiorrs  pri- 
rrrarily  otr  the  3r(l  arrd  4th  of  Novenrber  arril  lab- 
or-atory  sessiorrs  otr  the  .5th  arrd  6th. 

l ire  course  will  involve  10  to  12  Iroitrs  of  didac- 
tic se.ssiotrs  begitrtritrg  Tlntrsday  eveniirg,  Novem- 
ber 3rd,  and  extetrdiirg  through  Friday,  Noverrr- 
ber  4th.  Otr  Saturday,  groups  of  physiciatrs  arrd 
techtriciarrs  will  be  divided  itrto  four  major  labor- 
atory ex|xrrietrces:  (1)  Stress  testirrg  each  other. 
(2)  Observirtg  pre-recorded  abtrormal  stress  de- 
rived from  past  results  of  Ihriversity  patierrt  test- 


itrg.  (3)  Review  of  cariliopuhrrottary  resuscitation. 
(4)  Evaluatirtg  atrd  coirtpariirg  exhibits  of  stress 
testing  erjuiprrretrt. 

Followittg  these  activities,  there  will  be  (piestiotr 
atrd  answer  sessiorrs,  discussiotrs  arrd  fitral  exatrr  on 
Sutrday  nrortritrg. 

Ear  ly  pre-registration  is  r etpiited  as  etrrolhrretrt 
is  linrited.  Corrtact:  fohti  E.  Doitglas,  M.D.,  Tbri- 
versity  of  Arkansas  College  of  Medicitre,  4301 
AVTst  Markham,  Little  Rock,  Arkarrsas  72201. 

This  Ccnrtirniirrg  Medical  Educatiorr  offering 
meets  the  criteria  for  12  hours  of  credit  irr  Cate- 
gory 1 for  the  Physiciatr's  Recogtritiotr  Award  of 
the  .\nrer  icarr  Afedical  Associatioir. 

NOVEMBER  6-9,  1977 

The  Soirther  n Aleclical  Associatiotr  will  hold  its 
71st  Atnrual  Scierrtific  Asseirrbly  at  the  Dallas 
Corrventiorr  Cerrter  otr  November  6-9,  1977.  Post- 
graduate Coirnses  offered  at  that  titrre  will  be  Irn- 
proced  Techniejues  for  Afarraging  Problenrs  of 
Irrlertility,  6 hoitrs;  The  Afedical  Aspects  of  Sex- 
ital  Dysfitrrctiotr,  6 hours;  Diarrhea  atrd  Jautt- 
dice;  Curreirt  Correepts  atrd  Clinical  Cotrsidera- 
tiotrs,  6 hours;  Care  of  the  Afultiple  Injured  Pa- 
tieirt,  6 hours.  Pearls  in  Aarratonric  Pathology,  3 
hours;  Alorphologic  Hematology  - Bone  Afartow, 
3 hours;  Afarragerrreirt  of  the  Actirrically  Damaged 
Skirt,  2 hours;  I’reattrrent  of  What  ts,  2 hours;  Res- 
piratory Therapy,  3 hours;  Day-to-Day  Problems 
irr  Diabetes,  6 hours;  ENT  Etrrergeircy  Care  for 
the  Noir-Otolarytrgologist,  6 hours;  Derrrratology 
for  the  Noir-Dernratologist,  6 hours;  Cairretrt 
'Treatrrretrt  irr  Neitrology  for  Primary  Physiciarts, 
3 hoitrs;  Pediatric  Urology,  6 hours;  Treatmetrt  of 
Hartd  Irrjuries,  2 hours;  arrd  Pediatric  Dermatol- 
ogy, 4 hoitrs. 

All  courses  are  fully  credited  by  the  Council  on 
Aledical  Education  of  the  Americarr  .Medical  A.s- 
sociatiotr  arrd  are  acceptable  for  hour-for-hour 
Category  1 credit  toward  the  Physiciatr’s  Recogrri- 
tion  Award. 

For  further  iirlormatioti,  contact  the  Southern 
Aledical  Associatioir,  2601  Highlaird  Avenue, 
Biriitinghatrt,  Alabama  35205. 

NOVEMBER  17-19,  1977 

The  fourth  Contitruing  Educatiorr  Course  in 
Clinical  Nemo-Otolaryngology  will  be  held  No- 
vember 17-19,  1977,  at  the  Uiriversity  Health  Cen- 
ter of  Pittsburgh,  Penrrsylvania.  It  is  a course  for 
otorh  i nolaryngologists,  rreurologists,  those  in 
training  for  these  specialties,  atrd  other  interested 


Volume  74  Number  3 — August,  1977 


143 


Things  to  Come 


health  professionals.  The  program  will  cover  re- 
view of  pertinent  anatomy  and  physiology  that 
wdll  have  separate  sessions  for  neurologists  and 
otorhinolaryngologists;  problems  in  audition; 
balance  disturbances;  speech;  swallowing;  taste; 
olfaction;  pain;  facial  nerve;  and  the  central  ner- 
vous system  complications. 

Tuition  to  attend  is  $190  for  practicing  physi- 
cians and  $95  for  residents.  This  Continuing 
Education  offering  meets  the  criteria  for  aedit 
hours  in  Category  I of  the  Physician's  Recogni- 
tion Award  of  the  American  Medical  Association. 

For  further  information  contact;  Sidney  N. 
Busis,  M.l).,  Course  Director,  the  Division  of  Con- 
tinuing Education,  1022  Scaife  Hall,  University 
of  Pittsburgh  School  of  Medicine,  Pittsburgh, 
Pennvslvania  15261  or  telephone  412-624-2653. 

JANUARY  30 -FEBRUARY  3,  1978 

Tlie  1978  Annual  Scientific  Assembly  of  the 
American  Society  of  Contemporary  Medicine  and 
Surgery  will  be  held  January  30  - February  3,  1978, 
at  the  Americana  Hotel  in  Miami  Beach,  Florida. 

The  lacidty  of  100  leaders  of  American  medi- 
cine will  lie  headed  by  the  ASCMS  President,  Dr. 
Michael  DeBakey,  and  Chairman,  Dr.  Ixon  O. 
Jacobson. 

The  program  will  include  Seminars  and  Tu- 
torials on  Cardiovascular  Diseases,  Hypertension, 
Gastrointestinal  Diseases,  Inflammatory  Bowel 
Disease,  Cancer,  Genitourinary  Diseases,  Pain,  En- 
docrinology, Cryosurgery,  Neuropsychiatric  Man- 
ifestations of  Systemic  Disease,  Acid-Base  Abnor- 
malities, and  more;  all  with  panel  discussions  and 
tpiestion-answer  sessions. 

This  Continuing  Medical  Education  offering 
meets  the  criteria  for  40  hours  of  credit  in  Cate- 
gory 1 for  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association. 

For  further  information;  John  G.  Bellows, 
M.D.,  Ph.D.,  Director;  6 North  Michigan  Ave- 
nue, Cliicago,  Illinois  60602.  Teleplione  312-236- 
4673. 

FEBRUARY  1 -6,  1978 

The  International  Hair  Transplant  Symposium 
will  be  held  in  Lucerne,  Switzerland,  February 
1 - 6,  1978,  at  the  Palace  Hotel.  Multidiscipline 
faculty  will  be  composed  of  both  Europeans  and 
Americans.  The  co-sponsors  are  the  American 
Society  for  Dermatologic  Surgery  and  the  Ameri- 


can Academy  of  Facial  Plastic  and  Reconstructive 
Surgery. 

Registration  fee  is  $290  and  an  Economy  Travel 
Package  is  being  offered  for  $685.  Further  infor- 
mation on  the  symposium  is  available  from  Dr. 
I).  B.  Stough,  III,  of  the  Stough  Dermatology  and 
Cutaneous  Surgery  Clinic,  P.  A.,  Doctors  Park,^ 
Hot  Springs,  Arkansas  71901. 

WINTER  1978  CONFERENCES 

The  Beth  Israel  Hospital  Continuing  Medical 
Education  Courses  for  the  winter  of  1978  have 
j list  been  released.  The  meetings  are  approved  for 
up  to  25  hours  of  the  American  Medical  Associa- 
tion Category  I Continuing  Medical  Education 
credits.  This  will  depend  on  the  number  of  class 
hours  scheduled.  Credit  has  lieen  applied  for 
from  the  appropriate  specialty  colleges.  Registra- 
tion fees  for  these  meetings  are  $190  for  General 
Registration  and  $125  for  House  Officers. 

'1  he  Conferences  are  as  follows; 

FEBRUARY  11-18,  1978  - The  Third  Annual 
Vail  Family  Practice  Conference  to  be  held  at 
1 he  Mark  in  Vail,  Colorado. 

FEBRUARY  18-25,  1978  - The  Fourth  Annual 
Vail  OB/GYN  Conference  to  be  held  at  The 
Mark,  Vail,  Colorado. 

FEBRUARY  25  - MARCH  4,  1978  - The  Eighth 
Annual  Aspen  Radiology  Conference  to  be  held 
at  the  Aspen  Institute  for  Humanistic  Studies,^ 
Aspen,  Colorado. 

.MARCH  4-11,  1978  — The  Third  Annual  Vail 
Psychiatry  Conference  at  the  Kiandra-Talisman, 
Vail,  Colorado. 

MARCH  4-1 1,  1978  — The  First  Annual  Vail  Can- 
cer Conference,  the  I4on  Square  Lodge  in  Vail, 
Colorado. 

MARCH  11-18,  1978  - The  Third  Annual  Vail 
General  Surgery  Conference  to  be  held  at  The 
Mark  in  Vail,  Colorado. 

MARCH  18-25,  1978  — I he  Third  Annual  Vail 
Internal  Medicine  Conference  to  be  held  at  The 
Mark,  Vail,  Colorado. 

MARCH  18-25,  1978  - The  First  Annual  Vail  Ur- 
ology Conference  to  be  held  at  the  Lion  Squaie 
Lodge,  in  Vail,  Colorado. 

For  cjuestions  concerning  these  conferences,  con- 
tact; Beth  Israel  Hospital  Conference  and  Insti- 
tute Program,  1818  Gaylord  Street,  Denver,  Col- 
orado 80206;  Attention  Sara  Brickley,  Conference 
Coordinator. 
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DR.  HERRON  RETURNS 

Dr.  Joliii  Herron  has  been  a]>|)ointecl  Medi- 
cal Director  ol  tlie  Pine  Blulf- Jcllerson  County 
Health  Center.  Dr.  Herron  was  medical  director 
of  the  Oregon  Health  Dej)artment  in  Salem  for 
the  past  five  years.  Prior  to  that  time,  he  served 
as  .Arkansas  State  Hetihh  Director  for  over  twenty 
years. 

MARION  COUNTY  PHYSICIANS 

Drs.  Daniel  F.  Ward  and  Roger  D.  Simons  lo- 
cated in  Flippin  in  Jidy.  Di . ^Vard  is  a graduate 
of  the  University  of  Missouri  and  Dr.  Simons  is  a 
graduate  of  the  University  of  Texas  Branch  of 
Galveston.  Both  physicians  recently  completed 
their  residency  training  in  Family  Practice  at  the 
St.  Joseph  Medical  Center  in  \\hchita,  Kansas. 

PROFESSOR  HONORED 

Dr.  Frederic  W.  Rhinelander,  professor  of  Or- 
thopaedic Surgery  at  the  University  of  Arkansas 
College  of  Afedicine,  was  recently  honored  by  the 
American  Society  for  I’esting  and  Materials  for 
his  “significant  advance  made  in  problem-ori- 
ented research.” 

DR.  HOBEROCK  ATTENDS  MEETING 

Dr.  Thomas  R.  Hoberock  of  Harrison  recently 
attended  the  annual  meeting  of  the  Society  of 
Vasetdar  Stirgeons  in  Rochester,  New  York. 


DR.  HESTIR  ELECTED 

Dr.  John  Hestir  has  been  installed  as  the  presi- 
dent of  the  Caduceus  Clul),  the  alumni  organiza- 
tion of  the  University  of  .Arkansas  College  of  Med- 
ic ine.  Dr.  Hestir  is  a Family  Practitionei  in  De- 
AVitt. 

DR.  LOWE  APPOINTED 

Di'.  Betty  A.  Lowe  has  Ijeen  named  Medical  Di- 
rector of  tlie  Arkansas  Children's  Hospital.  Prior 
to  tlie  appointment.  Dr.  Lowe  was  director  of 
pediatric  education  at  the  Children’s  Flosjiital. 
She  is  a Profe.ssor  of  Pediatrics  at  the  FIniversity 
of  .Arkansas  College  of  Afedicine. 

DR.  HARBISON  JOINS  COLONY  STAFF 

Dr.  James  D.  Harbison  has  joined  the  staff  of 
the  Booneville  Lbiit  of  the  .Arkansas  Children's 
Colony.  Dr.  Harbison  was  jMeviously  in  jjrivate 
practice  in  Lake  A^illage  and  Dardanelle. 

MEDICAL  CENTER  THEATER  ORGAN 

Dr.  James  L.  Dennis  has  donated  a theatre  or- 
gan to  tlie  Afedical  Center  at  Little  Rock.  The 
musical  instrument  is  currently  being  rebtiih.  Dr. 
Dennis  is  an  avid  theater  organ  enthusiast  and  has 
enlisted  the  assistance  of  the  American  d'heater 
Organ  Society  in  getting  the  organ  repaired.  Dr. 
Dennis  hopes  to  eventually  have  nationally  known 
theater  organists  give  performances. 


PLASTIC  SURGEON  FOR  BAXTER  COUNTY 

Dr.  Jim  Beckman  began  the  j>ractice  of  Plastic 
Surgery  in  the  Baxter  General  Hosjiital  in  June. 

DR.  BURKS  APPOINTED 

Dr.  Willard  Burks  of  Wynne  was  recently  ap- 
pointed a director  of  the  (iro.ss  County  Bank  of 
AVynne.  Dr.  Burks  is  associated  with  the  Wynne 
Afedical  Clinic. 

PHYSICIAN  ARTIST 

Dr.  Johnnie  P.  Price  of  Afonticello  is  devoting 
more  time  to  his  hobby  of  painting,  d'he  general 
surgeon  has  been  participating  in  a number  of 
classes  in  art.  He  u.ses  his  sketching  talent  as  a 
means  of  communicating  with  his  patients. 


DR.  ROY  CONDUCTS  SEMINARS 

Dr.  F.  Hampton  Roy  recently  conducted  oph- 
thalmic seminars  in  Santa  Cruz,  La  Paz,  Sucre  and 
Cochabomba,  Bolivia.  Dr.  Roy  will  rcttirn  to 
Bolivia  in  October  1978  as  gtiest  of  honor  at  the 
Bolivian  Congress  of  Ophthalmology. 

DR.  WELLS  MOVES 

Dr.  Whlliam  AL  Wells  will  leave  Hebcr  Springs 
to  join  the  professional  staff  at  the  ATterans  Hos- 
pital in  Little  Rock  on  October  1st.  Dr.  AVTlls  will 
also  be  teaching  in  the  area  of  Family  Practice  at 
the  Ibiiversity  of  Arkansas  College  of  Afedicine. 

SCHOLARSHIP  SPONSORS 

Di'.  Robert  I..  Kerr  and  the  Saltzman-Guenth- 
ner  Clinic  of  Alountain  Home  recently  sponsored 
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scholarships  to  seniors  of  the  local  high  school. 
Dr.  Kerr  sponsored  a $300  nursing  scholarship  and 
the  Saltzinan-Gnenthner  Clinic  sponsored  a $200 
scholarship. 

LEPANTO  PHYSICIAN 

Dr.  Nancy  Ezzard  has  joined  the  staff  of  the 
East  Arkansas  Eainily  Healtli  Center  in  Eepanto. 
Dr.  Ezzard  is  a pediatrician  and  a graduate  of  the 
Emory  University  Medical  School  in  Atlanta, 
Cfeorgia.  Dr.  Ezzard's  hnsitand  is  also  a pediatri- 
cian and  is  currently  on  a fellowship  at  St.  Judes 
Children’s  Hospital  in  Memphis,  Tennessee. 

DOCTORS  PRESENT  PAPERS 

Drs.  William  E.  Knight  and  James  W.  Long,  of 
Fort  Smith,  recently  presented  an  original  .scien- 
tific paper  entitled  “Antibiotic  Impregnated  Bone 
Cement  in  Total  Hip  Replacement’’  at  the  An- 
nual meeting  of  the  Canadian  Orthopaedic  As- 
sociation in  Toronto. 


ASSOCIATION  ANNOUNCED 

Dr.  C.  Louis  White  has  joined  Dr.  Ceorge  War- 
ren for  the  general  practice  of  medicine  and  sur- 
gery at  1400  Pershing  in  Smackover. 

EXPEDITION  TO  BOLIVIA  AND  PERU 

Dr.  Kenneth  R.  Duzan  of  El  Dorado  and  Mr. 
Paul  Schaefer  of  FMrt  Smith,  Arkansas  Medical 
Society  Executive  \'ice  President  Emeritus,  joined 
a scientific  geological  expedition  to  Bolivia  and 
Peru  in  June.  I'he  expedition  was  sponsored  by 
F^arthwatch,  Incorporated,  and  led  by  a professor 
of  Ceology  from  Amherst  College. 

d'he  eight  members  of  the  expedition  discovered 
fossils  from  the  Devonian  period  in  areas  which 
previously  had  only  been  the  subject  of  extrapola- 
tion. 

In  addition  to  the  scientific  experience,  the 
members  of  the  ex{X?dition  were  able  to  see  the 
countryside  and  the  people  from  a different  point 
of  view  than  that  experienced  l)y  the  tourist. 


PROCEEDINGS 

OF 

SOCIETIES 


MINUTES 

COUNCIL  OF  THE 
ARKANSAS  MEDICAL  SOCIETY 


June  26,  1977 

I’he  Ciouncil  of  tlie  Arkansas  Medical  Society 
met  at  12:00  noon  on  Sunday,  June  26th,  in  the 
Plaza  East  Room  of  tlie  Camelot  Inn,  lattle  Rock. 
Present  were:  Burge,  Kolb,  Wynne,  Shuffield, 
Lilly,  Kirkley,  Osljorne,  J.  Bell,  P.  Bell,  Lockhart, 
Irwin,  Jameson,  .-Vndrews,  Harris,  McCrary, 
Jouett,  Williams,  Kntait,  Ellis,  Purcell  Smith, 
Edgar  Easley,  Robert  Benafield,  Ceorge  Warren, 
Ciaither  Johnston,  Mr.  Harris,  Mr.  Warren,  Mr. 
Cearley,  Mr.  Mitchell,  Mr.  LaMastus,  Dr.  Long, 
and  Miss  Richmond. 


Invocation  was  l)y  President  Kolb. 

Chairman  Burge  recognized  new  meml)ers  of 
the  Council  — Drs.  Wynne,  lally,  Osborne  and 
Lockhart  — and  introtlnced  Dr.  Johnston  as  chair- 
man of  the  Legislative  Assistance  Committee. 

I he  Cioniicil  transacted  business  as  follows: 

1.  Approved  the  following  actions  of  the  Ex- 
ecutive Committee: 

(a)  Selected  Dr.  A.  J.  I'hompson  of  Little 
Rock  for  appointment  to  the  Private 
Insurance  Review  Committee  to  suc- 
ceed Dr.  \V.  Sexton  I.ewis; 

(b)  Denied  a request  that  the  Society  pub- 
licize the  need  for  preceptors  for  the 
nurse  practitioner  program; 

(c)  Considered  an  oitjection  of  a compo- 
nent society  to  the  Welfare  Depart- 
ment’s policy  of  allowing  payment  for 
only  one  hospital  visit  per  day  and 
voted  to  take  no  action  to  oppose  the 
policy. 

(d)  Voted  to  oppose  inclusion  of  physi- 
cians’ offices  in  State  Health  Coordin- 
ating Council  regulations  governing 
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( crt  i I ic  a t c ()l  need  lot o u t - |>a  t i en  t 
laei  lilies. 

2.  l>y  inoiioii  ol  liavin,  the  (ionncil  letjiiesletl 
that  the  Kxeciilive  Committee  and  legal 
counsel  prepare  a statement  setting  out  ;i 
delinition  ol  nurse  practitioners,  the  prob- 
lems involved  in  the  mnsc  prattilioncr 
piograni,  and  wh;il  is  anticipated  in  the 
Intme  willi  regtird  to  tlie  program,  so  that 
the  (ionncil  m;iy  consider  taking  an  ollicial 
st;md  on  tlie  isstie. 

3.  C.  R.  Ellis,  Cihainmin  ol  tlie  Committee  on 
Medicine  and  Religion,  leported  on  the 
Prayer  breaklast  which  the  committee 
sponsored  timing  the  1977  Animal  Session 
anti  annomicetl  plans  hir  a statewitle  meet- 
ing of  physicians  anti  clergy  on  December 
3 in  Little  Rtick.  Chairman  Ellis  atlvisetl 
pharmacentical  firms  were  being  asketl  to 
co-sponsor  the  prtigrani  bm  that  adtlitional 
Society  financing  might  be  neetletl. 

4.  1 he  Comicil  reccivetl  for  information  a re- 
port Ironi  Asa  Crow  as  chairman  of  the 
Metlical  St  hool  Committee.  At  the  retpiest 
of  Kemal  Kntait,  a member  of  the  com- 
mittee, a tlisctission  of  the  rejxrrt  will  be 
.schetlnletl  at  a snbsetpiem  Cotmcil  meeting 
when  Dr.  Crow  is  present. 

5.  John  Kirkley  reported  on  the  first  meeting 

of  the  committee  to  study  the  feasibility 
and  atlvisability  of  having  subsidiary 
staffing  in  Little  Rock. 

().  (iaither  Johnston,  chairman  of  the  ad  hoc 
committee  of  the  Hou.se  ou  Legislative  As- 
sistance, reported  on  the  initial  meeting  of 
his  committee  anil  planned  activities. 

7.  I’lie  Council  received  for  infonnation  an 
experience  rating  report  from  Arkansas 
Blue  Cross-Blue  Shield  on  the  group  plan 
for  members  of  the  Society. 

H.  Executive  Vice  Presitlem  Long  discussed 
the  policy  of  expense  allowance  for  the 
Society  president.  Upon  the  motion  of 
Williams,  the  Council  voted  to  underwrite 
all  exjx^nses  incurred  by  the  president  of 
the  Society  in  his  official  duties  during  his 
term  of  office. 

9.  Mr.  Warren  reported  that  study  was  still 
being  given  to  the  ipiestion  of  a class  action 
suit  on  Medicare  fee  payments.  He  advi.sed 
the  Cotmcil  that  the  public  law  governing 
■Medicare  contains  jtrovisions  reipiiring 


full  utili/ation  ol  adminstrative  negotia- 
tions belore  suit  could  be  filed  in  Eederal 
Court. 

10.  Upon  the  motion  of  Williams,  the  Council 
votexi  to  grant  ;i  chiutei  to  the  .Marion 
County  Medictd  Society. 

11.  UjK)n  motion  of  Williams,  the  Ciouncil 
voted  to  tunenil  the  previous  action  to  in- 
clude all  ])hysici;m  members  on  botnils  of 
the  four  health  system  ageiuies  on  tlie 
Council  HS.\  Liaison  Committee. 

12.  As  a member  of  the  Private  Insurance  Re- 
view Committee,  Williams  reported  to  tlie 
Council  .some  of  the  problems  encountered 
by  the  committee.  The  Council  apjrroved 
his  motion  requesting  that  the  Executive 
Committee  define  the  charge  to  the  com- 
mittee. 

13.  John  Bell,  .Second  District  Councilor,  re- 
jtorted  on  a complaint  submitted  to  the 
district  professional  relations  committee. 
Upon  the  motion  of  McCrary,  the  Council 
voted  to  request  tliat  legal  counsel  investi- 
gate the  complaint  and  report  to  the  Ex- 
ecutive Committee  on  what  further  action 
should  be  taken  by  the  Medical  Society. 

The  meeting  adjourned  at  2:19  P.M. 

APPROVED:  John  P.  Burge,  M.D. 

Chairman  of  the  Council 


ANSWER— Electrocardiogram  of  the  Month 

#1.  Sinus  bradycardia  with  1*^  AV  block. 

#2.  Premature  atrial  contractions. 

Note:  A.  The  abnormal  P waves. 

B.  No  change  in  the  QRS  morphology. 

C.  The  sinus  node  is  not  reset,  but  finds  the 
atrium  refractory  and  unable  to  be  stimu- 
lated after  the  premature  atrial  contraction. 

D.  Further  prolongation  of  the  PR  interval  may 
be  seen  when  premature  atrial  beat  is  quite 
early  as  it  finds  the  AV  node  relatively  re- 
fractory. If  the  atrial  beat  had  come  slightly 
earlier,  it  would  have  been  completely 
blocked  in  the  AV  node. 
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GOPAKUMAR  MARUTHUR,  M.D. 

riie  Garland  County  Medical  Society  has  ac- 
cepted Dr.  GopaKumar  Maruthur  into  member- 
ship. Doctor  Maruthur  is  an  Internist  with  a sub- 
specialty  in  Endocrinology  at  the  Central  Tower 
Building  in  Hot  Springs. 

Dr.  Maruthur  is  a native  of  India  and  received 
his  medical  education  at  Calicut  Medical  College 
in  Calicut,  India.  He  served  his  internship  at  the 
Calient  Medical  College,  Kerala,  India.  Dr.  Ma- 
ruthur served  a one-year  Family  Practice  residency 
at  West  Snbnrl)an  Hospital  in  Oak  Park,  Illinois, 
and  a two-year  residency  in  Internal  Medicine  at 
the  Cook  County  Hospital  in  Chicago.  He  also 
had  a fellowship  in  Entlocrinology  at  Cook 
County  Hospital  for  two  years. 

From  1968  to  1971,  he  practiced  with  the  Kerala 
Government  Health  Services.  Dr.  Maruthur  is 
Board  Certified  in  Internal  Medicine. 

EUGENE  T.  ELLISON,  JR.,  M.D. 

Dr.  Eugene  T.  Ellison  is  a new  member  of  the 
Miller  County  Medical  Society.  He  is  associated 
with  Drs.  Robert  S.  McGinnis,  A.  D.  Smith,  Jr., 
and  Herbert  B.  Wren  at  4800  Texas  Boulevard  in 
Eexarkana.  Dr.  Ellison  is  an  Opthalmologist. 

Dr.  Ellison  received  his  B.  A.  degree  from  the 
University  of  Texas  at  Austin  and  his  M.D.  degree 
from  the  University  of  Arkansas  in  1973.  He  in- 
terned at  St.  John's  Hospital  in  I'nlsa,  Oklahoma, 
and  completed  an  Ophthalmology  residency  at 
the  University  of  Southern  Florida  in  Tampa,  in 
July  1977. 


PHILIP  R.  HARDIN,  M.D. 

Dr.  Philip  R.  Hardin  has  been  accepted  into  the 
membership  of  the  Baxter  County  Medical  So- 
ciety. Dr.  Hardin  was  born  in  Ranger,  Texas.  He 
received  his  B.  A.  degree  in  Biology  from  Rice 
University,  Houston,  and  his  M.D.  degree  from 
the  Lbriversity  of  Texas  Metlical  Branch  in  Gal- 
veston. D).  Hardin  interned  at  McKay-Dee  Me- 


morial Hospital,  Ogden,  Utah,  and  completed  a 
Dermatology  residency  at  the  University  of  Texas 
■Medical  Branch  in  Galveston. 

Dr.  Hardin  was  Chief  of  Dermatology  at  the 
Corpus  Christi  Naval  Hospital  while  serving  in 
the  United  States  Naval  Reserve  in  Texas.  He  is 
lioard  certified. 

Dr.  Hardin  located  in  Bull  Shoals  in  July  1976. 
1 le  is  associated  with  the  Bull  Shoals  Hospital  and 
Clinic. 


LEONARD  J.  DE  CARLO,  M.D. 

Dr.  Leonard  J.  DeCarlo  has  been  accepted  into 
the  membership  of  the  Jackson  County  Medical 
Society. 

Dr.  DeCarlo  was  born  in  Jersey  City,  New  Jer- 
sey, and  received  his  B.  S.  degree  from  St.  Peter’s 
College  there.  He  was  graduated  from  McGill 
University  Faculty  of  Medicine  in  Montreal, 
Providence  of  Quebec,  in  1962.  He  served  a rotat- 
ing internship  program  at  New  Britain  General 
Hospital  in  New  Britain,  Connecticut.  He  had 
one  year  of  General  Surgery  residency  at  New 
Britain  General  Hospital  and  then  served  five 
years  in  the  United  States  Air  Force  at  .Shepard 
,\ir  Force  Base  in  Texas. 

Following  his  military  service.  Dr.  DeCarlo 
trained  in  Diagnostic  Radiology  at  the  University 
of  Oklahoma  Health  Sciences  Center. 

Dr.  DeCarlo  practiced  one  year  at  the  Okla- 
homa City  Clinic  and  Presbyterian  Hospital,  and 
four  years  at  the  Midwest  City  Memorial  Hospi- 
tal. While  in  Midwest  City,  he  was  an  instructor 
in  radiation  therapy  at  the  School  of  X-ray  Tech- 
nology of  Oscar  Rose  Junior  College. 

Dr.  DeCarlo  is  board  certified  in  Diagnostic 
Radiology.  His  office  is  at  120,5  McLain  in  New- 
port. 

FRED  E.  WILSON,  M.D. 

The  Woodruff  County  Medical  Society  has  ac- 
cepted into  its  membership  Dr.  Fred  E.  Wilson. 
Dr.  Wilson  is  a native  of  Searcy.  He  received  his 
B.  S.  degree  from  the  University  of  Arkansas  in 
1972  and  was  graduated  from  the  University  of 
Arkansas  College  of  Medicine  in  1976. 

Dr.  Wilson  interned  at  St.  Vincent  Infirmary. 
He  is  associated  with  Dr.  James  E.  Rowe  in  Fam- 
ily Practice  at  the  McCrory  Clinic. 

PULASKI  COUNTY  ADDITIONS 

Fhe  Pulaski  County  Medical  Society  has  added 
the  following  new  members  to  its  membership 
roll: 

jACOB  AMIR,  M.D.  Dr.  Amir  was  born  in 
Anvers,  Belgium,  and  received  his  M.D.  degree 
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from  the  Hel)rc\v  Univcisity  ol  Medic  ine  in  Jeru- 
salem, Israel.  Dr.  .\mir  eompleied  his  internship 
and  a one-year  residency  in  Oneology  at  the  llad- 
dassa  Medical  (ienter  in  [ernsalem.  Me  then 
trained  for  five  years  in  Internal  Medicine  at 
Beilinson  Medical  Center  in  Petach- rokva,  Israel. 

Dr.  .\inir  was  Assistant  Pi ofessor  of  Medicine  at 
the  Case  ^V^estern  Reserve  University  of  Cleve- 
land, prior  to  locating  in  Arkansas.  Me  is  associ- 
ated with  the  Little  Rock  Diagnostic  Clinic  at 
10001  Lile  Drive  in  Little  Rock.  Dr.  Amir  special- 
izes in  Mematology  and  Oncology. 

AVILLIAM  j.  MORTON,  M.D.  Born  in  Sher- 
man, Texas,  Dr.  William  J.  Morton  received  his 
B.  A.  degree  from  the  University  of  Texas  in  Aus- 
tin. Me  was  graduated  from  the  LIniversity  of 
Texas  Soitthwestern  Medical  School  in  Dallas  in 
1970.  Dr.  Morton  interned  at  Barnes  Mospital  in 
St.  Louis,  Missouri.  Me  also  received  training  in 
Internal  Medicine  and  Ciastroen terology  at 
Barnes  from  1971  to  1975. 

Dr.  Morton  is  hoard  certified  in  Internal  Medi- 
cine. Me  specializes  in  Gastroenterology  at  the 
Little  Rock  Diagnostic  Clinic,  10001  Lile  Drive, 
I.ittle  Rock. 

ERIC  A.  FRASER,  M.D.  Dr.  Eric  A.  Fraser,  a 
native  Arkansan,  received  his  M.D.  degree  from 
the  LIniversity  of  Arkansas  College  of  Medicine. 
Me  also  served  an  internship  and  residency  in 
Pediatrics  at  the  University  Medical  Center. 

Dr.  F'raser  practices  Pediatrics  at  510  West 
Pershing  Boulevard,  North  Little  Rock. 

JO  ETTA  GALBRAITH,  M.D.  Dr.  Joe  Etta 
Galbraith  was  horn  in  Little  Rock,  and  attended 
the  Arkansas  State  College  in  Jonesboro.  She  re- 
ceived her  M.D.  degree  from  the  University  of 
Arkansas  College  of  Medicine  in  1908  and  in- 
terned at  the  University  Medical  Centei  Mospi- 
tal. 

Dr.  Galbraith  was  associated  witli  the  Alama- 
gardo  Medical  Group  in  New  Mexico  prior  to  re- 
turning to  the  University  of  Arkansas  Medical 
Center  for  ftirther  training.  She  was  in  Internal 
Medicine  residency  from  October  1971  to  Decem- 
ber 1973,  and  from  April  1974  to  Apiil  1970  in 
Cardiology  training.  She  is  certified  by  tlie  Ameri- 
can Board  of  Internal  Medicine. 


Dr.  Galhiaith  specializes  in  Cardiology  at 
500  South  University  in  Little  Rock. 

JOHN  C.  LEWELLEN,  M.D.  Dr.  John  C. 
Lewellen  is  in  Family  Practice  with  offices  at  8824 
Chicot  Road  in  Little  Rock.  Me  is  a native  of 
Lexas.  Dr.  Lewellen  received  his  pre-medical 
education  at  Mendersem  State  LIniversity  in  Ar- 
kadelphia.  In  1970,  he  was  graduated  from  the 
LIniversity  of  Arkansas  College  of  Medicine.  Mis 
intern.ship  was  at  St.  Vincent  Infiiinary  in  Little 
Rock. 

JIM  C.  MORSE,  M.D.  Dr.  Jim  C.  Morse  is  a 
native  of  Rus,sellville.  Me  was  graduated  from  the 
University  of  Arkansas  Scliool  of  Pharmacy  in 
1907.  Me  received  his  M.D.  degree  from  the  Uni- 
versity of  Arkansas  College  of  Medicine  in  1973. 
Di . Morse  interned  at  the  ITniversity  of  Alal^ama 
Mospitals  and  Clinics  in  Birmingham. 

Dr.  Morse  waas  in  an  Internal  Medicine  resi- 
dency from  1974  to  1977  at  the  University  of  Ar- 
kansas Medical  Center.  Mis  office  is  in  Stiite  402 
of  the  Doctor's  Btiilding,  500  South  LIniversity, 
Little  Rock. 

ALBERT  REED  I MOMPSON,  M.D.  Dr.  Al- 
bert R.  Thompson  is  a native  Arkansan.  Me  re- 
ceived his  B.A.  de.giee  from  Mendrix  College  in 
Conway  and  was  graduated  from  the  University  of 
Arkansas  College  of  Medicitie  in  1970.  Mis  intern- 
ship was  at  tlie  University  of  Arkansas  .Medical 
Center. 

Dr.  4’hompson  was  in  a General  Surgery  resi- 
dency at  the  LIniversity  Medical  Center  1973-74 
atid  ccjinpleted  an  Otolaryngology  residency  in 
1977.  Fie  practices  Otolaryngology  at  500  South 
LIniversity,  Little  Rock. 

HELEN  BUTLER,  M.D.  Dr.  Btitler  is  in 
pediatrics  internship  at  the  Univeisity  of  Aikan- 
sas  Medical  Center.  She  was  horn  in  4'npelo,  Mi.s- 
sissippi.  Dr.  Butler  received  lier  B..\.  degree  from 
the  LIniversity  of  Texas  at  .\nstin  and  her  M.D. 
degree  from  the  Texas  Lech  LIniveisity  School  of 
.Medicine  in  Lubbock. 

M.  C.VRL  COVIA',  JR.  ,Mi  . Co\ey  is  a Junior 
at  the  LIniversity  of  .\i  kansas  College  of  Medicine. 
Me  is  a native  of  Gentry  and  attended  the  LIniver- 
sity of  .Arkansas  at  Fayetteville  wlieie  he  was  grad- 
uated with  a B.S.l.E.  degree. 
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B I T U A R Y 

RICHARD  B.  DICKINSON,  M.D. 

l)i.  Kichaicl  B.  (Bill)  Dickinson,  reiirecl  De- 
(hiecn  physician,  died  May  30th.  Dr.  Dickin.son 
was  boi  n Fel)i  nary  19,  191S,  in  Horatio.  He  was 
a 1915  graduate  ol  the  University  ot  Arkansas 
.School  ol  Medicine.  Dr.  Dickinson  had  practiced 
medicine  in  DeQueen  since  1948.  He  was  a vet- 
eran ol  World  War  11. 

Dr.  Dickinson  was  active  in  community  aflairs. 
He  had  .served  as  president  ol  the  DeQneen  Gen- 
eral Hospital  Board  ol  Directors  and  was  a mem- 
ber ol  the  School  Board  Irom  1970  to  1975. 

He  was  a h'ellow  ol  the  American  Geriatric  So- 
ciety, a Fellow  ol  the  Arkan.sas  Obstetrical  and 
Gynecological  Soc  iety,  and  a h'ellow  ol  the  Ameri- 
can .\bcloniinal  Surgeons.  Di.  Dickin.son  had 
served  as  a member  ol  the  Arkansas  Basic  Science 
Board,  the  Arkansas  Criminal  Justice  Commis- 
sion, the  community  based  Rehabilitation  Com- 


mi.ssion,  and  the  .\rkansas  State  Hospital  Boat'd. 

Dr.  Dickinson  is  survived  by  his  wife,  Mrs. 
Jayne  Marshall  Dickinson;  two  daughters;  his 
mother,  Mrs.  Belle  Dickinson  ol  Horatio;  two 
brothers.  Dr.  Rodger  Dickinson  now  in  Iran,  and 
Dr.  George  Dickinson  ol  DeQueen. 

JAMES  RICHARD  CALLAWAY,  M.D. 

Dr.  James  Richard  Callaway,  a physician  asso- 
ciated with  the  Benton  Unit  ol  the  State  Hospital, 
was  louncl  dead  on  July  1 1,  1977. 

Dr.  Callaway  was  born  at  Murlreesboro  on 
August  14,  1930.  He  attended  the  Amity  public 
schools  and  was  a veteran  ol  the  Korean  conllict. 
He  receited  a degree  ol  B.S.F5  from  Henderson 
State  4’eachers  College  in  Arkaclelphia  and  Mon- 
ticello  .A  & M.  He  was  graduated  Irom  the  Uni- 
versity of  Arkansas  College  of  Medicine  in  1960. 

Dr.  Callaway  had  been  in  private  practice  in 
Clarksville  lor  three  and  a half  years  prior  to  join- 
ing the  staff  at  the  State  Hospital  in  1966.  He  was 
a member  of  the  Baptist  Church  and  a 32ncl  De- 
gree Mason. 

Dr.  Callaway  is  survived  by  a daughter,  Reba 
Jane  Callaway,  and  a son,  James  Richard  Calla- 
way, Jr.,  of  North  Little  Rock. 
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A pharmacokinetic 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows; 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 
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by  upper  motor  neuron 
disorders;  athetosis; 
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convulsive  disorders  (not 
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and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
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Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
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malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
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Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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Geographic  Distribution  of  1962-71  Graduates  of  the 
University  of  Arkansas  College  of  Medicine 

{'riieivoi  k on  this  project  teas  conducted  under  ti  grunt  from 


i nun  op  noc 

W.  Richard  Norton,  M,A.,  William  L.  C 

“Dear  Dean: 

. . . I’liis  is  one  ol  the  linest  Itoys  this  town 
has  ever  prochuecl.  We  are  delighted  lie  has 
been  accepted  into  medical  school  timl  look 
forward  to  having  him  liack  one  of  these 
days.  As  yon  know,  onr  town  has  had  trouble 
recruiting  new  doctors,  and  it  looks  like  we'll 
just  have  to  raise  otir  own  . . 

F 

JL  leipiently  a letter  such  as  the  one  above 
arrives  in  the  Dean's  oliicc.  During  the  last  tew 
years  there  has  been  increasing  evidence  that 
medical  graduates  are  not  going  home  as  ex- 
pected. d'he  recent  Mticy  Commission  re]x)rt 
shows  that  Arkansas  ranks  48th  among  the  states 
in  its  89  physicians  per  1 00, 000  popidation  ratio.i 
Many  small  towns  and  i iind  tireas  in  the  state  have 
particnlarly  great  needs  tor  more  physicians,  lliis 
rejtort  will  provide  oltjective  intormation  on  the 
geographical  distrilmtion  of  recent  University  of 
Arkansas  for  Medical  Sciences  (UAMS)  College  of 
Medicine  gTadnates. 

The  Itasic  data  tised  for  this  study  were  taken 
from  existing  reports  on  recent  College  of  Medi- 
cine graduates,  d hese  reports  have  been  made 
availaltle  by  the  Arkansas  Caduceus  Cltilj,  the  or- 
ganization of  alumni  and  friends  of  the  medical 
school.  All  data  are  Ittised  on  practice  location  as 
of  January,  1975.  Tliis  will  tend  to  underestimate 
the  total  return  home  figures  somewliat,  since 
tlio.se  physicians  who  returned  home  and  left  sul> 

"Rich^rd  Norton,  Director  of  the  Office  of  Research  iin  Medical 
Practice,  College  of  Medicine,  University  of  Arkainsas  for  Medical 
Sciences,  Little  Rock,  .Arkansas.  William  L.  Culp,  .Assistant  Pro- 
fessor of  Sociology,  Harding  College,  Searcy,  .Arkansas,  and  was  at 
the  time  of  this  research  associated  with  the  Office  of  Research  in 
Medical  Practice.  Thomas  A.  Bruce.  Dean  of  the  College  of 
Medicine,  University  of  Arkansas  for  Medical  Sciences,  Little  Rock, 
.Arkansas. 


n rounuuuon. 

I,  M.S.W.,  and  Thomas  A.  Bruce,  M.D.* 

setjuemly  will  not  be  counted.  4 he  .study  period, 
1962-71,  Wits  designed  to  avoid  the  potential  Ijias 
of  residency  training  for  many  ]X)st-1971  gradu- 
ates, ;i  huge  numljer  of  wliom  are  not  yet  located 
in  practice. 

Return  to  The  State 

1 he  total  siimple  includes  810  jjhysiciiuis  who 
graduated  during  the  1962-71  i>eriotl.  Of  tliis  total, 
51%  (N  = 11  1)  reniiiined  in  Arkiinsas  to  practice 
and  19%  (N  = 399)  left  .Arkansas.  In  other  woixfs, 
almost  exactly  one  out  of  each  two  doctors  trained 
at  our  College  of  Medicine  were  lost  to  other 
states.  4 he  .\rkans;is  retention  rates  are  compar;i- 
ble  with  nation-wide  figures  which  show  that  only 
42.7%  of  the  1960  U.  .S.  medical  sclux)!  graduates 
were  practicing  during  1975  in  the  state  in  which 
they  graduated  from  medical  school.-  4 his  is  ob- 
viously a significant  loss  of  one  of  the  state's  most 
valuable  human  resources,  and  is  a source  of  con- 
tinuing concern  to  the  medical  school  and  to  the 
governmental  authorities  of  the  state. 

Return  to  Home  County 

What  about  our  hypothetical  town  which  ho}X?,s 
to  w'elcome  home  a native  son  or  daughter  after 
medical  scluxxl  is  completed?  We  have  already  .seen 
that  only  half  of  the  newly  minted  doctors  will 
even  remain  in  the  state.  4 he  study  also  found 
that  of  the  810  physicians  graduated  during  this 
perifxl,  oidy  1,3%  (N  = 104)  are  now  practicing  in 
their  home  counties.  As  can  be  .seen  from  l able  I, 
almost  three-fifths  (59%)  of  the  13%  who  did  re- 
turn to  their  home  county  were  Pula.ski  County 
natives  returning  to  Pula.ski.  Four  percent 
(N  = 32)  were  returnees  to  the  larger  counties 
(over  25,000,  excluding  Pulaski).  A disapjxkinting 
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TASLE  I. 


1962-71  UAUS  COLLEGE  OF  MEDICINE  GRADUATES  RETURNING 
TO  THEIR  HOME  COUNTY  TO  PRACTICE,  JANUARY,  1975 
(BY  COUNTY  POPULATION  SIZE) 


COUNTY 

SIZE 

GRAD 

N 

UATED 

% 

R 

N 

ETURN 

(a) 

ED 

(b) 

RETENTION  RATE 
(RETURNED/GRADUATED) 

-25.000 

224 

287o 

11 

1% 

10% 

5% 

25,000  + 

(except 

Pulaski). 

374 

467o 

32 

4% 

31% 

9% 

Pulaski 

212 

26% 

61 

8% 

59% 

29% 

TOTAL 

810 

100% 

104 

13% 

100% 

13% 

(a)  7.  of  Total  Graduating 

(b)  7o  of  Total  Returning 


finding  was  that  only  1%  (N  — 11)  returned  to 
the  smaller  counties  (under  25,000),  where  the  need 
is  greatest.  Thus,  it  is  evident  from  these  data  that 
the  native  sons  and  daughters  retin'iiing  to  the 
liome  county  after  medical  school  graduation  are 
not  likely  to  be  a substantial  source  for  the  coun- 
ty's supply  of  doctors.  This  is  most  notably  true  for 
the  smaller  counties.  In  fact,  50  of  the  state’s  75 
counties  had  no  physicians  returning  to  them  dur- 
ing the  study  period.  Each  county’s  net  retention 
rate  can  be  seen  in  Table  II. 

Return  to  Home  Region 

If  the  new  physicians  do  not  return  to  the  spe- 
cific county  from  whence  they  came,  can  we  per- 
haps expect  them  to  return  to  the  general  area? 
Perhaps  doctors  from  Northwest  Arkansas  return 
to  that  cpiadrant  of  the  state  and  in  that  manner 
help  alleviate  the  area’s  shortage.  Table  III  tests 
this  proposition  by  examining  the  four  Health 
Service  Areas  (HSA's  into  which  the  state  is  divided 
by  the  State  Health  Planning  and  Development 
Agency— See  Figure  1).  IVhile  it  is  true  that  the 
regions  are  not  necessarily  natural  cultural  divi- 
sions, these  regions  have  been  designated  by  the 
state  and  are  used  in  making  health  delivery  de- 
cisions. Moreover,  there  is  substantial  interest  in 
whether  U.-\MS  medical  graduates  have  settled  in 
the  general  region  of  origin,  since  they  infrec]uent- 
ly  return  to  their  home  county  as  we  have  seen. 

For  location  of  physicians  within  HSA  regions, 
the  data  were  organized  into  three  divisions  for 
each  class  graduating  during  the  ten  year  study 


TABFE  11 

INDIVIDUAL  GOUNTY 
RFTFN  FION  RATE* 

COLIN  I Y RATE  OF  RETENTION  (%) 


Ashley 12.50 

Benton  1.69 

Clark.  . _ 6.25 

Clay 16.67 

Cleburne . 20.00 

Columbia  8.33 

Craighead 13.33 

Dallas  12.50 

Desha  25.00 

Garland  15.00 

Greene  22.22 

Hot  Springs  16.67 

Howard  . 10.00 

Jefferson 6.90 

Johnson  25.00 

Lawrence  16.67 

Ouachita  9.52 

Pulaski  28.11 

Randolph 20.00 

St.  Francis  16.67 

Saline  .27.27 

Searcy  . 25.00 

Sebastian  11.76 

Union  5.56 

White  . 19.81 

All  Other  Counties 0 

•‘‘Retention  Rate”  =:  # of  UAMS  graduates  returning  to  county 


# of  UAMS  graduates  originating  in  the 
county 
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TABLE  III 


LOCATION  OF  1962-71  UAMS  COLLEGE  OF  MEDICINE  GRADUATES,  JANUARY,  1975 

(BY  HOME  REGION) 


REGION 

GRADUATES 

I 

ARKA 

N 

N 

NSAS 

7, 

IN 

ARKAN 

RESIDE 

N 

1 

SAS 

NCIES 

% 

AI 

RETURt 

REG' 

N 

IKANSAS 
lED  TO 
[ON 
% 

PRACTI 

OTHER 

LOCA 

N 

CE 

ARK. 

TION 

% 

I 

(NW  ARK) 

176 

83 

477o 

13 

7% 

38 

22% 

32 

18% 

II 

(NE  ARK) 

162 

79 

497o 

9 

6% 

33 

20% 

37 

2 3% 

III 

(CENTRAL  ARK) 

263 

134 

517o 

24 

9% 

68 

26% 

42 

16% 

IV 

(S  ARK) 

209 

115 

557o 

17 

8% 

30 

14% 

68 

33% 

TOTAL 

810 

411 

51% 

63 

1 

8% 

169 

21% 

179 

22% 

FIGURE  1 
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period:  (a)  total  minilier  of  graduates  originating 
in  eacii  region,  (li)  total  luniiber  of  graduates  prac- 
ticing in  .\rkansas,  and  (c)  total  number  of  gradu- 
ates jiracticing  in  their  home  regions.  This  allows 
the  iilentification  and  analysis  of  wliich  regions 
are  "losing"  more  gradtiates  out  of  sttite  and  which 
regions  are  losing  their  gradtiates  to  the  other  re- 
gions within  the  state,  ddilile  111  .shows  regional 
practice  location  of  the  HIO  1962-71  Arkansas 
graduates  according  to  their  region  of  origin  at 
the  time  of  their  admission  to  the  College  of  Medi- 
cine. W'e  will  examine  lirst  the  luitlun-siate  reten- 
tion rate.  As  was  noted  earlier,  a statewide  average 
of  51%  of  the  recent  graduates  remained  in  Ar- 
kansas. The  regional  variations  range  from  a high 
of  55%,  (X  = 115)  of  tlie  .South  Arkansas  gradu- 
ates wito  remained  in  the  state  to  a low  of  47%, 
(X  = 83)  ol  the  Xorthwest  .Arkansas  gradtiates 
who  remained  in  the  state.  Althotigh  there  is  some 
variation,  tlie  loitJnn-state  retention  rate  does  not 
vary  markedly  by  region. 

Overall,  a total  of  21%,  (X  = 169)  of  the  .state's 
recent  LIAMS  graduates  have  returned  to  their 
home  regions  to  practice.  However,  as  is  evident 
Irom  the  table,  tliat  average  masks  .some  signifi- 
cant regional  variation.  Central  ArkanstLS  (Region 
HI)  has  the  highest  within-region  retention  rate 
at  26%,  (X  — ()8),  and  Sotith  Arkansas  (Region 
IV)  has  the  lowest  within-region  retention  rate  at 
14%  (X  30).  Xorthwest  Arkansas  at  22%,  and 
Xortheast  .\rkansas  at  20%,  are  arrayed  in  tlie 
middle  in  terms  ol  their  regional  retention  rate. 
4 hns.  South  .Arkansas  is  clearly  the  greate.st  ex- 


porter of  physicians  to  other  regions  of  the  state, 
althotigh  its  proportion  of  exjiort  to  other  states 
is  less.  There  is,  of  course,  an  explanation  for  Cen- 
tral Arkansas'  highest  xvitlnn-regioti  retention 
rate.  The  region  contains  Little  Rock  which  is  (1) 
the  capital  and  largest  city  of  the  state,  (2)  the 
state's  chief  tertiary  medical  care  center,  (3)  the 
only  site  of  all  state  residency  training  during  the 
period  of  sttidy,  and  (4)  the  site  of  the  University 
of  Arkansas'  Medical  .Sciences  campus.  In  short. 
Central  Arkansas  has  several  unique  features 
which  influence  its  retention  rate. 

Return  to  County  of  Similar  Population  Size 

If  the  native  sons  and  datighters  do  not  go  home 
again,  do  they  return  to  counties  that  are  similar 
in  population  size  to  that  of  their  home  cotmties? 
In  order  to  determine  this,  counties  were  divided 
into  five  poptilation  clas.ses,  generally  following 
the  pattern  established  by  the  American  Medical 
.-\ssociation  (,\MA).^  In  terms  of  the  348  physi- 
cians zi’lio  remained  in  Arkansas,  Table  IV  indi- 
cates that  49%,  were  practicing  in  locations  ap- 
proximately ecpial  in  size  to  their  home  comity, 
32%,  went  to  larger  practice  locations,  and  the  re- 
maining 19%  chose  smaller  practice  .settings. 

LVithin  Table  IV^  it  can  be  .seen  that  only  8% 
(X  = 1)  of  those  horn  the  smallest  counties  who 
remained  in  the  state  now  practice  in  the  smallest 
counties  while  78%  (X  = 105)  of  those  from  the 
largest  cotmties  now  practice  in  the  most  heavily 
poptilated  cotmties.  The  middle  .sized  counties 
were  progre.ssi\ely  arrayed  in  between  these  trvo 
extremes  (with  one  exception). 


TABLE  IV 


PRACTICE  LOCATIONS  OF  1962-71  UAMS  COLLEGE  OF  MEDICINE  GRADUATES,  JANUARY  1975 

(BY  POPULATION  SIZE  OF  HOME  COUNTY) 


COUNTY 

POPULATION 

CLASS 

TOTAL 

GRADS 

STILL  IN 
ARKANSAS 
RESIDENCIES 
(a)  (b) 

TOTAL 
PRACTl 
IN  ARI 
(a) 

PRACTICING 

IN 

ARKANSAS  . 

-CING 

tANSAS 

(b) 

SIZE 
= home 

OF 

PRACTICE 

COUNTY 

county 

home 

county 

7 home 

county 

a 

c 

a 

c 

a 

c 

1 

28 

0 

13 

(46%) 

1 

(8%) 

12 

(92%) 

2 

196 

10 

(57o) 

98 

(50%) 

32 

(337=) 

8 

(8%) 

58 

(597=) 

3 

125 

9 

(87=) 

63 

(50%) 

22 

(357=) 

13 

(21%) 

28 

(447=) 

4 

111 

12 

(11%) 

40 

(36%) 

10 

(257=) 

15 

(387=) 

15 

(387=) 

5 

350 

32 

(9%) 

134 

(38%) 

105 

(787=) 

29 

(227=) 

TOTALS 

810 

63 

(8%) 

348 

(437=) 

170 

(49%) 

65 

(19%) 

113 

(32%) 

(a)  - N 

(b)  - 7o  of  total  graduates  from  county  pooulation  class 

(c)  - 7o  of  total  located  in  Arkansas 


154 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


AV.  Richard  Norion,  Wii  i iam  I,.  C'a  i i’,  M.S.VV.,  and  I’iiomas  1>ri'ci;,  M.l) 


In  suiiimary,  almost  cxac  lly  one  out  ol  two  clor- 
lors  who  are  retained  in  the  state  will  indeed 
choose  comities  siniilai  in  si/e  to  those  Iroin  which 
they  originated:  however,  the  smaller  counties  are 
somewhat  disadvatittiged  in  their  comjietiticm 
with  the  larger  counties.  While  a town  oi  county 
— especially  the  smaller  ones  — are  not  likely  to 
get  a hometcnni  hoy  or  girl  hack,  there  is  a decent 
chance  ol  getting  a physician  Irom  a similar  sized 
hometown. 

Conclusions 

1.  i he  data  show  that  Arkansas  is  retaining 
only  one  out  of  two  of  the  recent  HA.MS 
gradtiates. 

2.  Only  13%  of  the  UAMS  graduates  returned 
to  their  home  counties.  Of  this  group,  the 
largest  percentage  were  Pulaski  Oounty  na- 
tives reinrning  home. 

3.  Only  2 1 % of  the  graduates  returned  to  their 
home  regions  within  Arkansas.  Northwest 
Arkansas  was  the  region  exporting  the  grctit- 
est  percentage  of  recent  graduates  to  other 
states.  South  .\rkansas  was  the  region  ex- 
porting the  most  graduates  to  the  other  re- 
gions of  the  state. 

■1.  Almost  erne  in  two  doctors  who  stay  in  the 
state  practice  in  counties  of  approximately 
the  same  size  ;is  the  one  from  which  they 
originated;  however,  the  rural  counties  lose 
.somewhat  more  doctors  than  do  the  urban 
counties. 


It  seems  |)rcmatni'e  ;tt  this  point  to  draw  con- 
clusions about  what  steps  shonid  be  taken  to  alle- 
\’iate  the  |)i(>blems  of  physician  needs  in  ,\rkans;is. 

moredet.dled  Icmgitndinal  assessment  of  jjhysi- 
citin  mobility  in  the  state  is  now  in  ]>rocess  by  the 
College  of  Medicine.  This  study  would  provide 
additiomd  insight  into  the  reasons  why  jjhysicians 
locate  in  particular  areas.  It  seems  clear  at  this 
]x>int,  however,  that  the  University  faculty  will 
need  to  woik  closely  with  members  of  the  Arkan- 
sas Medical  Society,  state  authorities,  and  local 
commnnities  if  meaningful  changes  are  to  be 
made. 


^For  tlic  (lata  comparing  .Arkansas  to  «lie  rest  of  the  nation  see: 
Phy.'^icians  for  the  I'ulore:  Report  of  the  Mncy  Commission  (New 
A’ork:  lo.siah  Maev  Foundation.  197(>),  p.  hO. 

“It  vjiould  be  noted  tliat  the  5)'^  state  relenti(»n  rate  is  inflated 
somevvliat  by  the  fact  that  (N  = h3)  of  tliesc  recent  graduates  are 
doing  residencies  in  .Arkansas.  For  the  national  rates  see:  Henry  R. 
Mason,  “Medical  School  Residency,  and  Eventual  1‘rartice  Location: 
Toward  a Rationale  for  State  Support  of  Medical  Education.”  four- 
ual  of  the  .irnerica}}  Medical  .Association,  Vol.  233.  #1  ( lulv  7.  1975). 
49-. 52. 

dt  .sliould  b*^'  emphasi/ed  here  that  we  are  dealing  witli  the  “reten- 
tion rate”,  i.c.  a percentage  of  U.AMS  gradua‘cs  returning  home 
compared  to  tot;d  number  of  U.AAFS  students  originating  in  each 
county  (.See  Table  II).  The  “regional  retention  rate”  is  a com- 
posite of  the  data  on  counties  which  are  contained  in  (lie  region. 
It  is  evident  from  Fable  III,  that,  numerically.  Central  Arkansas 
loses  more  U.AMS  graduates.  However,  as  is  also  evident  from  Table 
HI.  numerically  South  .Arkansas  also  contributes  more  doctors  to  the 
other  regions  of  the  state  than  docs  even  Central  Arkansas. 

•n  iie  population  cla.sses  (See  Figure  1 for  each  countv’s  class)  are 
as  follows: 

CLASS  COUNTY  FOPULA  I ION 

1 b - 9.999 

2 10. 000-24,999 

3 25.000-44.999 

4 45.000-an(l  over  (non  SMS.A) 

5 45,000-ancl  over  (SMS.A) 

An  SMS.A,  according  to  the  I’.S.  lUireau  of  the  Census.  “cc>n-sists 
of  a county  or  group  of  counties  containing  at  least  one  citv  (or 
twin  cities)  having  a population  of  50.000  or  more  plus  adjacent 
counties  which  are  metroi^olitan  in  character  and  c'conomicalh  and 
socially  integrated  to  the  central  city.” 
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Rocky  Mountain  Spotted  Fever  in  Northwest  Arkansas 

J.  L.  Lancaster,  Jr.,  Ph.D.*  and  James  K.  Patrick,  M.D.** 


(Z)ur  interest  in  RAISF  was  first  captured  in 
1969  vv’hen  a tliree  year  old  male  patient  developed 
an  undiagnosed  rash  and  lever.  After  one  w’eek  he 
suddenly  developed  generalized  petechial  pur- 
jrnia  and  was  rushed  from  home  to  the  hos- 
pital only  to  die  within  three  hours.  After  1,')  years 
of  general  practice,  a case  of  RAfSF  was  missed  be- 
cause it  was  not  suspected  and  the  lethal  swiftne.ss 
of  this  disea.se  made  a lasting  impression. 

Our  purpose  in  presenting  this  paper  at  this 
time  of  year  is  to  make  other  .Arkansas  physicians 
aware  of  the  prevalence  of  RMSF  just  prior  to  our 
“tick  season”.  We  will  discuss  the  manner  in  which 
man  becomes  the  ho.st  for  Rickettsia. 

Physicians  will  he  encouraged  to  treat  with 
tetracycline  or  chloramphenicol  upon  suspicion  of 
R.MSF,  and  suggestions  of  how  to  decrease  the 
chances  of  an  infected  tick  bite  will  he  made. 

RMSF  is  now  considered  a misnomer.^'’  T he 
cases  in  the  Bitter  Root  Valley  of  Montana  are 
l)eing  controlled  and  RMSF  is  now  a disease  of 
the  South  Atlantic  and  Sotith  Central  .States.^  '’ 
The  chart  in  figure  1 shows  the  distribution  of 
re])orted  cases  tlnoii'th  Septemirer  for  the  year 
197.5.  d'he  number  of  case  reports  usually  total 
about  609  for  the  FI.S.  However,  in  1974  there 
were  751  cases,  and  thus  far  in  1975  there  have 
Iteen  H1.S  cases  reported.’'’  Since  1969  our  hospital 
in  Fayetteville  has  treated  12  cases,  whicii  meet 
the  criteria  for  RMS4'  (a  rise  in  the  AV’eil-Fefix 
titer  to  1:160  or  complement  fixation  110),  Of 
these  12  cases,  three  deailis  have  resulted. 

Pei  haps  Arkansas  is  one  of  the  ideal  habitats  for 
the  tick.  .Arkansas  ticks  which  are  proven  to  carry 
the  RMSF  l ickettsia  are  the  Lone  Star  tick  (.Am- 
hlyomma  americanum),  the  .American  dog  tick 
(I)ei niacentor  varialtilis),  and  the  Black-legged 
tick  (Ixodes  s|jacnlaris).  'Fhe  Lone  Star  and  .Amer- 
ican dog  ticks  are  summer  ticks.  .Most  of  their  eggs 
are  laid  in  the  early  s]jring  and  most  mature  adidts 
are  present  by  June  and  throughout  the  summer. 
'Fhey  hibernate  during  the  fall  and  winter 
months.  However,  adidt  males  have  been  found 
on  cattle  in  Decemlrer,  and  the  earliest  dale  found 

*r.ntoinologist,  Department  of  Entomology,  fnixersity  of  .\i- 
kansas,  Fayettcyille,  Arkansas. 

•‘Director,  Familv  I’ractice  Residency  Program.  ."Vrea  Health  Ed- 
ucation Center,  Northwest,  241  West  Spring,  Fr.yctteyillc,  .Arkansas 
72701. 


in  Northwest  .Arkansas  for  an  engorged  female 
(ready  to  lay  eggs)  was  February  19. 

The  life  span  of  these  ticks  is  one  year,  although 
some  species  of  ticks  may  live  two  years.  Ticks  have 
tliree  .stages  to  their  development;  the  larvae,  the 
inniph  and  the  adtilt.  Each  stage  requires  they  at- 
tach themselves  to  a host,  feed,  and  then  drop  off. 
I'herefore,  man  has  three  chances  to  become  in- 
fested with  the  RM.SF  rickettsia.’^  Studies  in  tick 
poptilation  in  parts  of  Tennessee  have  shown  that 
5 percent  of  the  ticks  tested  carried  the  RMSF 
lickettsia.^ 

I'he  black-legged  tick  is  a winter  tick,  relatively 
ahnndant  in  the  winter  and  early  spring.''’  .So,  al- 
though the  peak  case  reports  in  Arkansas  are  in 
the  sunrmer,  RM.SF  may  he  contracted  anytime  of 
the  year.  Common  hosts  for  these  ticks  include  the 
foxes,  sktmks,  raccoons  and  dogs.  In  general,  the 
tick  in  each  growth  phase  progresses  to  a larger 
host  each  time,  and  man  most  often  is  the  acci- 
tlental  host  for  the  adult  tick.  Aside  from  the  tem- 
perature, other  factors  which  jFiovide  for  ideal 
tick  growth  are  humidity  and  shade.  The  larvae, 
nymphs  and  atlults  tend  to  .stay  under  leaves  or 
near  the  ground  in  thick  gra,s,s  or  other  under- 
growth where  there  is  moisture.  They  cannot  tol- 
erate too  much  sunsliine  aiul  therefore  seek  the 
shade. 

In  .Arkansas,  the  chikl  who  plays  with  a dog,  or 
the  famih  mo\  ing  into  a newly  established  suhur- 
han  developnient  where  these  tick  growth  condi- 
tions exist  are  at  high  risk  for  RM.SF.  Whereas  in 

FABLE  1 
1975 

ROCKY  MOUN  FAIN  SPOnTD  EEVER 


Gases  rejiorted  to  12/13/75 
North  Carolina  . ..  129 

Virginia  Ill 

Oklahoma  ___  . . 93 

South  Carolina  . 81 

Tennes.see . . ..  72 

Pennsylvania  — 41 

Georgia 37 

New  A'ork  36 

Texas  _ 31 

Maryland  _ — - 30 

.Arkansas  20 
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the  Rocky  Mountaitis  the  logger,  camper,  or  for- 
est service  worker  is  the  liigh  RMSF  risk. 

The  physiciati,  in  older  to  save  the  patient, 
must  make  the  diagnosis  of  this  rickettsial  infec- 
tion before  any  of  the  laboratory  data  will  confirm 
the  diagnosis.  ,\ny  of  the  Weil-Felix  agglutination 
tests,  such  as:  Proteus  0X19,  ()X-2,  or  OX-K  titers 
may  be  elevated  by  the  R.  rickettsiae.’  However, 
the  tests  or  .studies  do  not  turn  positive  until  the 
second  week  of  the  disease,  which  is  when  most  of 
the  children  die  with  a terminal  jietechial  rash. 
The  same  is  true  of  the  complement  fixation  test 
for  R^^SF.  If  a live  tick  is  di.scovered  on  a patient, 
a technique  of  testing  the  tick  by  dissecting  it  and 
testing  with  an  immune  fluorescent  antigen  for 
antibody  reaction’^  could  give  an  immediate  diag- 
nosis if  a lab  in  Arkansas  were  to  stock  this  antigen 
material.  Un'drtunately,  the  closest  source  now  is 
the  Rocky  Mountain  Rickettsia  Lab  in  Hamilton, 
^^ontana. 

I’he  most  rewarding  finding  in  a febrile  patient 
with  an  erthematous,  macular,  measle-tvpe  rash  is 
the  history  of  a tick  bite,  usually  3 or  1 days,  but 
possibly  as  long  as  10  days  before  the  onset  of  the 
illness.  This  is  evidence  enough  to  institute  thera- 
py with  tetracycline  or  chloramphenicol  ilrugs. 

Fven  if  untreated  this  initial  erythematous  rash 
is  limited  to  two  or  three  days.  This  initial  ra.sh  is 
said  to  be  present  in  100  jiercent  of  the  cases.  A 
Memphis  study  revealed  two  of  forty-tw'o  patients 
without  rash,  but  both  were  black  patients  and  the 
rash  may  have  been  missed.-'’  .\s  the  patient  be- 
comes terminal  a petechial  ra.sh,  due  to  dissemi- 
nated intravascular  coagulation  w'hich  depletes 
the  platelet  store  and  reveals  itself  as  wide-s]>read 
petechial  .skin  hemorrhaging  becomes  evident  and 
is  different  from  the  initial  “measles"  rash. 

Resides  the  DIG  syndrome,  deficiencies  of  fac- 
tors II,  VH,  and  IX,  have  been  reported.  Every 
organ  in  the  body  shows  a diffuse  vasculitis, 
ranging  from  endothelial  proliferation  to  vascular 
destruction  and  thrombosis.  'I  he  brain  es  idences 
multifocal  encephalitis,  consisting  of  glial  nodnles 
and  microinfarcts. The  blood  jiressure  begins  to 
fall  and  the  jxitient  cjuickly  succumlis.  However, 
occasionally  the  patient  can  be  sah  aged  if  therapy 
is  instituted  as  the  pressure  is  falling.  Gases  with- 
out disseminated  intravascular  coagulation  show 
only  a 6 percent  mortality  rate.-’’  But  with  DIG, 
the  mortality  rate  is  as  high  as  50  percent.-"'  A pre- 
dominance of  the  initial  erythematous  rash  on 


the  extremities,  iiuliiding  the  palms  of  the  hands 
and  soles  of  the  feel,  of  RM.SF  is  in  contrast  to  the 
predominant  trunkal  distribution  of  the  .Mmine 
'I'yphus  rickettsia.  "Fhe  involvement  of  the  j)alm.s 
and  the  soles  of  the  feet  de.sci  ibed  in  mo.st  papers 
refers  to  the  terminal  petechial  rash  “black  mea- 
sles", not  the  initial  erythematous  rash. 

.\s  the  first  few  days  jtrogress,  noticeable  lethar- 
gy and  irritability,  suggesting  GN.S  involvement 
exists.  Headaches  and  general  myalgias  are  com- 
mon. RM.SF  is  difficult  to  distinguish  from  viral 
infections  at  this  jjoint,  particularly  the  Goxsackie 
Viral  group.  Gonjunctival  iiritation  and  a cough 
of  upper  re.S]jiratory  infection  is  .sometimes  pre.s- 
ent,  thus  making  the  differential  from  measles 
more  challenging.  Otitis  media  and  pneumonitis 
may  tend  to  lure  the  jthysician  into  treating  with 
a penicillin  or  other  non-effective  antibiotic.  INfost 
of  these  patients  are  .small  thildren  and  we  have 
fears  of  producing  yellow  teeth  staining  with 
tetracyclines,  or  aplastic  anemia  with  chloramphe- 
nicols. Nevertheless,  one  of  these  drugs  must  be 
used  with  the  history  of  tick  bite  and  the  jaesence 
of  the  initial  erythematous  rash  and  fever. 

"Fhe  cour.se  of  the  disease  usually  reaches  the 
dangerous  petechial  stage  in  eight  to  ten  days, 
however,  some  patients  die  in  four  to  six  days  of 
a ra]iidly  jaogressive  disease.' 

"Fhis  apparent  difference  in  viiulence  of  the 
.same  l ie  kettsia  strain  in  man  has  never  been  clear- 
ly demonstrated,  but  has  been  clinically  observed 
by  those  entomologists  woiking  in  the  field,  parti- 
cularly in  the  Ritter  Root  Valley  of  Montana. 

Fhe  appropriate  antibiotic  usually  initiates  a 
rapid  recovery  from  R^[.SF,  however,  psychologi- 
cal .studies  ctmfirm  susjjicions  that  brain  damage 
of  a permanent  nature  does  occur  with  increased 
incidence  in  former  RM.SF  palients.^- 

Prevention 

Pi  eveniion  of  infec  tion  may  be  acconqdished  by 
avoidance  of  lick  infested  areas,  proper  dress  and 
prompt  removal  of  attached  ticks.  If  licks  are 
known  to  be  present  in  an  area,  one  can  jirotect 
hinrself  by  simply  avoiding,  or  not  invading  such 
areas.  If  one  must  go  into  a tick  infested  area,  he 
can  avoid  tick  bites  by  tucking  the  jiant  legs  inside 
his  .socks,  wearing  boots  with  pants  tucked  into  the 
boots  and  also  using  a tick  repellent  on  his 
clothing.  Once  invading  a lick  infested  area  and 
getting  ticks  attached  to  the  body,  prompt  removal 
lessens  the  chance  of  infection.  In  the  case  of  small 
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chilclrcii,  parental  education  to  examine  the  child 
(.lady  at  bath  time,  particularly  in  the  hairline, 
aiul  removal  ol  attached  ticks  will  probably  pre- 
vent iniection. 

Removal  of  attached  tick  is  best  accomplished 
by  gTasjring  the  tick  between  the  thumb  and  fore- 
finger and  exerting  a steady  pressure  opposite  the 
direction  in  rvhich  the  tick  is  attached.  The  tick 
trill  loosen  its  grip  and  all  the  parts  of  the  mouth 
will  come  clean.  Never  use  a jerking  or  snapping 
motion  or  the  moutli  parts  will  be  left  imbedded 
and  may  cause  secondary  infection.  .Application 
of  an  antiseptic  to  the  site  of  the  bite  is  advisable. 

Insecticidal  treatment  of  infested  areas,  includ- 
ing lawns,  may  be  necessary  and  also  reduce  the 
jiossilrilities  of  tick  bite  and  sulisecpient  infection. 
.Materials  and  directions  for  irse  listed  in  “Insecti- 
cide Recommendations  for  Arkansas”.  MP  144 
Tooperative  Extension  Service,  University  of  .Ar- 
kansas. Every  County  .Agricultural  .Agent  in  the 
State  of  .Arkansas  has  a copy  in  his  office,  and  can 
advise  tlie  home  owner  on  application. 

Materials  listed  and  rates  of  use  are  as  follows: 

SEVIX  — 1/q  lb.  of  50%  wettable  powder  in  suf- 
ficient water  to  spray  1,000  square  feet. 

CHLORD.VXE  — 2 teaspoons  of  75%  emulsi- 
fiable  concentrate. 

DI.AZINOX  — 1 cup  of  25%  eniulsifiable  con- 
centrate. 

DUR  ABOX  — 1 tablespoon  of  22.4%  emulsifia- 
ble  concentrate. 

EOX.APHEXE  — 2 tablespoons  of  ()0%,  emulsi- 
fiable  concentrate. 

EIEP'EOCHLOR  — 10%  granules  at  10  lbs.  per 
acre  is  recommended  for  recreational  areas. 

Summary 

1 his  paper  would  alert  .Arkansas  physicians  at 
this  time  of  year  for  the  early  recognition  of  RMS4’ 
symptoms.  On  suspicion,  treatment  with  tetracy- 


cline or  chloranqrhenicol  should  be  instituted. 
Ehe  peak  lick  season  is  ]une  through  September, 
but  ticks  carrying  RMSE  are  present  all  year  in 
Ore  State.  Precautions  before  entering  tick  in- 
fested areas  are  described,  and  suggested  chemical 
treatment  for  geographical  locations  are  pre- 
sented. 
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The  Physician  as  an  Expert  Witness  in  Arkansas 
by  Mandate  or  by  Agreement? 

Gary  J.  Byrd,  M.D.* 


w itii  iiureasiiig  lre(|uciKy  physicians  are 
being  c alled  inio  (oin  ts  nl  law  as  an  expei  I wit- 
ness. In  a small  minoiity  ol  such  instances  the 
physician  is  a sjjecialist  in  legal  medicine  and  is 
well  prepared  b\  iiaining  and  experience  lor  the 
task.  In  a much  larger  majority,  however,  the 
physician  is  primarily  a clinician  who  is  at  best 
only  vaguely  tannliar  with  his  rights  and  duties 
as  an  expert  witness. 

1 he  receipt  ol  a snbpoena  is  tisnally  the  notice 
that  a physician  receives  that  his  appearance  in 
conrt  is  being  sought.  I'lns  stdjpoena  does  not 
indicate  the  capacity  in  which  the  jrhysician  is 
being  sotight  as  a witness,  based  tipon  their  Innc- 
tion  and  i ides  ol  |riocetlnre,  witnes.ses  may  nsiially 
be  categori/ed  as  either  “lact"  witnesses  or  exjrert 
witnes.ses.  Ihongh  other  pi'ofessionals  such  as 
engineers,  attorneys,  bankers,  and  apjrraisers  can 
be  expert  witnes.ses,  the  scope  of  this  article  will 
be  limited  to  physicians  who  are  called  as  expert 
witnesses.  A physician  who  has  been  called  to 
prcwide  expert  testimony  rehitive  to  a patient 
whom  he  has  treated  could  be  in  a iinitpie  pcrsi- 
tion  in  that  he  may  have  some  implied  “clnty"  to 
testily  lor  his  patient.  When  a physician  has  been 
called  to  testily  in  a matter  ol  which  he  has  no 
direct  lactnal  knowledge  then  he  coidcl  feasibly 
decline  to  be  involved.  However,  should  he  elect 
to  be  involved  in  the  latter  example  and  .should 
he  teel  a duty  to  be  incolved  in  the  lormer  exam- 
ple then  he  slujiild  be  justly  comjrensated  for  his 
time  and  ktiowledge. 

I he  rights  of  the  expei  i wittiess  have  been  dc- 
teiininecl  jndicittlly  by  a supreme  conrt  riding  in 
nine  states:  Coloi  ado,’  Floi  ida,-  Illinois,'^  Indi- 
ana,^ lowat,"’  Kansas,'*  Nebraska,"  Pennsylvania,*^ 
and  Rhode  Island.*'  In  each  of  these  decisions  ex- 
cejjt  N'efnasktt,  the  absolnte  right  of  an  expert 
witness  to  be  paid  for  his  time  tincl  knowledge 
was  alfirmecl.  I he  cinrent  status  of  the  hiw  in 
.\rkansas  tvill  be  discnssed;  the  tiltei natives  avail- 
;ible  to  the  |)hysitian  who  is  cttlled  to  testify  will 
be  examined;  and  the  basic  tights  of  |>hysitians 

*.\ssistant  Prolo.sor,  Di-parinicnt  of  ISvt liialry,  Bavlor  Collcftc  of 
Nfcdicine,  1200  Moursuiul  Ave..  Housiofi.  Texas  77030. 


nndei  the  Ibiited  .States  (ionst itntion  will  be 
given. 

rite  .\ikansas  Revised  Sialntes  make  no  dis- 
tinctions between  witnesses  "pet  se"  and  expei  t 
witnesses,  based  nj>on  Ark.  Rev.  Stat.  §2iS-,51()  it 
would  seem  that  any  jjerson  can  be  subpoenaed 
into  c:c)ni  t,  and  be  forced  to  testily.  “.  . . a witness 
shall  be  obligated  to  attend  lot  examination  the 
:ti  i.d  ol  ;i  civil  action  — tegaidless  of  his  or  hei 
place  ol  l esidence  with  the  state  — (if  exempt,  then 
recpiii  ed  to  give  a deposition)— and  shall  be  paid  lor 
travel,  reasonable  expenses  for  loss  of  time  based 
upon  his  or  her  present  eannngs,  and  attendance 
lees  at  the  time  ol  sercice.  At  first  examina- 
tion, this  would  seem  to  |>iovicle  adecpiate  com- 
pensation for  the  physician  expert  witness.  How- 
evei . the  statute  coiitinnes,  “.  . . however,  a wit- 
ness . . . on  the  trial  of  a c ivil  ac  tion  in  the  coun- 
ty of  his  or  her  residence  . . . sluill  be  paid  an  at- 
tendance fee  only."  Witnesses  are  presently  al- 
lowed three  dollars  per  day  of  attendance  as  de- 
lineated in  .Aik.  Rev.  .Stat.  § 28-.")2f.  AVhen  tested 
jitdicially  in  the  Arkansas  courts,  the  anthorities 
have  been  divided  as  to  the  right  ol  an  expert  wit- 
ness to  refuse  to  testify  unless,  in  addition  to  fac- 
inal  witnes.ses,  he  has  ireen  reasonably  coin|ren- 
saied  for  his  time,  skill,  ;ind  exjrertise. 

Fact  witne.sses  provide  direct  respotises  to  cptes- 
tions  posed  to  them  by  attortieys  about  faclnal 
mattets  which  are  in  dispute.  Fixpert  witnesses 
may  do  one  or  more  of  the  following:  (a)  draw 
upon  facts  and  state  their  jirolessioiral  opinion, 
(b)  come  to  cotic Insions,  (c)  resjtond  to  hypotheti- 
cal cpiestiotts,  (d)  clarify  or  explain  technical  pio- 
cedmes  to  the  conrt  or  jury,  or  (e)  recpiire  modi- 
fictition  or  am|)lificalion  of  a particnlar  cpiestion 
when  a simple  yes  or  tio  atiswer  would  not  .sitllice 
to  jcropei  ly  answer  that  cpiestion. 

File  testimony  of  an  expert  witness  is  based  on 
his  special  traitiing  or  cxjK'i  ience.  In  some  juris- 
dictions this  expertise  has  been  regarded  as  having 
all  the  chtiracteristics  of  properly.  Pennsylvania 
rilling  states  that  “the  j)i  ivate  lit igaiii  has  no  more 
right  to  compel  a citi/en  to  give  np  the  prodnct  of 
his  brain  than  he  has  to  compel  the  giving  np  of 
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material  things”. 11  the  beiielits  to  be  derived 
from  this  particular  expertise  or  skill  are  attended 
with  all  the  character  of  property,  tlien  unless 
compensation  is  made,  the  witness  will  have  been 
deprived  of  his  property  without  due  process  of 
the  law.  This  patently  violates  the  rights  secured 
each  citizen  under  the  1 1th  Amendment  to  the 
United  States  Constitution.  If  a phy,sician  should 
refuse  to  testify  on  the  grounds  that  he  does  not 
care  to  work,  dien  he  could  invoke  the  13th 
Amendment  to  the  United  States  Constitution 
w'hich  jtrohibits  involuntary  servitude  and  declare 
that  an  illegal  attempt  is  being  made  to  force  him 
into  the  seiATce  of  the  state.  A refusal  to  testify 
could  result  in  the  court  citing  the  physician  for 
contempt.  However,  the  ability  of  a court  to  hold 
a reluctant  witness  in  contempt  is  divided  into 
two  distinct  categories,  which  are  referred  to  as 
criminal  and  civil.  An  individual  is  cited  for  crim- 
inal contempt  for  transgressions  which  have  al- 
ready been  committed  and  the  penalty  is  a fine 
or  incarceration  or  both. 

When  the  court  takes  excejrtion  to  that  which 
an  individual  has  failed  to  do,  that  is,  to  comply 
with  a s])ecific  order  of  the  court,  the  individual 
may  be  held  in  civil  contempt  and  punished  by 
incarceration.  The  jdiysician  witness  in  this  situa- 
tion, according  to  the  language  of  the  United 
States  Supreme  Court  in  Gompers  v.  Buck’s  Stove 
and  R.  Co.^^  carries  with  him  the  keys  with  which 
he  may  at  any  lime  unlock  the  jail  simply  by 
yielding  to  the  demands  of  the  court. 

This  would  seem  to  offer  the  sincere  physician 
wlio  was  reluctant  to  be  an  unpaid  expert  witness 
no  option  other  than  the  mercy  of  the  court.  There 
is  an  alternative  course  of  action.  In  order  for  a 
judge  to  cite  a witness  for  civil  contempt  and  or- 
der him  jailed  until  he  com|)lies  with  the  court’s 
order,  it  is  essential  that  the  demands  of  the  judge 
lie  reasonable  and  that  he  have  specific  authority 
in  law  to  make  such  demands.  Should  the  physi- 


cian expert  witness  believe  that  the  court  would 
fail  in  its  attempt  to  meet  these  criteria  he  can 
test  the  validity  of  the  citation  collaterally  with 
an  application  for  a writ  of  habeas  corpus. 

I'his  action  woidd  establish  a test  case  and  the 
issue  could  be  appealed  to  the  proper  court  for 
judicial  determination,  llte  basic  rights  guaran- 
teed to  the  physician  under  the  13th  and  14th 
Amendments  to  the  Ibiited  States  Constitution 
would  have  precedence  over  state  laws  and  pre- 
vious state  court  rulings. 

In  conclusion,  it  seems  that  this  situation  will 
be  resolved  with  difficulty  and  will  idtimately  re- 
epnre  a definitive  legislative  act  or  high  court  de- 
cision. In  the  interim,  the  local  bar  association, 
the  medical  society,  and  the  judiciary  could  work 
out  a mutually  acceptable  method  of  properly 
compensating  the  subpoenaed  Arkansas  physician 
who  is  being  called  as  an  expert  witness. 
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Reflex  Dystrophy 


H.  Austin  Grimes,  M.D. 


I^eflex  dystrophy  has  l)een  known  by  various 
synonyms,  sncli  as  Sudeck’s  atrophy,  post-traumat- 
ic osteoporosis,  reilex  neiwous  atrophy,  Homan’s 
minor  causalg’ia,  clironic  segmental  angiopasm, 
post-traumatic  pain  syndrome,  sympathalgaa, 
shoulder-hand  syndrome,  and  chronic  traumatic 
edema.  I here  are  probal)ly  other  synonyms,  but 
these  are  some  of  the  more  common,  most  of  which 
are  no  longer  used  I>ut  all  fall  under  the  geneial 
classification  of  a reflex  dystrophy,  whether  majoi' 
or  minor.  Some  dystrophic  changes  occur  in  all  pa- 
tients following  trauma  or  surgery  or  both  to  the 
bones  and  joints;  most  are  quickly  altered  by  re- 
turn to  normal  activity,  d’hose  in  which  normal 
activity  is  delayed,  recovery  and  rehaI)ilitation  are 
prolonged.  Because  of  this  delay,  it  is  occasionally 
inqjlied  that  the  patient  might  be  malingering. 
The  basis  of  expectant  return  to  work  and  recov- 
ery periotls  following  fairly  common  injurie.s  and 
surgical  jirocedurcs,  the  employer,  the  insurance 
carrier,  and  even  friends  and  relatives  have  an 
idea  of  the  amount  of  time  that  it  should  refpiire 
to  return  to  these  duties.  Even  some  physicians 
tend  to  forget  the  prolonged  recovery  ]>eriods  as- 
sociated with  reflex  dystrophic  changes  which 
may  occur  most  frecpiently  in  the  30  Kj  bO  age 
group. 

Dystrophic  changes  most  often  involve  the  hand 
and  wrist  or  foot  and  ankle  and  are  usually  dis- 
cernable  on  X-rays.  When  there  is  doubt,  as  with 
a post-menopausal  female,  then  comparative  X-ray 
views  sometimes  will  show  more  porotic  changes 
of  bone  in  the  affected  limb. 

Ro(k  Orthopedic  Clinic,  P.  O,  Box  5270,  Little  Rock, 
Arkansas  7221.5. 


In  addition  to  the  X-ray  changes,  the  patient 
comjdains  of  sensory  disturbances,  hy{>othermia, 
vasomotor  disturbances,  marked  edema,  and  one 
may  find  muscle  atrophy,  increased  reflexes, 
change  in  cutaneous  reflexes,  hypotonia,  muscle 
mechanical  hyperexcitability,  trophic  changes  of 
bone,  skill,  hair  and  nails.’ 

I’rueta  feels  the  lack  of  muscle  activity  or  ap- 
jjropi  iate  muscle  activity  is  probably  the  basis  of 
the  dystrophic  changes  of  bone.^  Clawson,  et  al. 
attributed  the  dystrophic  changes  to  a disturbance 
in  the  internuncial  pool  of  the  sjiinal  cord  with  a 
freii/y  of  activity  implicating  the  anterior  and 
lateral  horn  cells,  resulting  in  sympathetic  hyper- 
activity and  vasal  spasm,  muscle  spasm,  and  in- 
crease of  other  reflex  mechanisms. - 

In  major  causalgia,  whicli  is  most  often  due  to 
an  incomplete  severance  or  damage,  mechanical 
or  chemical,  to  a major  perijdieral  tierve,  such  as 
might  occur  with  itiailvertent  itijection  of  a drug 
itito  the  sciatic  tierve. 

It  is  stated  that  these  may  be  benefited  by  in- 
terruption of  the  sympathetic  chain,  either  liy  cer- 
vical or  lumbar  sym|>aithet ic  blocks,  which  when 
successful  for  short  periods  of  time  are  occasionally 
followed  by  cei  vical  or  lumliar  sympathectomies, 
which  have  varying  degrees  of  effectiveness  in  coti- 
trol  of  tliis  i>aiti.  In  our  experience,  this  has  not 
lieeii  very  successful  in  prolonged  treatment  of 
the  reflex  dystrophies  of  the  major  sort. 

treatment  should  be  relegated  toward  early  ac- 
tive muscle  activity  insofar  as  possible,  even  in  the 
cast,  when  it  will  not  interfere  with  the  surgical 
procedure  performed  and  very  vigorous  physical 
therapy  and  active  use  of  the  part  by  the  patient 
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.il'tei  iiHinobili/atioii  is  coni|jlete.  Isoiucti  ic  exer- 
cises within  the  ctisl  are  to  Ire  recoiiiniendetl  on 
all  procetlnres  that  would  not  be  harmed  by  niiis- 
ele  coiurtiction  ;ind  eneonrtigement  to  the  jratient 
to  wcightbear  ;nul  increase  this  weightbearing  as 
toleiated.  especially  when  dystrophic  chtmges  are 
ap]j;irent.  These  jreople  shotild  be  able  to  retin  n 
to  work  prior  to  their  complete  recovery  ol  the 
dystiophic  changes;  liowever,  in  certttin  occiipti- 
tions  this  may  represent  a liazarcl,  such  as  iron 
wot  kers,  etc.  Many  employers  allow  a light  duty 
period  err  rehabilitation  ot  these  patients  in  re- 
turning to  work  prior  to  returning  to  their  regular 
chities.  H they  are  retnined  to  work  in  a haztirdcjiis 
enviiomnent  oi  one  t!i;it  might  promote  re-injnry, 
then  close  cooperation  between  the  physician,  em- 
ployer and  com|)any  medical  peisonncl  should  be 
sought. 

Other  methods  ot  treatment  ol  the  dystrophies 
in  the  more  jriolonged  and  more  major  type  ol 
canstilgias  are  directed  tcjwarcl  jrrevention  ol  de- 
pendent edema,  passice  motion  aided  by  taradic 
stimulation,  occtisiontil  hospitalization  to  cany 
out  intensive  jthysical  therapy  piograms,  psycho- 


therapy, along  with  reassurance  with  the  physical 
tJiera|>y. 

Reilex  dystrophic  changes  are  vexing  to  the  pa- 
tient and  the  treating  jdiysician,  btit  by  proper 
diagnosis  and  eat  ly  active  treatment  of  this  dis- 
order, along  with  niiderstanding  by  the  patient 
and  his  employer,  eventual  return  to  gainful  em- 
ployment and  ftinctional  use  of  the  extremity  will 
be  accomjrlished. 
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New  Football  Rules 

James  A.  Arnold,  M.D. 

^R.ule  changes  have  had  a definite  impact  on 
the  prevention  of  sports  injuries.  Fifteen  fatali- 
ties were  directly  related  to  footiiall  during  the 
year  of  1975.  Of  the  fifteen  fatalities,  one  occurred 
in  college,  thirteen  in  high  school,  and  one  in 
sandlot  football.  These  footl)all  fatalities  have 
Iteen  gradually  increasing  with  tlie  as.sociated  foot- 
ball  participation  in  recent  years.  All  fifteen  of 
the  direct  fatal  injuries  resulted  from  injuries  to 
the  head,  neck,  and  spinal  cord. 

For  many  years,  medical  associations  have  cau- 
tioned coaches  of  the  hazards  of  blocking  and 
tackling  technicpies  with  the  use  of  helmet  and/or 
face  mask  as  the  initial  point  of  contact.  It  has 
been  well-documentetl  by  the  medical  profe.ssion 
that  techni(|ues  such  as  butt-blocking  and  face- 
tackling  result  in  injuries  of  severe  magnitude  and 
are  the  leading  cause  of  fatalities  in  football.  De- 
spite the  public  awareness  of  the  dangers  of  head- 
hitting  technicpies,  teaching  technicpies  have  con- 
tinned  to  emphasize  the  head  in  fooitliall.  In  a 
study  by  the  National  Alliance  k'ootball  Rules 
Ciommittee  in  1976,  3H%  of  coaches  res|x)nded 
that  they  teach  blockers  to  make  initial  contact 
with  their  heads.  “Spearing”  is  defincxl  as  “the 

•Orthopaedic-Neurological  Clinic,  I*.  O.  Box  KiOH.  rayettcvillc, 
Arkansas  72701. 


and  Athletic  Injuries 

and  Tom  P.  Coker,  M.D. 

deliberate  and  malicious  use  of  the  head  and  hel- 
met in  an  attempt  to  punish  the  ballplayer  after 
his  momentum  has  stopped”.  Spearing  is  com- 
mitted by  a defensive  player. 

A similar  technicpie  is  sometimes  used  by  the 
offensive  player  but  goes  by  a different  name. 
“Bult-blocking”  (stick  blocking  or  head  blocking) 
is  an  offensive  technicpie  involving  initial  and  sus- 
tained contact  with  the  head  as  the  primary  block- 
ing surface,  either  in  the  close  line  play  or  in  the 
open  field.  Both  practices  are  dangerous  for  both 
the  player  and  his  opponent. 

With  the  advent  of  protective,  hard-shell  hel- 
mets, technicpies  of  “sjtearing”  and  “butt-block- 
ing” developed,  d'his  blocking  and  tackling  tech- 
nicpie  was  initiated  because  the  helmet  and  face- 
imrsk  were  thought  by  some  coaches  to  be  suffi- 
cient armor  to  protect  the  head  against  injury. 
'Fhe  player  afso  is  probably  more  prone  to  use 
this,  since  he  feels  his  head  and  face  are  protected. 
Fhe  coach  thought  that  spearing  with  the  head 
would  check  the  progress  of  the  opponent  more 
effectively  than  with  the  shoulder. 

When  tackling  is  clone  with  the  head,  hyjxa- 
flexion,  hyperextension,  or  rotational  injuries  of 
the  ceivical  spine  may  result,  and,  of  course,  the 
skull  altsorbs  a great  deal  of  impact  with  such  a 
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lilow  and  intiananial  lesions  may  result.  A study 
liy  the  National  Federation  ol  State  High  School 
Associations  noted  that  the  player  improves  his 
perlormance  when  he  tackles  with  his  head  up. 
Whth  the  head  up,  the  athlete  has  a good  visual 
lield  ami  the  least  chance  ol  a direct  blow  to  the 
head  and  most  ellective  muscular  control  of  the 
neck.  He  is  in  an  excellent  position  to  stop  the 
opponent  by  shoulder,  chest,  and  arm  strength. 
Conversely,  in  the  flexed  position,  the  athlete  does 
not  have  the  ad\  antage  of  good  vision  and  is  likely 
to  receive  the  full  force  of  impact  on  his  head  in- 
stead of  his  shoulders  and  chest.  He  is  more  likely 
to  hit  lower  on  the  opponent’s  body,  including 
the  opponent's  vulnerable  knees,  as  well  as  ex- 
posing his  cervical  spine  to  impact  while  it  is  in 
its  weakest  position. 

1976  NCAA  Football  Rules 

In  1976,  the  NCAA  Football  Rules  Committee, 
in  the  best  interest  of  the  game  of  football,  made 
stringent  changes  in  the  rules  related  to  the  use 
of  the  head.  All  changes  are  directed  specifically 
to  the  protection  of  the  player  in  injuries  related 
to  the  head  and  neck.  The  new  legal  blocking  posi- 


tion rules  are  listed  below  and  now  “spearing” 
and  “butt-blocking”  are  jiersonal  folds,  carrying 
a lilteen-yard  penalty  and  ejection  from  the  game 
for  fhigrant  violation.  The  1976  National  Alliance 
lootball  Rules  Committee,  which  formulates  the 
rules  ol  high  school  competition  of  forty-seven 
states,  has  also  made  “butt-blocking”  and  face 
tackling  techniques  personal  fouls,  and  the  penal- 
ty for  each  is  fifteen  yards. 

I he  Code  reads:  “1  he  football  helmet  is  for 
the  protection  of  the  player  and  not  to  be  used  as 
a weajron.”  I'he  American  Football  Coaches  Asso- 
ciation has  stated:  “(a)  The  helmet  shall  not  be 
used  as  a primary  point  of  contact  in  the  teaching 
of  blocking  and  tackling,  (b)  Self-propelled  me- 
chanical apparatuses  should  not  be  used  in  the 
teaching  of  blocking  and  tackling,  (c)  Greater  em- 
phasis by  jilayers,  coaches,  and  officials  should  be 
placed  on  eliminating  spearing.” 

In  considering  the  importance  of  these  new 
statements  in  the  Code,  the  coach  definitely  now 
has  a responsibility  related  to  his  teaching  tech- 
nicpies  on  the  practice  field.  When  a head  or  neck 
injury  is  sustained  in  a game,  the  coach  is  account- 
able for  clearly  identifying  that  head-hitting  tech- 
nicpies  were  not  being  taught.  It  also  places  em- 
phasis on  the  teaching  of  techniipies  and  separates 
his  re.sponsibility  of  coaching  and  that  of  the  offi- 
cial, in  that  the  official  is  to  recognize  the  foul 
when  it  occurs. 

It  is  hoped  that  there  will  be  a great  deal  of 
carry-over  from  the  practice  field  to  the  actual 
game  itself.  The  official  does  not  have  to  make  a 
judgment  as  to  whether  the  act  is  malicious  or  not 
with  the  new  rulings.  He  also  does  not  have  to 
make  a judgment  as  to  whether  the  momentum 
of  the  player  has  stopped  or  not.  The  effect  of  this 
change  broadens  the  definition  of  spearing  and  it 
reduces  the  judgment  of  the  official  to  the  extent 
that  he  must  now  determine  only  that  the  act  is 
committed. 

The  new  blocking  rules  are  a dramatic  change 
over  what  we  have  previously  known.  They  are 
an  outstanding  movement  of  part  of  the  Rules 
Gommittee  in  an  attempt  to  write  a ride  which 
coaches  can  coach,  players  can  play,  and  officials 
can  reasonably  officiate.  It  is  a basic  duty  and  re- 
sponsibility that  coaches  teach  football  fundamen- 
tals and  skills  in  an  environment  free  from  un- 
necessary hazards  in  order  to  minimize  personal 
injury.  Failure  of  the  coaches  to  so  instruct  the 
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iitlilctcs  would  I)rc;Kli  lids  duty  ;uul  l)c  possible 
s;i(>uuds  lor  ucf>lif>eul  (oiiiluei  litig;uit)u.  I lope- 
I'ully,  this  will  mean  return  of  the  shoulder  Uukle 
and  block,  hence,  more  safety  and  protection  for 
the  ])layers.  Also,  it  should  make  for  less  late  hit- 
tiuf>-,  spearing,  and  hopefully,  therefore,  fewer  in- 
juries. 

Shoulder  tackles  may  help  dinuuish  the  barrage 
of  knee  injuries  as  the  extended  neck  and  subse- 
cpient  visual  range  may  allow  more  accurate 
tackles.  Pi  ior  ruling  recpiiring  blocking  above  the 
waist  on  punts  and  kick-off  returns  and  subse- 
cpient  increased  visnali/ation  may  assist  in  the 
reduction  tt>f  these  plagning  lower  extremity  in- 
juries. These  rides  committees  are  to  be  commend- 
ed for  their  injury  awareness,  and  hopefully  fur- 
ther awarene.ss  may  helj)  diminish  athletic  injuries 
in  other  areas.  For  example,  the  first  year  that  the 
Rules  Committee  recpiired  mouth  protec- 


tors in  college  loolball,  the  dental  surgery  rate 
was  cut  approximately  lb%.  Further  reiulorce- 
menl  in  coaching  iechnic[ucs  vconlcl  be  helpful  in 
diminishing  the  “crack-back  Itlock”,  “blind-side" 
hits,  and  rolling  block  technicpies  to  diminish  the 
frecpiency  of  lower  extremity  injuries  in  lootball. 

New  Legal  Blocking  Position 
1976  NCAA  Rules 

1.  Hands  in  advtuice  of  elbows. 

2.  kfancls  inside  the  frame  of  blocker’s  body. 

3.  Hands  below  the  shoulders  of  the  blocker 
and  his  opponent. 

4.  Hands  and  arms  parallel  to  the  ground. 

5.  .\rms  shall  not  be  extended  more  than  one- 
half  of  fidl  extension. 

b.  The  hands  should  be  cupped  or  closed  with 
the  palm  not  facing  the  opponetit. 

7.  Din  ing  no  block  shall  the  hands  be  locked. 
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PUBLIC  HEALTH  AT  A GLANCE 


Arkansas'  Emergency  Medical  Services 


Carolyn  Schmidt* 


In  1972,  Arkansas  ranked  at  the  bottom  of  the 
ladder  in  providing  its  citi/.ens  with  adequate 
Emergency  Medical  Services  or  pre-hospital  emer- 
gency medical  treatment  and  transportation.  Since 
then,  many  interested  Arkansans  have  worked  dil- 
igently to  raise  the  level  of  care  to  acceptable 
stamlards.  After  years  of  hard  work,  EMS  Rules 
and  Regulations  were  finally  passed  by  the  1977 
Arkansas  General  Assembly. 

T hese  regulations,  required  by  Act  435  of  1975, 
are  intended  to  ensure  that  amljulance  personnel, 
e(|uipment  anil  vehicles  are  capable  of  providing 
(|uality  patient  care.  Minimum  standards  are  set 
fortli,  and  levels  of  certification  and  licenses  work 
as  incentives  for  .self-improvement. 

Over  1,100  people  have  successfully  completed 
approved  basic  emergency  medical  technician 
(EM  E ')  courses.  Arkansas’  EMS  program  also  has 
22  advanced  medical  EMTs  (paramedics),  some  of 
whom  earned  associate  degrees  in  emergency  med- 
ical technology  (a  two-year  program).  Many  are 
em|.)loyed  by  hosjjitals  (emergency  departments, 
intensive  care  units,  etc),  ambulance  services  and 
police  and  fire  departments. 

W'hen  the  regulations  l^ecame  effective  Jtily  6, 
1977,  the  Bureau  of  Emergency  Health  Services, 
Arkansas  Department  of  Health,  liegan  inspecting 
eacli  ambulance  service  and  emergency  vehicle 
and  issuing  licenses  and  permits  in  one  of  the  7 
possible  categories.  They  are  classified  as  follows: 

1.  Class  1 — Advanced  Ambulance  Services 

2.  Class  I-A  — Ambulance  Services 

3.  Class  1-B  — Ambulance  Services 

4.  Class  I-C  — Ambulance  Services 

*KMS  Specialist,  Arkansas  Department  of  Health.  4815  West 
Markham,  Little  Rotk.  Arkansas  72205. 


5.  Volunteer 

6.  Special  Purpose 

7.  Provisional 

Another  important  aspect  of  EMS  in  Arkansas 
is  the  communications  network.  Eour  Resource 
Coordination  Centers  (RCCs)  serve  21  counties. 
Anyone  in  these  counties  may  call  for  emergency 
medical  assistance  l)y  dialing  the  operator  and 
asking  for  ENTERPRISE  8-900.  In  addition  to 
disptitching  calls  to  the  nearest  ambulance  service, 
the  trained  RCC  personnel  can  offer  help  over  the 
phone,  focus  on  all  available  resources  in  an  emer- 
gency situation,  record  radio  conversations  and 
telephone  traffic  for  back-up  information. 

An  outreach  effort  to  educate  the  public  about 
the  program  and  how  to  use  it  is  an  ongoing  proj- 
ect. Eiterature  on  the  program  is  distributed  in 
each  county  to  as  many  citizens  as  can  be  reached. 

A unique  data  and  evaluation  sy.stem  has  also 
been  developed.  This  reporting  system  is  the  only 
one  of  its  kind  in  the  EJnited  States.  Each  ambu- 
lance .service  is  reipiired  to  fill  out  an  Encounter 
Eorm  for  each  emergency  run  made.  The  informa- 
tion received  includes  the  numlter  and  types  of 
calls,  locations  of  emergencies  (i.e.,  highway  acci- 
dents, home  or  reci  eation  areas)  and  the  type  treat- 
ment that  has  been  given.  These  facts  can  be 
used  to  help  offenders  know  what  equi|>ment  and 
supplies  they  need  most  and  to  show  to  local  gov- 
ernment officials  in  order  to  receive  funding. 

Arkansas  has  come  a long  way  since  1972,  but 
its  citizens  are  still  struggling  to  improve  pre- 
hospital emergency  medical  care.  The  ultimate 
goal  is  to  provide  the  necessary  personnel  and 
equipment  so  that  no  unnecessary  deatlts  occur 
because  of  a sudden  illness  or  injury. 
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Treatment  of  Cancer  of  the  Colon 

Alfred  Kahn,  Jr.,  M.D. 


c 

V_^aiuer  ol  tlie  colon  is  a very  common  disease, 
and  a totally  satisfactory  treatment  for  it  is  yet  to 
be  found,  W'hat  cairses  the  body's  resistance  to  be 
overcome  by  the  agent  (s)  producing  neoplasia  is, 
of  course,  the  fundamental  problem.  Opportuni- 
ties lor  carcionogenesis  must  exist  many  times  be- 
fore neoplasia  occurs.  Obviously,  the  body’s  in- 
herent resistance  prevents  this.  Every  cell  exfo- 
liated Irom  cancer  does  not  cause  a metastasis. 

A.ssnming  an  imbalance  in  the  ratio  of  the  in- 
vasiveness  of  the  neoplasm  to  the  resistance  of  the 
body  — and  assuming  a tumor  of  the  colon  forms 
— what  is  to  be  done?  “The  treatment  of  cancer  of 
the  large  inte,stine'’  is  the  subject  of  a review  by 
"Wallaclc,  Brown,  Rosata  and  Rosata  (Surgery, 
Gynecolog7  Obstetrics,  Volume  142,  page  97, 
January,  1976). 

I'he  relationship  of  polyps  and  cancer  is  dis- 
cussed. The  big  tpiestion  is,  of  course,  do  polyps 
undergo  malignant  degeneration,  or  is  there  some 
underlying  disorder  which  produces  both  the 
jx>lyp  and  tire  cancer.  There  is  no  answer  for  this. 
Then  there  is  the  matter  of  familial  polyposis. 
This  appears  to  be  a very  dangerous  disease;  can- 
cer of  the  colon  develops  in  almost  100%  accord- 
ing to  Wallack.  A virtually  total  colectomy  is  ad- 
wised.  The  rectum  can  be  left,  but  it  has  to  be 
observed  frecpiently  by  proctoscopy.  Villons  ade- 
noma apparently  have  a malignant  (^x)tential:  very 
complete  removal  is  recommended.  The  authors 
relate  adenomatous  polyp’s  risk  to  the  size  of  the 
jrolyp;  polyps  one  centimeter  in  diameter  have 
virtually  no  minimal  risk  of  cancer  — in  fact,  the 
mortality  of  the  surgery  might  be  higher.  Polyps 
that  are  up  to  one  and  one-half  centimeters  can 
be  watched  and  if  they  grow,  removal  is  suggested. 
Polyps  two  centimeters  in  diameter  .should  be  ex- 


cised; the  authors  feel  that  the  safest  treatment  of 
a jjolyp  is  excision.  The  means  of  detecting  polyps 
include  jrlain  barium  x-rays,  air  contrast  barium 
x-rays,  and  fibero})tic  colonoscope;  of  3(),S  polypec- 
tomies repen  ted  by  this  method,  lb  patients  in  the 
21H  examined  had  atypia  or  carcinoma.  lUcerative 
colitis  is  associated  with  a distressingly  high  inci- 
dence of  carcinoma  if  the  disease  has  been  present 
ten  years  or  more;  the  greater  the  colitis  involve- 
ment, the  greater  the  risk  of  cancer,  d'en  to  twenty 
percent  of  these  cases  develop  carcinoma  e.ach 
decade  after  ten  years  and  the  five  year  survival 
rate  is  (jnoted  at  only  fifteen  percent  after  snr- 
gei7. 

Wallack  reports  that  most  cancers  are  in  the  rec- 
tum and  can  be  reached  by  scopes;  carcinoma  may 
be  imdticentric  occasionally.  Death  from  colon 
carcinoma  is  nsnally  cine  to  distant  metastases. 

4'he  signs  and  .symptoms  of  colon  cancer  are  re- 
viewed briefly  and  all  are  well-known  to  mo.st 
physicians.  Right-sided  cancers  can.se  blood  loss 
and  left-sided  cancers  produce  pain.  Tbcre  are 
nmnerons  variants. 

The  lelationship  of  blood  in  the  stool  to  car- 
cinoma has  been  investigated  many  times  in  the 
past.  Wallack  indicates  there  is  some  benefit  in 
inve.stigating  properly  prejtared  patients  who 
have  repeatedly  had  positive  tests  for  blood  in  tbe 
.stool. 

Diagnosis  of  colon  cancer  by  endoscopy  and  ra- 
diography are  still  the  standard  methods. 

Immunology  has  been  tried  as  a means  ol  de- 
tecting colon  carcinoma.  The  current  antigen 
fonnd  in  patients  with  carcinoma  is  also  found 
in  other  colonic  disease,  and  even  cancer  of  the 
ovary,  lung,  and  pancreas.  There  is  apparent 
value  in  a (piantitative  test  for  carcinoembryonic 
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aiiiigen  it  one  has  a known  cancer  case  and  meta- 
stascs  arc  sough t;  it  tends  to  be  liigh  in  metastatic 
disease. 

Surgery  is  tlie  only  recommended  treatment  for 
colon  cancer,  d'he  overall  jirognosis  is  .said  to  be 
twenty-five  percent  for  five  years.  'Whdlack  reports 
tumor  si/e  does  not  relate  well  to  survival,  but 
wall  penetration,  venous  invasion,  anmdar  le- 
sions, and  lymph  node  involvement  do  relate  to 
stn  vival. 

rite  authors  .state  that  the  so-called  secoiul  look 
ojieration  about  one  year  after  initial  surgery  has 
not  really  increased  survival.  The  use  of  radiation 
li.is  been  recommended  by  .some  atithors  — both 


pre-  and  jx»st-operative  radiation  have  been  rec- 
ommended. Of  interest  was  the  suggestion  that 
certain  steps  in  the  surgical  technicpie,  such  as 
venotis  ligation  and  the  avoidance  of  manipida- 
lion,  .seem  to  cut  down  the  dissemination  of  tumor 
cells.  Drtig  therapy  using  Five  Fluoro-Uracil  has 
been  successful  in  palliation;  it  is  effective  with 
intravenous  usage.  Continuous  infusion  of  organs 
attacked  by  cancer  has  been  tried  with  some  re- 
gression of  disea.se  — not  ctire. 

Cancer  of  the  colon  typifies  cancer  elseAvhere  — 
it  can  be  both  cured  or  palliated  depending  on 
the  invasiveness  of  the  tumor  and  the  resistance 
of  the  host. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

Determined  to  curb  rising  hospital  costs,  the 
Congress  has  ojjened  hearings  on  legislation  pro- 
posed by  .Sen.  Hennan  Talmadge  (D-Ga.)  that 
would  institute  a jrrospective  reimbursement  plan 
foi  the  nation's  hospitals,  d'he  Talmadge  bill  is 
considered  a rival  of  the  Administration's  jtropos- 
al  to  place  a nine  percent  “cap"  on  hospital  rev- 
enues. 

The  Administration  has  told  the  Senate  Fi- 
nance Subcommittee  on  Health,  headed  by  Tal- 
madge, that  it  likes  some  provisions  of  the 
Talmadge  bill  but  that  it  is  imperative  that  the 
controversial  “cap”  proposal  be  enacted,  perhaps 
with  features  of  the  Talmadge  bill  indtided. 

.Most  health  provider  groups,  including  the 
.Xmeritan  .Medical  Association,  found  the  Tal- 
madge plan  much  more  palatable  than  the  Ad- 
ministration's bill  though  they  took  issue  with 
some  ol  the  Talmadge  prot  isions. 

Raymond  T.  Holden,  M.l).,  Chairman  of  the 
.-\.M,\  Board  of  d’l  ustees.  told  the  Stibcommittee 
“we  commend  the  sponsors  of  this  legislation  for 
its  broad  coverage  of  a variety  of  issues  in  the  Medi- 


care and  Medicaid  programs.”  While  there  are 
some  provisions  the  AMA  does  not  supjxtrt. 
“there  are  many  others  which  we  believe  would 
be  beneficial  and  for  which  we  urge  your  favora- 
ble consideration,”  Dr.  Holden  testified. 

The  Administration’s  arbitrary  ceiling  or  “cap” 
on  total  hospital  revenues  “lacks  appropriate  flex- 
ibility, provides  disincentives  for  efficiency  and  in 
fact  wotild  reward  inefficiency,”  said  Dr.  Holden. 
“Most  importantly  that  proposal  would  impact 
unfavorably  most  directly  upon  the  continued 
provision  of  cjuality  care.” 

The  I'almadge  provisions  “attempt  to  meet  the 
hos|>ital  cost  jiroblem  in  a more  positive  and  etjui- 
table  manner  than  that  of  the  Administration,” 
Dr.  Holden  said.  “However,  notwithstanding  otir 
belief  that  the  Talmadge  bill  is  a more  realistic 
jrrogram,  we  do  believe  that  adoption  of  the  pro- 
gram in  the  manner  presently  proposed  could 
have  tmeertain  and  perhaps  even  undesirable  ef- 
fects.” 

“Risks  of  any  single  new  program  imposed  na- 
tionally are  not  warranted  at  this  time  especially 
when  there  are  other  jrotential  alternatives  which 
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merit  similar  consideration,”  Dr.  Holden  said. 
‘‘Experiments  with  varions  reimltursement  meth- 
ods have  not  Iteen  fully  implemented  and  evalu- 
ated. We  would  recommend  that  the  cost  con- 
tainment incentive  program  of  this  bill  be  the 
sid)ject  of  experiment  and  demonstration  in  a 
limited  geographic  area  before  being  con,sidere<l 
for  nationwide  application.  We  feel  that  all  in- 
terested parties  would  benefit  from  such  a proce- 
dure." 

I'he  .\MA  witness  termed  “beneficial"  another 
provision  encotiraging  the  voluntary  elimination 
of  underutilized  betls  and  the  closing  of  facilities 
or  jxirts  thereof. 

Dr.  Holden  said  “we  also  recognize  the  problem 
of  increasing  health  costs  and  are  seeking  solu- 
tions." He  noted  the  AM.\'s  establishment  of  a 
National  Commission  on  the  Costs  of  Medical 
(iare,  which  will  examine  the  causes  of  medical 
care  cost  inflation  and  recommend  policies  that 
will  contribute  to  containment  of  medical  expen- 
ditures. The  final  report  wall  be  issued  in  Januai'y, 
1078. 

Also  a]>pearing  for  tlie  AMA  was  Edgar  T.  Bed- 
dingfield,  Jr.,  M.D.,  Chairman  of  the  AMA  Coun- 
cil on  Legislation.  Dr.  Beddingfield  said  several 
provisions  of  the  bill  on  physician  reimbur,sement 
“could  have  a detrimental  effect  on  the  availabili- 
ty and  (piality  of  care."  I'he  proposed  cieation  of 
a special  class  of  practitioners,  designated  as  “par- 
ticipating physicians”,  though  somewhat  modi- 
fied this  year,  would  still  cover  those  who  agreetl 
to  accept  all  Medicare  reimbursement  for  their 
services  on  the  basis  of  assignments.  Inducements 
such  as  simjilified  claims  procetlures  woidd  be 
offered  to  encourage  physicians  to  become  “parti- 
cipating physicians.” 

Dr.  Beddingfield  said  the  proposal  “does  not 
reach  the  issue  of  why  assignments  are  not  widely 
accepted.  I'he  major  deterrent  to  assignments  is 
the  insufficient  reimbursement  rate  under  Medi- 
care and  this  proposal  does  not  correct  this  prob- 
lem." 

Also  criticized  was  the  proposed  I'almadge  cri- 
teria for  determining  Medicare  reasonable  charges 
for  physicians’  services  which  woidd  allow  the  gov- 
ernment to  determine  statewide  prei  ailing  charge 
levels  for  each  state,  based  on  50  percent  of  the 
charges  made  for  similar  services  in  the  state.  Pre- 
vailing charge  levels  in  a locality  woidd  continue 


to  be  subject  to  an  economic  index,  but  any  in- 
crease in  the  prevailing  charge  level  could  not  ex- 
ceed the  statewide  prevailing  charge  by  more  than 
one-third. 

“The  real  effect  of  this  change,”  Dr.  Bedding- 
tield  said,  “would  be  a further  restriction  on  reim- 
bursement levels  in  the  state  achieved  primarily 
through  a reduction  in  the  already  limited  in- 
crea.ses  which  would  otherwise  be  allowed  under 
the  Medicare  Economic  Index." 

’Ehe  Administration  has  damned  the  Tahnadge 
bill  with  faint  praise.  Recognizing  that  Tal- 
niadge's  measure  poses  a serious  threat  to  the  Ad- 
ministration’s controversial  Hospital  Cost  Con- 
tainment Plan,  HEW  .Secretary  Califano  devoted 
a great  deal  of  his  testimony  during  the  hearings 
to  plugging  the  .Administration’s  approach.  He 
had  prai.se  for  some  facets  of  the  Talmadge  bill, 
expressing  the  hope  the  two  approaches  could  be 
melded,  but  his  criticism  of  the  key  prospective 
hospital  reimbursement  provision  was  so  strong 
that  a marriage  may  be  difficidt. 

Califano  said  the  Talmadge  reimbur.sement 
plan  suffers  from  lack  of  available  data  and  meth- 
odology to  put  it  into  effect.  “Eurther,  it  only 
covers  about  35-40  percent  (Medicare-Medicaid) 
of  pre.sent  hospital  costs,  and  will  not,  in  our 
judgment,  effectively  control  costs  in  the  imme- 
diate future,”  said  Califano. 

'Ehe  Talmadge  plan  could  cost  up  to  $50  mil- 
lion more  next  fiscal  year,  in  contrast  with  the 
estimated  national  savings  of  $1.9  billion  for  the 
Administration’s  Hospital  Cost  Containment  Act, 
according  to  the  Cabinet  Officer. 

“We  feel  strongly  that  the  problem  of  rising 
costs  is  of  such  disastrous  proportions  that  we 
simply  cannot  wait  for  a perfect  solution  before 
acting,”  Calihino  testified. 

I’he  Administration  supports  the  concept  of 
prospective  reimbursement  of  hospitals,  he  said, 
but  “holding  down  Medicare  and  Medicaid  pay- 
ments alone  could  simply  encourage  hospitals  to 
refu.se  these  patients,  to  provide  such  patients 
with  .second-cla.ss  care,  or  to  transfer  their  costs  to 
other  payors.” 

In  other  testimony,  John  Alexander  McMahon, 
President  of  the  American  Hospital  Associatioii, 
said  the  Talmadge  bill  overall  “reflects  an  under- 
standing and  consideration”  of  the  complexities 
of  the  health  care  delivery  system.  However,  Mc- 
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Mahon  said  the  All  A olijects  to  some  provisions, 
lie  singled  out  the  proposed  nnilorni  percentage 
limits  on  increases  in  revenues  which  “would 
exert  the  heaviest  |)ressnres  where  tliey  are  least 
appropriate  — on  the  most  ellicicnt  Iiospitals." 

* * # # 

I’liysician  fees  cwentnally  may  need  cost  con- 
trols, HEW  Secretary  Cialifano  has  told  Congress. 

“Eventually  the  health  care  system  will  have  to 
deal  witli  physician  fees,"  the  Secretary  told  the 
Senate  Finance  Subcommittee  on  Eleallh. 

Califano  said  he  and  President  Carter  consid- 
ered controls  on  physician  fees  as  well  as  hos|)i- 
tals  earlier  this  year  but  rejected  them  “because 
we  just  don't  know  yet  how  to  deal  with  that 
problem.” 

Califano  also  opposed  a provision  in  tlie  Medi- 
care-Medicaid reform  bill  by  Suircommittee 
Ciiairman  Talmadge  which  would  lift  the  legal 
retpiirement  for  publishing  the  names  and  income 
of  physicians  and  other  Medicare  providers.  The 
HEW^  official  said  “sunshine  is  the  greatest  disin- 
fectant," referring  to  the  so-called  Sunshine,  or 
Eheedom  of  Information  Law. 

Talmadge  .said  he  would  withdraw'  the  ]jrovis- 
ion  "if  you  (Califano)  guarantee  the  accuracy”  of 
future  reports. 

Cfalifano  noted  that  lie  ajxrlogized  to  the  AM  A 
for  the  high  rate  of  error  in  this  year’s  report  and 
tliat  a revised  and  corrected  list  w'ould  be  pult- 
lished. 

# * * # 

d he  Metlicare-Medicaid  anti-fraud  and  abuse 
legislation  is  winding  through  a complicated  path- 
way in  two  powerful  house  committees  — Ways 
and  Means  and  Commerce.  Both  committees  have 
jnri.sdiction  over  the  bill  before  it  reaches  the 
floor. 

Ehe  Ways  and  Means  Committee  is  ready  to 
report  a bill  and  the  full  Commerce  Committee  is 
preparing  to  act  also.  One  major  difference  l^e- 
tween  the  committees,  not  yet  resolved,  is  the  de- 
gree of  acce.ss  federal  investigators  will  have  to 
patient  records  for  the  purposes  of  fraud  and 
al>nse  investigations  aiul  epidemiological  surveys. 

Ehe  Senate  will  not  take  up  the  measure  until 
the  House  completes  its  work  on  the  bill. 

# * # * 

In  an  effort  to  boost  the  new  Office  of  Inspector 
General,  HEW  Secretary  Califano  has  charged 


that  fraud  and  aiiuse  liy  physicians  and  pharma- 
cists in  the  Medicaid  program  "is  a serious  prob- 
lem." 

He  said  “lliis  conclusion  emerges  from  an  inno- 
vative, systematic  two-montli-old  investigative  ef- 
fort working  in  cooperation  with  the  new  Elealth 
Care  Einancing  Administration." 

Calilano  said  that  thiougb  comjmters  jrro- 
grammed  to  flag  suspicious  cases  in  state  Medicaid 
files,  172  cases  have  been  identified  involving 
“what  appear  to  be  the  worst  physician  and  phar- 
macist ollenders  against  the  Medicaid  system." 
He  did  not  release  any  names. 

The  172  cases  w'arrant  further  inve.stigation  and 
may  lead  to  prosecution,  according  to  the  .Secre- 
tary. Ehcy  are  spread  over  15  states  and  the  Dis- 
trict of  Columbia.  Ninety-two  ca.ses  involve  jrhysi- 
cians,  and  80  deal  with  pharmacists. 

1 he  new'  computerized  system  has  allowed 
HEW  to  screen  252  million  transactions  over  a 
twelve-month  period  involving  251 ,000  physicians 
(108  million  claims)  and  11,000  pharmacies  (111 
million  claims). 

The  goal  of  the  new'  inve.stigation  — which  is 
called  “Project  Integrity"  is  to  identify  500 
cases  of  apjrarently  flagrant  physician  and  phar- 
macist fraud  or  abuse  in  Medicaid. 

Physicians  and  jrharmacies  w'ere  chosen  as  ini- 
tial targets  of  the  new  computer  investigation  “be- 
cause computer  programs  were  already  available 
for  ap])lication  of  the  innovative  techtiitpies.” 

Physicians  and  pharmacies  receive  about  10  ]ter- 
cent  of  Medicaid  expenditures  (which  total  .'i>18 
billion  this  year,  including  a .$7.8  billion  state 
share).  Estimates  of  fraud  and  abuse  in  Medicaid 
are  e.stimated  at  between  .$800  and  $900  million 

annually,  saitl  Lalifano. 

* * # * 

Renew'ed  prospects  of  .Administration  activity 
next  year  on  national  health  insurance  has  spin  red 
Congressional  interest  in  the  issue.  .At  last  count 
22  lawmakers  from  both  parties  have  co-sponsored 
the  AM.A's  comprehensive  health  insuraiue  plan 
for  all,  bringing  to  50  the  nnmlier  of  .Senators  and 
Repre.sentatives  who  have  backed  the  proposal 
officially. 

Early  next  year,  the  Carter  .Administration  w'ill 
submit  its  own  NHl  plan.  President  Carter  and 
HEW  Secretary  Califano  have  said  they  w ill  make 
a determined  effort  to  secure  Congressional  enact- 
ment. 
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Major  hearing's  on  NHI  are  a certainty  in  Con- 
gress next  year,  'riiongh  time  will  lie  a severe  prob- 
lem, there  is  a chance  of  final  action  on  some 
measure. 

The  ,VMA  pro])osal  is  designed  to  insure  that 
all  .\mericans  receive  private  health  insurance 
and  financial  protection  against  catastrophic  ill- 
ness. Federal  contribution  to  premium  cost  would 
be  geared  to  income.  Federal  intervention  is  kept 
to  a niinimnm.  Standards  of  benefits  would  have 
to  lie  met  by  all  insurance  plans. 

'Fhe  .-VMA  plan  was  first  dropped  in  the  hop|xn' 
by  Sen.  Clifford  Hansen  (R-'W'yo.),  and  Reps.  Tim 
Lee  Carter,  M.D.  (R-KY),  John  Duncan  (R- 
'Fenn.),  and  John  Murphy  (D-NY). 

* # * # 

“T  he  Federal  Trade  Commission  is  not  a health 
or  medical  agency,”  Fl’C  Chairman  Michael  Pert- 
schnk  has  told  a conference  on  comjtetition  in 
health  care. 

The  business  of  the  FTC  is  btisiness,  and  we 
recognize,  along  with  most  Americans,  that  the 
delivery  of  health  care  is  btisiness,  an  industry  of 
vast  proportions  and  vital  effect.  Health  care  has 
become  otir  btisiness.” 

Mr.  Pertschnk  opened  a two-day  conference, 
sjtonsored  by  the  FTC  which  rarely  holds  such 
events,  with  a referent e to  the  AM.\. 

“The  FTC  is  now  in  the  process  of  receiving 
tlocnments  subpoenaed  from  the  .\M,\,  and  cer- 
tain state  and  local  medical  societies.  Otir  inten- 
tion is  to  learn  how  self-regnlation  — professional 
control  over  voluntary  and  state  agencies  — really 
w'orks.  d’here  is  reasonable  doubt  that  the  medical 
profession,  by  itself  or  through  friendly  state  gov- 
ernments, is  ctmipletely  open  to  innovation,  com- 
petition, (piality  control,  or  consumer  choice.” 

,u,  ^ ^ ^ 

-It*  ^ ^ 

Jnlitis  Ridnnond,  M.l).,  the  newly  appointed 
-Assistant  Secretary  for  Health  at  the  HEW  De- 
partment, also  wall  bear  the  title  — long  consid- 
ered moribund  — of  IJ.S.  Surgeon  General.  This 
jzost  hadn't  been  filled  for  several  years.  I’hotigh 
Dr.  Richmond  isn't  a career  Public  Health  Service 
officer,  the  tesiirrection  of  the  title  brought  joy  to 
the  Uniform  Corps  which  has  been  tinder  con- 
stant threat  of  extinction  but  has  managed  to  sur- 
vive. The  Stirgeon  General  is  the  top  official  of 
the  Corps. 

* # * * 


DR.  FAAS  RECEIVES  GRANT 

The  American  Diabetes  Association  has  pre- 
sented a research  grant  to  Dr.  Fred  Faas  of  Little 
Rock.  He  is  a research  associate  at  the  "Veterans 
.Administration  Hospital  and  has  been  stndying 
the  fat  metabolism  differences  in  diabetic  and 
nondiabetic  animals  under  variotis  dings. 


THINGS 


^PlCOME 


SUPERCOURSE  ON  LUNG  DISEASE 

The  Third  Annual  New  Orleans  International 
“Mardi  Gras”  SIJPERCOURSE  on  Lung  Dis- 
ease will  be  Jamiary  23-27,  1978,  at  the  Braniff 
Place  Hotel,  lire  cottrse  is  sponsored  by  the 
.American  Lung  .Association  of  Louisiana  and  its 
medical  section,  the  American  Thoracic  Society 
of  Louisiana. 

SEIPERCOEJRSE  is  accredited  by  the  .Ameri- 
can Medical  Association  in  Gategory  I,  the 
American  .Academy  of  Family  Physicians,  and  the 
.American  .Association  for  Critical-Care  Ntirses. 
The  five-day  program  consists  of  three  separate 
hmg  disease  cottrses  rtinning  concurrently  during 
the  week. 

.Advance  tuition  for  the  program  is  SI 8,5.00. 
For  additional  information  and  complete  pro- 
gram, write: 

.American  Thoracic  Society  of  I.otiisiana 

333  Saint  Charles  Avenue,  Stiite  500 

New’  Orleans,  Louisiana  70130 


CARDIOPATHY  SYMPOSIUM 

Cardiopathy  of  .Aging  lA^  (Heart  disease  in 
the  elderly  patient)  w’ill  be  presented  in  Little 
Rock,  .Arkansas,  on  .May  16-17,  1978,  by  the  ATt- 
erans  .Administration,  the  LTniversity  of  .Arkansas 
College  of  Medicine,  the  Council  on  Clinical 
Cardiology  of  the  .American  Heart  .Association, 
and  the  I’ri-State  Scientific  Sessions  of  the  .Ameri- 
can Heart  .Association.  Information  regarding 
this  symjiosium  may  be  obtained  from — 

Dr.  J.  E.  Doherty,  Program  Director 
Cardiopathy  of  .Aging  lA^ 

300  Ea.st  Roosevelt  Road 
Little  Rock,  Arkansas  72206 
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DR.  MAHONEY  RECEIVES  AWARD 

Dr.  I’aul  L.  Mahoney,  Jr.,  I larrisoii,  has  been 
awarded  the  American  Medical  .\ssociation  l*liy- 
sician's  Recognition  Award  lor  his  pai  iici|)ation 
in  accredited  contiiniiiy”  medical  education  pro- 
grams. 

OFFICERS  INSTALLED 

Dr.  George  Warren  of  Smackover  was  installed 
as  president  ol  the  Aikansas  Chapter  ol  the 
.\merican  Academy  of  Family  Rliysicians  at  the 
animal  meeting  in  Little  Rock  in  July.  Dr.  James 
AVeber  of  Jacksonville  was  chosen  president-elect. 
Other  officers  installed  were  Dr.  Mahlon  Maris 
of  Harrison,  vice-president,  and  Dr.  James  Patrick 
of  Fayetteville,  secretary-treasurer. 

DR.  SIMPSON  MOVES 

Dr.  Fhomas  .Simpson  recently  opened  his  new 
office  building  at  620  North  Sjtring  in  Ffarrison. 
Dr.  Simpson  has  jiracticed  Olistetrics  and  (iyne- 
cology  in  Harrison  for  five  years. 

NEW  APPOINTEES  TO  STATE  BOARD 

Dr.  H.  W.  Keisker  of  Jonesboro  and  Dr.  Bob 
Cj.  Banister  of  Conway  have  been  ajtjtointed  to 
the  State  Board  of  Health  for  terms  to  expire 
December  31,  1980. 

NEW  PHYSICIAN  FOR  HARRIS  CLINIC 

Dr.  Anthony  B.  Jnnkin,  a 1971  graduate  of  the 
FIniversity  of  Arkansas  College  of  Medicine,  has 
joined  tlie  staff  of  the  Harris  Hospital  anti  Clinic 
in  Newjxirt.  Prior  to  moving  to  Newport,  Dr. 
Jtmkin  was  affiliated  with  the  teaching  staff  of 
the  family  practice  residency  jjrogram  at  the 
United  States  Naval  Hospital  in  Charleston, 
South  Carolina. 

DR.  MILLER  SPEAKS 

Dr.  Donald  Miller,  director  of  the  Area  Health 
Education  Center  in  Pine  Bluff,  recently  sjjoke 
to  the  Pine  Bluff  Rotary  Club  regartling  the 
.MIEC  program. 

PATHOLOGIST  TO  DeQUEEN 

Dr.  Leland  Dodd  has  established  a private 
pathology  laboratory  in  DeQueen.  He  was  for- 
merly the  Assistant  Professor  of  Pathology  and 
.Vssistant  Medical  Examiner  for  the  State  of  Ar- 
kansas in  Little  Rock.  Dr.  Dodd  is  a native  of 


Fort  Smith  and  a gradtiate  of  the  Lniversity  of 
Arkansas  College  f)f  Medicine. 

INTERNIST  FOR  BATESVILLE 

Dr.  Patd  Baxley  is  a new  Internist  associated 
witli  the  \\nute  River  Diagnostic  Clinic  in  Bates- 
\ille.  He  is  a native  of  North  Little  Rock  and 
■was  graduated  from  the  Ibiiversity  of  Aikansas 
College  cjf  Medicine  in  1974. 

TWO  PHYSICIANS  ADDED 

Drs.  Robert  W.  Fore  and  Allen  Dale  Kincheloe 
have  recently  been  added  to  tlie  stall  ol  St. 
Joseph's  Mercy  Medical  Cienter  in  Hot  Sjnings. 
Dr.  Fore  is  a Radiologist  and  a native  ol  Pine 
Bluff.  F)r.  Kincheloe  is  associated  with  Drs. 
I liomas  M.  Dtirham  and  DtiBose  Murray,  spe- 
ciali/ing  in  Orthopaedic  Surgery. 

DR.  McKELVEY  OPENS  CLINIC 

Dr.  Richard  E.  McKelvey  began  the  practice 
of  General  Surgery  at  416  Sevier  in  Clarksville 
in  July.  He  was  graduated  from  the  Fhiiversity 
of  Arkansas  College  of  Medicine  and  served  as 
staff  surgeon  at  the  Little  Rock  Veterans  .\tl- 
ministration  Hospital  in  Little  Rock  pi  ior  tet 
moving  to  Clarksville. 

DR.  SHRADER  RETURNS 

Dr.  Floyd  Shrader  has  returned  to  WVst  Mem- 
phis after  a two-year  absence.  He  had  practiced 
medicine  in  West  Memphis  until  197.6,  when  he 
moved  to  Enid,  Oklahoma.  He  is  a Eamily  Prac- 
titioner and  has  his  office  at  200  South  Rhodes. 

DR.  HAYNES  SPEAKS 

Dr.  Ducote  Haynes  of  Little  Rock  addressed 
the  Colonial  Chajtter  of  the  National  Secretaries 
.\ssotiation  recently.  Dr.  Haynes  discussed  the 
science  of  X-rays. 

DRS.  HALLER  BEGIN  SECOND  TOUR 

Drs.  Nancy  and  Harold  Haller  have  elected  to 
stay  for  another  tour  of  duty  at  the  Newton 
County  Medical  Center  in  Jasper.  Fhey  were 
assigned  to  Jasjter  by  the  National  llealtli  Service 
Corj>s.  Fhis  will  be  their  third  year  on  stall  at 
the  center. 

DR.  SALTZMAN  INSTALLS  OFFICERS 

Dr.  Ben  Salt/'inan  installed  the  new'  officers  of 
the  Harrison  Rotary  Club  lor  the  twenty-sixth 
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consecutive  year.  Dr.  Salt/man  is  a Past  Gov- 
ernor of  District  611  in  Rotary  International. 

PHYSICIANS  FOR  CLINTON 

Drs.  Layne  E.  Collums,  |r.,  and  Larry  Jennings 
will  begin  private  practice  in  the  Clinton  com- 
nuniity  in  tlie  fall  of  1977.  Nerv  offices  are  being 
l)nilt  in  Clinton  to  accommodate  the  physicians. 

DOCTOR  BUILDS  UNIQUE  HOUSE 

Dr.  Howard  |.  Barnhard  is  building  a very 
nnitpie  house.  It  is  designed  to  utilize  energy 
sources  to  the  maximum,  both  externally  and  in- 
ternally. I'he  ro(d  line  is  sloped  at  a 42.5  degree 
angle  from  one  side  to  the  other.  The  structure 
overhangs  its  one-story  foundation  Ity  three  to 
four  feet  on  all  four  sides.  Dr.  Barnhard  is  a 
Little  Rock  Radiologist  and  has  taken  an  active 
and  enthusiastic  part  in  the  design  and  construc- 
tion of  liis  future  home.  14ie  house  is  on  a pitie- 
covered  hilltop  overlookitig  Lake  Manmelle  west 
of  Little  Rock. 

DR.  BAKER  TO  BATESVILLE 

Dr.  [.  R.  Baker,  a graduate  of  the  University 
of  Arkansas  College  of  Medicine,  has  begun 
Family  Practice  iti  the  Medical  Arts  Building  at 
Batesville.  He  is  the  son  of  Dr.  Clark  M.  Baker 
of  Paragoidd. 

MARIANNA  GAINS  PHYSICIAN 

Dr.  Barbara  Gail  Ketmedy,  a Pediatrician,  has 
joined  the  staff  of  the  Lee  County  Cooperative 
Clinic  in  Mariatma.  She  is  a native  of  Florida 
and  received  her  medical  education  and  training 
at  Meharry  Medical  College  in  Nashville,  Ten- 
nessee. 

FOUR  PHYSICIANS  ADDED 

Hot  Springs  has  gained  four  additional  phy- 
siciatis.  I’hree  have  joined  the  staff  of  the 
Burton-Eisele  Clinic:  Drs.  John  B.  Simpson  and 
Martiti  A.  Koehn,  Family  Practitioners;  and  G. 
Dan  Kimberlin,  a Gynecologist. 

Dr.  Jon  Mark  Roltert  is  a Pediatrician  as- 
sociated with  the  Children’s  Clinic. 

DR.  TIRMAN  RECEIVES  AWARD 

Dr.  Robert  M.  Tirman  of  the  Department  of 
Radiology  at  the  University  of  Arkansas  College 
of  Medicine,  recently  received  the  Otolaryngology 
Feaching  Award  for  1977.  The  award  was  the 
first  given  Iry  the  Department  of  Otolaryngology 
at  the  College. 

SURGEON  TO  JONESBORO 

Dr.  James  Drake  has  joined  the  professional 


staff  of  Craighead  Memorial  Hospital  in  Jones- 
boro. He  is  in  the  private  practice  of  Surgery. 

DR.  JOHNSTON  ELECTED 

Dr.  Gaither  C.  Johnston  of  Hot  Springs  was 
recently  elected  to  the  Board  of  Directors  of  the 
Arkansas  Bank  and  Trust  of  Hot  Springs. 


PROCEEDINGS 

OF 

3 SOCIETIES 


REPORT  OF  AMA  ANNUAL  CONVENTION 
June  1977 

San  Francisco,  California 
by  Purcell  Smith,  Jr.,  M.D. 

This  summary  covers  many  of  the  subjects  con- 
sidered during  the  annual  convention  in  San 
Francisco,  but  is  not  meant  to  be  a complete  re- 
port of  all  actions  taken.  The  June  27 -July  4, 
1977  issue  of  the  American  Medical  News  con- 
tains more  comprehensive  information. 


ELECTIONS: 

John  H.  Budd  of  Gleveland,  Ohio,  was  installed 
as  the  AMA’s  132nd  president.  Tom  E.  Nesbitt 
of  Nashville,  Tennessee,  was  named  president- 
elect. William  Y.  Rial  of  Pennsylvania  was 
elected  speaker  and  Harrison  L.  Rogers,  Jr.,  of 
Georgia  was  elected  vice  speaker  of  the  Hotise 
of  Delegates.  Re-elected  to  the  Board  of  Trustees 
were  Daniel  T.  Cloud  of  Arizona  and  Hoyt  Gard- 
ner of  Kentticky.  Newly  elected  Trustees  were 
Thomas  Ballantine,  Jr.,  of  Massacluisetts,  George 
Mills  of  Hawaii,  and  Charles  Max  Cole  of  Texas. 


REPORT  OF  THE  AMA  PRESIDENT: 

Dr.  John  Btidd,  in  his  inaugural  address,  called 
on  physicians  to  do  their  best  for  the  public  and 
medicine  itself  by  acting  “constructively  and  ef- 
fectively for  each  other,  through  the  AMA.”  He 
jrointed  out  that  “to  be  a counterweight  to  fed- 
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oral  intervention  we  nuist  have  the  collective 
weight  of  onr  profession”  anti  he  nrs>etl  the  dele- 
gates “to  take  formal  and  informal  action  in  be- 
half of  greater  memhershijr"  Ciiting  a double 
challenge,  he  said  the  AMA  “must  get  behind 
any  rational  realistic:  means  of  curbing  expenses” 
and  it  “must  publicly  pinpoint  the  basic  rela- 
tionship between  medical  costs  and  the  cpiality, 
sufficiency  and  availability  of  medical  services.” 

SUMMARY  OF  ACTtONS  OF  THE 
HOUSE  OF  DELEGATES: 

I.  ASSOCIATION  AND  INTERNAL 
MATTERS  OE  THE  HOUSE: 

Organizational  changes:  Steps  toward  new  pro- 
graming and  broader  representation  were  taken 
by  the  house  of  delegates  in  San  Francisco.  Jn 
one  action  it  authorized  the  discontinuation 
(after  the  1978  annual  convention)  of  the  scien- 
tific portion  of  ]nne  conventions,  thus  shifting 
resources  to  jjermit  expansion  of  the  wdnter  scien- 
tific meeting  and  the  regional  scientific  programs. 
This  action  was  based  on  research  showing  phy- 
sician continuing  education  preferences  by  time, 
season,  location  and  format. 

In  another  action  the  House  of  Delegates  en- 
dorsed the  concept  of  direct  speciality  society 
representation  in  the  House  of  Delegates  as 
a means  of  achieving  greater  unity;  the  Board 
of  Trustees  is  to  establish  a steering  committee 
to  prepare  for  a meeting  to  consider  how  direct 
representation  can  be  achieved. 

Two  new  sections,  the  resident  j^hysicians  sec- 
tion and  the  section  on  medical  schools,  held 
their  first  meetings  in  San  Francisco. 

In  another  action,  the  house  considered  the 
recommentlation  of  the  Council  on  Long-Range 
Planning  that  the  association  have  a full  time 
president,  who  would  he  the  chief  executive  offi- 
cer, and  who  would  be  apjrointed  by  the  Board 
of  Trustees  and  answer  to  the  Board  of  I’rustees. 
After  considerable  discussion,  the  matter  was  re- 
ferred to  the  Board  of  Trustees  for  further  study 
and  report  back  to  the  House  at  the  interim  ses- 
sion this  December. 

Dues  and  Financial  Matters:  The  Hou.se  voted 
to  continue  the  $2.')()  yearly  dues  for  regular  mem- 
bers, $3.5  for  residents,  $15  for  medical  students 
for  the  time  being.  A plan  to  set  up  uniform 
billing  and  collection  rules  for  AAfA  was  turned 
down  by  the  House  of  Delegates,  which  ordered 


the  Board  of  t rustees  to  review  the  matter  and 
draw  up  another  plan. 

II.  PHYSICIANS  AND  THE 
OOVERNMENT: 

Undesignated  PSRO  Areas:  Physicians  in  un- 
designated  P.SRO  areas  were  urged  by  the  A.\IA 
House  of  Delegates  to  review  their  decisions  on 
establishing  physician  control  PSROs.  y\fter  Jan- 
uary 1,  1978  the  HEW  secretary  wdll  be  author- 
ized to  name  cjnalified  alternate  organizations 
as  PSROs  in  areas  where  one  is  not  sponsored  by 
physicians.  Such  areas  exist  in  eight  states.  The 
House  approved  o iteria  for  alternate  PSROs  and 
called  on  the  AMA  to  urge  their  adoption  by 
HEW. 

In  other  action,s,  the  House  (1)  approved  o|> 
position  to  the  administration's  hospital  cost  con- 
tainment legislation  and  (2)  called  for  considera- 
tion of  possible  legislation  that  w'ould  retpiire 
federal  hospitals  and  health  maintenance  or- 
ganizations to  participate  in  the  same  regulatory 
proce.sses  as  do  non-federal  hospitals;  (3)  con- 
tinued to  oppose  mandatory  patient  package  in- 
serts for  drugs  apj>roved  for  marketing  by  the 
FDA  and  (4)  supported  legislative  or  regulatory 
measures  to  permit  continued  marketing  of  sac- 
charin as  a footl  additive  or  over-the-counter 
product  with  a warning  label. 

III.  PHYSICIANS  AND  THE  PUBLIC: 

National  Health  Insurance : Support  for  the 

AMA's  comprehensive  (not  national)  Health  In- 
surance proposal  was  reaffirmed  by  the  House  of 
Delegates.  The  Delegates  also  endorsed  a resolu- 
tion pledging  that  the  AMA  fight  any  effoi  t to 
“tiationalize”  the  medical  jjrofession.  Ati  utiex- 
pected  development  was  the  result  of  a new  poll 
conducted  by  the  AMA  itself,  that  bolstered  the 
argumetit  that  many  physicians  do  not  like  the 
AMA  projxjsal. 

Public  Information  Campaign:  \ vigorous 
])ublic  information  campaign  on  all  aspects  of 
the  health  care  system  was  called  for  by  the 
Hou.se.  To  achieve  maximum  ]xu'ticipation,  the 
Hotise  a.sked  the  Board  of  'Frustees  to  give  the 
delegates  in  state  associations  a “detailed  demon- 
stration” of  a program  within  90  days. 

Laetrile:  The  House  of  Delegates  approved  ;i 
statement  that  Laetrile  is  a substance  that  has  no 
jxoven  value  as  a drug. 

Ill  other  actions,  the  House  (I)  adopted  prin- 
ciples for  national  immunization  programs  and 
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siressecl  its  high  priority;  (2)  urged  state  and  local 
medical  societies  to  work  with  schools  to  develop 
methods  ol  reterral  to  physicians  so  that  frag- 
mented and  disjointed  screening  programs  can 
be  avoided;  (3)  adopted  a judicial  council  state- 
ment regarding  medical  management  of  terminal 
illness,  entlianasia,  “right  to  die,”  and  so  forth. 

W.  PHYSICIANS  AND  HOSPITALS  AND 
MEDICAL  SCHOOLS: 

I'he  House  of  Delegates  reaffirmed  its  previous 
pcTsition  that  medical  residents  are  both  students 


and  employees  under  the  National  Labor  Re- 
lations act. 

MISCELLANEOUS  ACTIONS  OL 
THE  HOUSE: 

Hiscellaneons  House  actions  includes; 

1.  Acknowledgment  of  contribution  of 
$1,512,566  to  AMA  Education  and  Research 
Foundation  by  American  Medical  Association 
Auxiliary. 

2.  Recognition  of  a very  active  year  by 
AMPAC. 


JAMES  P.  ELKINS,  M.D. 

Dr.  James  P.  Elkins  is  a new  member  of  the 
Benton  County  Medical  Society.  A native  of  El 
Dorado,  he  received  his  B.S.  degree  in  micro- 
biology and  his  M.D.  degree  from  the  LTniversity 
of  Arkansas  Medical  Center. 

Dr.  Elkins  served  his  internship  at  St.  John’s 
Hospital  in  Tulsa,  Oklahoma,  and  completed 
his  residency  training  at  the  University  of  Okla- 
homa Medical  Center  in  Tulsa.  He  specializes 
in  Olistetrics  and  Gynecology. 

Dr.  Elkins  is  associated  with  the  Rogers  Clinic 
for  Women  and  Children  at  1014  West  Poplar 
in  Rogers. 

ROBERT  E.  FRASER,  M.D. 

Dr.  Robert  E.  Fraser  has  been  accepted  into 
the  membership  of  the  Johnson  County  Medical 
Society.  Ele  is  a native  Arkansan,  received  his 
B.S.  degree  from  the  University  of  Central  Ar- 
kansas, and  was  graduated  from  the  University 
of  Arkansas  College  of  Medicine  in  1975.  He 
interned  at  Baptist  Medical  Center  in  Little 
Rock. 


Dr.  Fraser  has  been  in  Family  Practice  with 
the  Clarksville  Medical  Group  at  600  Lucas  for 
one  year. 

DAN  R.  GARDNER,  M.D. 

The  Faulkner  County  Medical  Society  has 
added  Dr.  Dan  R.  Gardner  to  its  membership 
roll.  Dr.  Gardner  was  born  in  Little  Rock  and 
received  his  B.S.  degree  from  the  University  of 
Arkansas  at  Fayetteville.  In  1969,  he  was  grad- 
uated from  the  University  of  Arkansas  College  of 
Medicine.  Dr.  Gardner  interned  at  Jackson  Me- 
morial Hospital  in  Miami,  Florida. 

Dr.  Gardner  seiwed  in  the  United  States  Air 
Force  from  1970  until  1973.  After  completing 
his  military  duty,  he  entered  an  Ophthalmology 
residency  at  the  University  of  Tennessee. 

Dr.  Gardner  is  associated  with  Dr.  Jimmie  J. 
Magie  at  1504  Caldwell  in  Conway. 

RICHARD  F.  PLANT,  M.D. 

Dr.  Richard  F.  Plant  has  been  accepted  into 
membership  of  the  Ouachita  County  Medical 
Society.  He  was  born  in  Clarendon,  Arkansas, 
and  received  his  B.A.  degree  from  the  LTniversity 
of  Arkansas  in  1956.  In  1960,  Dr.  Plant  was  grad- 
uated from  the  University  of  Arkansas  College 
of  Medicine.  He  served  in  the  United  States 
Navy  from  1961  to  1964,  completing  his  intern- 
ship at  the  San  Diego  Naval  Hospital.  His  resi- 
dency training  in  Obstetrics-Gynecology  was  re- 
ceived at  the  Grady  Memorial  Hospital  in  At- 
lanta, Georgia. 

Prior  to  his  return  to  Arkansas,  Dr.  Plant 
practiced  in  Quincy,  Illinois;  Madisonville,  Ken- 
tucky; and  Anderson,  South  Carolina.  He  is 
board  certified  in  Gynecology  and  is  in  private 
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practice  at  530  jcllerson  in  (aiimlcn.  Dr.  I’laiU 
is  a Fellow  of  the  American  Clollett*-'  ( )l)slctrics- 
Gynecology. 

HENRY  L.  ROGERS,  M.D. 

I'he  fcllerson  County  Medical  Society  has 
added  Dr.  Henry  L.  Rogers  to  its  meinhership. 
He  is  a natice  ol  Monticello,  Arkansas,  and  re- 
ceived his  1)..\.  degree  Iroin  the  I'niversitN  of 
.\rkansas  in  190<S.  Dr.  Rogers  was  grachiatecl 
from  the  University  ol  .\rkansas  College  of  Medi- 
cine in  1972.  Flis  internship  and  residency  train- 
ing in  Internal  Medicine  were  also  at  the  Flni- 
versity  Medical  Center. 

Dr.  Rogers  is  board  certified  and  specializes  in 
Internal  Medicine  and  Gastroenterology  at  1024 
W'est  42nd  Avenue  in  Pine  Bltdf. 

DAVID  G.  SKAGERBERG,  M.D. 

Dr.  David  G.  Skagerberg  is  a new  member  of 
the  Sebastian  County  Medical  Society.  He  was 
born  in  Minneapolis,  Minnesota,  and  received 
his  A.B.  degree  from  Yale  IJniversit)’.  He  was 
gradnated  from  the  University  of  Pennsylvania 
School  of  Medicine  in  1953  and  interned  at  the 
City  and  Comity  Hospitals  of  San  Francisco, 
California. 

Dr.  Skagerberg  served  in  the  United  States  Ait- 
Force  from  1957  until  1900.  Upon  completion 
of  his  totir  of  duty,  he  entered  orthopedic  resi- 
dency training  at  the  Ihiiversity  of  Minnesota 
Hospital. 

Dr.  Skagerberg  was  in  private  practice  at  Lyn- 
wood, California,  for  thirteen  years,  and  then 
Paramotint  and  Lakewood,  California,  for  three 
years  jirior  to  moving  to  Arkansas.  He  was  Chief 
of  the  Department  of  Stirgery  at  Paramotint  Gen- 
eral Hospital  and  Chief  of  the  Emergency  De- 
jiartment  of  the  Doctors’  Hospital  of  Lakewood. 
He  is  board  certified. 

Dr.  Skagerberg  practices  Orthopedic  Surgery 
at  Holt-Krock  Clinic  in  Fort  Smith. 

JAMES  DAVID  WAYMAN,  M.D. 

Dr.  J.  David  Wayman  has  entered  an  Obstetrics 
and  Gynecologic  residency  at  the  University  of 
.Arkansas  Medical  Center.  He  has  been  extended 
membership  in  the  Pnlaski  Comity  Medical  So- 
ciety. 

Dr.  Wayman  was  graduated  from  the  Okla- 
homa University  School  of  Medicine  in  1975  and 
resides  at  22  Kingsbridge  Way,  Little  Rock. 


PULASKI  COUNTY 

4 he  Pnlaski  County  .Medical  Society  has  re- 
cently added  sc\en  new  members  to  its  nienilier- 
shiji  roll.  They  are: 

DR.  RON.ALD  L.  IkAKER  was  born  in  Pon- 
tiac, .Michigan.  He  attended  high  school  in 
Searcy  and  receiied  his  B.S.  degree  from  Flarding 
College  ill  1970.  Dr.  Baker  was  graduated  from 
the  Ihiiveisit)  of  .Arkansas  College  of  Medicine 
in  1974  and  interned  at  St.  Vincent  Infirmary. 
Dr.  B.'iker  completed  his  Family  Practice  resi- 
dency training  at  the  Ihiiversity  ol  .Arkansas 
Medical  Center  in  June  1977.  He  is  in  private 
practice  at  2003  Fendley  Drive  in  North  Little 
Rock. 

DR.  4 ROY  F.  B.ARNE  F F is  a native  of  Stutt- 
gart. He  attended  the  University  of  .\rkansas  in 
Fayetteville  and,  in  1!)6(S,  received  his  M.D.  de- 
gree from  the  University  of  .Arkansas  College  of 
Medicine.  Dr.  Barnett  completed  his  internship 
at  the  Ihiiversity  of  Miami  in  Florida.  His  resi- 
dency training  in  Urology  was  at  4hilane  Uni- 
versity in  New  Orleans,  Louisiana.  Dr.  Barnett's 
office  is  located  at  500  South  Lhiiversity  in  Little 
Rotk. 

DR.  WILLIAM  W.  CHILDS  is  a native  of 
McNeil,  .\rkaiisas.  He  received  his  B..A.  degree 
Ironi  Falladegg  College  in  .Alaliama  in  1958 
and  was  graduated  from  the  ETniversity  of  .Ar- 
kansas College  of  Medicine  in  1902.  He  interned 
at  Freedmen's  Hosjiital,  Washington,  I).  C.  Dr. 
Childs  is  in  General  Practice  at  1301-B  'Whight 
.Avenue,  Little  Rock. 

DR.  BEN  DOUGL.AS  JOHNSON  was  born  in 
Henderson,  Texas,  and  received  his  B.S.  degree 
from  Stephen  Fh  .Austin  State  University,  Nacog- 
doches, 4’exas,  in  1906.  He  reecived  his  .M.D. 
degree  from  the  University  of  Fexas  Medical 
School,  San  .Antonio,  in  1970.  Dr.  johnson  in- 
terned at  the  Ihiited  States  .Air  F'orce  Hospital, 
Lackland  .Air  Force  Base,  4Txas.  Dr.  |ohnson 
also  ditl  residency  work  in  Internal  Medicine  at 
Lackland  .Air  F'orce  Base  and  was  in  residency 
training  in  Cardiology  at  Lackland  .Air  F'orce 
Base  until  1975. 

Dr.  Johnson  is  board  certified  in  Internal 
.Medicine  and  specializes  in  Cardiology.  His 
office  address  is  500  South  Lhiiversity  in  Little 
Rock. 

DR.  JAA’  M.  I.IPKE,  a native  of  Chicago,  ob- 
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tained  his  B.S.  degree  from  the  University  of 
Illinois  in  1977,  and  his  M.U.  degree  from  the 
University  of  Iowa  College  of  Medicine  in  1972. 
His  internship  was  completed  at  the  Valley  Med- 
ical Center,  Fresno,  California. 

Dr.  Lipke  received  his  orthopedic  re.sidency 
training  at  the  University  of  Arkansas  Medical 
Center.  He  is  a clinical  instructor  at  the  Medical 
College.  Dr.  Lipke  s]>ecializes  in  Orthopaedics 
at  601  North  University,  Little  Rock. 

DR.  W.  DALE  MORRIS  was  born  in  Little 
Rock  and  attended  school  in  Mabelvale.  He  re- 
ceived his  B.S.  degree  in  chemistry  from  Abilene 
Christian  University  in  Texas.  Dr.  Morris  was 
graduated  from  the  University  of  Arkansas  Col- 
lege of  Medicine  in  1965  and  interned  at  the 
United  States  Air  Force  Hospital,  Lackland  Air 
Force  Base,  Texas. 

Dr.  Alonis  was  in  residency  training  at  the 
University  of  Arkansas  Medical  Center  irr  Gen- 


eral Sttrgery  from  1970  irntil  1974  and  was  a 
Thoracic  Fellow  in  1974-75.  He  is  board  certi- 
fied. Dr.  Morris  serves  as  Assistant  Professor  of 
Sitrgery  at  the  University  of  Arkansas.  He  prac- 
tices General,  Thoracic,  and  Vascular  Surgery  at 
200  Medical  Towers  Building,  Little  Rock. 

DR.  RONALD  N.  WILLIAMS  is  associated 
with  Neirrological  Sttrgery  Associates  at  750  Med- 
ical Towers  Building,  Little  Rock.  A native  Ar- 
kansan, Dr.  Williams  received  his  B.A.  degree 
from  the  University  of  Arkansas  and  was  grad- 
irated  from  the  University  of  Arkansas  College 
of  Medicine  in  1968.  He  had  one  year  in  a Neu- 
rology residency  at  the  University  Hospital  in 
Little  Rock,  one  year  in  General  Sttrgery  and 
foitr  years  in  Neurosurgery  residency  at  the  Med- 
ical Center. 

Dr.  Williams  held  a teaching  appointment  at 
the  Department  of  Nettrosttrgery,  National  Naval 
Medical  Center,  from  1975  urrtil  1977. 
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Additional  information  available  to  the  profession 
on  request. 


^Present  as  345.9  mg.  of  the  calcium  salt  of  feooprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


600120 


A pharmacokinetic 
character  all  its  own 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 

to  reflex  spasm  to  local 


0 

O-hydroxydiozepom 


o 

desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
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narrow  angle  glaucoma; 

may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and  'or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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Renal  Cyst  Puncture 

John  C.  Holder,  M.D.*  and  Nabil  K.  Bissada,  M.D.** 


I.  Introduction 


Tie  problem  of  the  diagnosis  of  renal  mass 
lesions  has  long  perplexed  both  urologists  and 
radiologists.  Prior  to  the  dexelopinein  of  intra- 
venous urography,  renal  carcinomas  could  be 
found  only  when  hematuria,  pain,  and  an  ab- 
dominal mass  became  apparent.  Unlorinnately, 
such  tumors  were  often  cpiite  advanced  when 
found  and  the  patients  nsnally  could  not  be 
cured.  Modern  intravenous  urography  liegan  in 
the  late  I920's  when  Swick  developed  the  first 
organically  iodinated  compound. i Swick's  dis- 
covery was  a vast  improvement  over  the  previ- 
ously employed  inorganic  iodine  compounds, 
which  -were  not  only  cpiite  toxic,  Init  also  pro- 
\ ided  poor  ^’isnalizaticm  of  the  urinary  tract. 
Other  more  recent  discoveries  include  the  de- 
velopment of  even  less  toxic  tri-iodinated  con- 
trast material  jdns  a better  nnclerstancling  ot 
lenal  physicjlogy  and  how  the  kitlnev  concentrates 
the  contrast  agents.  Such  knowledge  has  led  to 
the  use  ol  more  and  more  contrast  material  per 
e.xamination  and  to  more  diagnostic  inforniatic:)n 
without  added  toxicity. 

Nephrotomography  added  much  to  onr  aliility 
to  study  masses,  which  alter  the  renal  contour. 
Renal  ultrasonography  has  come  into  its  own  in 
the  last  several  years  as  a diagnostic  modality, 
Ijcing  particularly  valnal^le  in  separating  solid 
from  cystic  masses. 


Once  thought  to  l)e  uncommon,  it  is  now  gen- 
erally accejited  that  simple  cysts  are  at  least  twice 
as  common  as  renal  carcinomas.  As  intravenous 
urography  developed,  more  and  more  renal  mass 
lesions  were  discovered  to  be  simple  cysts,  though 
often  surgery  was  recpiired  to  make  the  diagnosis. 
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Simple  cysts  are  turrently  considered  lo  account 
for  more  than  sixty  percent  ol  all  renal  m;iss 
lesions.  1 he  problem  has  been  to  dillereiitiate 
simple  renal  cysts,  Avhich  retpiire  no  treatment, 
from  ren;d  imdignancies.  Selective  renal  angiog- 
raphy, wliich  AViis  developed  to  a fine  art  in  the 
IhfiOs,  became  yet  another  tool  to  increase  the 
accuracy  of  this  differentiation.  Some  authors 
reported  accuracy  as  high  as  90%.-  A numlier  of 
cases  Avere  reported,  however,  iu  which  an  air- 
parent  simjrle  cyst  actually  had  developed  a small 
caicinoma  in  its  wall,  .\nother  jrossilrility  tvas  a 
renal  malignancy  that  had  become  cystic  in  its 
cential  poition  \ia  necrosis  but  tvliose  periphery 
contaiued  vialjle  tumor.  Siiue  these  (onditious 
coukl  present  as  lieiiign  conditions  at  urography 
and  aiigiograpliy,  a more  definite  diagnostic  test 
was  needed.  One  answer  has  been  renal  cyst 
puncture. 

Renal  cyst  puncture  was  first  reptirled  in  1939; 
anatomic  landmarks  were  usetl  to  locate  the  cyst 
after  nrogra])hy.-<  15y  the  I950’.s  flnoroscopy  was 
used  to  localize  cysts  for  needle  aspiration,  which 
greatb  increased  the  sncce.ss  rate.  Within  the  last 
ten  years  renal  nltrasonnd  has  aided  tlie  study  of 
renal  mass  lesions.  Employed  for  medical  uses 
only  after  being  developed  for  industrial  and 
military  purposes,  ultrasound  has  prosed  most 
beneficial  in  differentiating  solid  from  cystic 
ma.ss  lesions  of  the  kidney.  .V  special  as])iration 
transducer  makes  possible  puncture  of  the  cyst 
without  the  use  of  contrast  material  or  fluoros- 
copy. .Since  we  do  not  have  such  a transducer 
for  our  machine,  we  have  had  no  experience  with 
its  use.  Ehc  limitation  of  ultrasound  is  that  it 
is  unable  to  tell  the  difference  between  blood, 
necrotic  tumor  (litjuified)  and  the  fluid  of  a 
simple  cyst.  It  has  lieen  our  policy  to  use  ultra- 
sound on  every  renal  mass  lesion  to  determine 
which  should  have  renal  angiography  and  which 
masses  can  be  punctured. 

I’he  intravenous  nreygram  is  the  screening  ex- 
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aniiiiation.  If  a renal  mass  is  discovered  on  this 
examination,  nephrotomoi>raphy  may  then  be 
employed  to  better  ascertain  the  nature  of  the 
mass  lesion  (Fig.  1).  Ultrasound  is  then  used  to 
determine  whether  the  mass  is  solid  or  cystic.  A 
solid  mass  is  subjected  to  arteriography  while  a 
cystic  mass  is  aspirated. 

II.  Methods 

Ibographic  contrast  is  injected  intravenously 
in  order  to  obtain  an  intravenous  urogram.  A 
dose  of  150  cc.  of  meglumine  diatrizoate  and 
sodium  diatrizoate  (Renografin  60)  is  used  to 

I IVP  (RENAL  MASS) 


NEPHROTOMOGRAPHY 


MASS  NO  MASS 

1 

ULTRASOUND 

/ 

SOLID  CYSTIC 

* ^ 

ARTERIOGRAPHY  RENAL  CYST  PUNCTURE 


MALIGNANT  BENIGN  BENIGN  MALIGNANT 

\ ♦ 

SURGERY  SURGERY 

tigurc  I. 

ITie  .ibove  flow  chart  (k-nioiistralcs  the  place  of  ultiasouixl  in 
the  evaluation  of  a renal  mass. 


Figure  2. 

't  he  position  of  tlic  liantl  and  cyst  puncture  needle  is  sliotyn  in 
relation  to  the  renal  cyst.  1 he  needle  should  be  perpendicular 
to  the  cyst  and  respiration  suspended. 


visualize  the  kidneys.  The  patient  is  then  placed 
on  the  fluoroscopic  table.  A pillow  is  placed 
under  the  abdomen  of  thin  patients:  this  tends 
to  keep  the  kidneys  pre,ssed  against  the  posterior 
abdominal  wall.  The  skin  over  the  side  to  be 
punctured  is  cleansed  in  the  usual  manner  as  for 
angiography.  After  the  intravenous  injection  of 
contrast  materiaf  is  complete,  the  kidney  to  be 
studied  is  localized  with  fluoro,scopy.  With  nor- 
mal respiration  the  kidney  will  be  .seen  to  move 
several  centimeters.  A point  on  the  skin  is  chosen 
which  is  over  the  renal  lesion  when  the  kidney 
is  in  mid  inspiration.  It  is  important  that  the 
central  ray  of  the  fluoroscope  be  centered  over 
the  renal  lesion  so  as  to  prevent  a distortion  of 
the  mass  location.  Should  the  mass  He  directly 
under  a rib  it  may  be  necessary  to  perform  the 
examination  in  full  inspiration  or  expiration. 
I.ocal  anesthetic  is  then  placed  in  the  skin,  and 
a one  tpiarter  inch  incision  made.  Local  anes- 
thesia may  be  placed  deejjer  if  necessary.  A 20 
ga.  4-  or  6-inch  needle  containing  an  inner  solid 
core  and  an  outer  plastic  catheter  is  used  for  the 
puncture.!  The  exact  depth  of  the  cyst  may  be 
determined  from  the  renal  ultrasound  study.  At 
this  depth  plus  one  to  two  cm.,  a needle  stop  is 


I.  Longdwcl,  T . M.  — BeUon.  Dickinson  and  Co. 


Figure  3A. 

Intravenous  urogram  of  the  right  kidney  showing  a mass  in  the 
midportion  splaying  the  calyces  (arrows). 
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placed  over  the  needle.  The  renal  le.sion  i.s  then 
centered  under  the  needle  and  the  patient  in- 
structed to  sii.s})end  lespiration. 

1 here  are  two  methods  lor  advancing  the 
needle,  d he  liist  ol  the.se  is  with  the  hand  and 
intermittent  Ihioioscopy  (Fig.  2).  Fhe  second  is 
to  use  a long  pair  ot  hemostats  on  the  neetlle 
hill)  and  observe  the  ma.ss  constantly  dm  ing  the 
placement  ol  the  needle.  As  the  needle  is  small 
in  size,  it  will  tentl  to  wander. 

The  needle  is  then  advancetl  in  one  smooth 
motion  to  the  needle  stop.  With  respiration  still 
suspended,  the  inner  metal  portions  of  the  needle 
are  removed.  The  patient  is  then  told  to  breathe 
normally.  Ciyst  fluid  is  nsnall)'  under  jtressnre 
and  will  flow  without  aspiration.  At  this  jx)int, 
fluid  samples  are  obtained  for  cytology  and  his- 
tologic examination.  The  fluid  from  benign 
cysts  is  nearly  always  clear  and  yellow.  Fhe  fluid 
from  malignant  cysts  is  thick  and  dark  as  a ride. 
1 he  incidence  of  neojrlasms  in  cysts  containing 
bloody  fluid  is  about  25  percent.’' 


Figure  .SB,  C. 

transverse  (.SB)  and  longitudinal  (3C)  ultrasound  demonstrat- 
ing a sonolucent  cyst  (C).  R-right,  L-left. 


.\s  llnid  is  removed,  it  is  re])laced  with  etpial 
volumes  of  Renogr;ilin  76  until  approximately 
one  third  of  the  cyst  has  been  filled.  The  cyst 
fluid  is  exchanged  for  room  air  until  no  more 
cyst  llnid  can  be  aspirated.  It  is  import:mt  not 
to  put  more  contrast  material  and  air  into  the 
cyst  than  cyst  fluid  removed,  as  rupture  of  the 
cyst  is  possible.  Five  cross  table  films  are  then 
obtained. 

I’hese  include: 

1.  Right  lateral  decubitus 

2.  Left  lateral  decubitus 

3.  Prone 
i.  Supine 
5.  U plight 

These  films  allow  all  portions  of  the  cyst  w^ll 
to  be  seen  with  air  contrast. 

Potential  complications  of  renal  cyst  pnnctuie 
are  lew  but  real,  d’he  cyst  puncture  needle  may 
serve  as  a lacerating  instrument  on  the  kidney 
while  fixed  in  the  postei  ior  muscles  if  the  kidney 
moves.  Therefore  it  is  important  that  the  patient 
understand  exactly  what  to  do.  .Another  theoret- 
ical complication  is  the  puncturing  of  bowel. 
T his  would  be  due  to  too  deej)  a puncture.  We 
know  from  intra  abdominal  gas  injections  that 
the  occasional  puncture  of  a loop  of  bowel  is 
usually  without  consecjuence. 

It  has  been  our  practice  not  to  place  aspiration 


\ 


Figure  SD. 

Nephrographic  phase  of  a seleitive  righi  renal  angiogram  show- 
ing ' beaks'’  of  normal  renal  tissue,  ronsistent  with  a renal  cyst. 
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needles  into  masses  which  appear  to  be  solid  by 
other  modalities.  It  a mass  is  aspirated  and  no 
tluid  obtained,  this  is  fairly  good  evidence  that 
a solid  tumor  is  present.  It  is  im]X)rtant,  how- 
ever. to  be  certain  that  the  needle  tip  is  indeed 


in  the  mass  lesion  in  cpiestion.  The  needle  may 
be  withdrawn  and  the  catheter  left  in  place  filled 
with  contrast  material.  Posterior-anterior  and 
cross-table  lateral  films  are  then  obtained  to  be 
certain  the  needle  tip  or  catheter  tip  is  indeed 
in  the  mass,  \hgorous  aspiration  may  produce  a 
few  drops  of  dark  blood  in  the  syringe.  Contrast 
has  been  injected  into  tumors  in  vivo  revealing 
neoplastic  vascidature.  It  is  theoretically  possible 
that  tumor  cells  coidd  lie  implanted  along  the 
needle  tract.  This  has  not  l^een  reported,  how- 
ever. 

Occasionally  a kidney  will  be  encountered  con- 
taining multiple  cysts.  The  jnoblem  then  arises 
as  to  how  many  cysts  to  attempt  to  aspirate.  It 
is  nece,ssary  to  account  for  all  the  mass  lesions 
in  the  kidney  as  being  cysts  if  ]>ossible.  Several 
ajiparent  septtrate  cysts  may  communicate  when 
contrast  material  is  introduced,  thus  eliminating 
the  need  for  separate  aspiratiotis.  If  more  than 
three  or  four  se])aiate  aspirations  are  necessary, 
an  arteriogram  of  the  kidney  should  be  inchtded 
in  the  workup.  It  goes  without  saying  that  poly- 
cystic kidneys  should  not  be  aspirated. 

The  asj)iratioti  of  blood  or  bloody  fluid  pre- 
sents yet  another  problem.  If  the  blood  is  bright 
red,  it  probably  means  that  a small  vessel  has 
been  lacerated  while  entering  the  cyst,  and  this 


Figure  l.\. 

Nephrograpliic  phase  of  a selecii\e  right  renal  angiogram  show- 
ing a “beak  ” (arrow). 
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will  often  clear  (juickly.  1 liis,  lu)we\ei,  is  not 
an  indication  to  terminate  the  examination. 
Rarely  a thick,  dark  hrown  fluid  will  he  aspi- 
rated from  the  cystic  mass,  .-\oain  the  examina- 
tion shonld  he  continued.  This  dark  blown  fluid 
either  represents  licpiilied  tumor  secondary  to 
necrosis  or  degenerated  blood  from  hemorrhage 
into  the  cyst  at  .some  time  in  the  past.  In  either 
case  histologic  examination  of  the  fluid  is 
helplul. 


Figure  4R.  C. 

Prone  (4H)  and  upriglit  (4C ) films  showing  the  cvst  to  have  a 
smooth  wall. 
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d he  non-visuali/ed  kidney  presents  another 
diagnostic  problem.  If  ultrasound  shows  the  kid- 
ney to  he  cystic,  cyst  aspiration  has  a place  in  the 
diagnosis.  Injection  of  the  cystic  ma.ss  may  dem- 
onstrate a site  of  ohsti  uction  in  the  renal  pelvis 
or  ureter. 

Most  sim])le  lenal  cysts  are  located  in  the 
lower  ])oles  of  the  kidneys.  Fewer  cysts  are  found 
in  the  upper  poles.  I'he  spleen  should  l)e  located 
on  the  ])lain  films,  and,  if  interposed  between  a 
left  renal  cyst  and  the  jiosterior  abdominal  wall, 
the  puncture  should  he  avoided.  Also,  small  cysts 
(less  than  3 cm)  should  probably  not  be  aspirated 
in  the  upper  poles  due  to  the  increased  number 
of  as])iiaiion  attem])ts  wliicli  will  jwohahly  he 
retpiired. 

(Complications  of  projjerly  carried  out  renal 
aspirations  are  minimal.  few  jratients  have  ex- 
perienced hematuria,  which  cleared  within  a few 
hours.  In  the  past  there  were  scattered  reports 
ot  renal  lacerations  and  emergency  neplirectomies 
associated  with  renal  cyst  aspiration.  Idiese  were 
associated  with  huge  caliber  straight  needles 
wu'thout  catheters.  In  some  of  our  patients  we 


Figure  r)A. 

Ncplirotomogiam  of  llic  riglii  kidney  showing  a poorly  defined 
mass  in  the  upper  pole  of  the  rigiit  kidney. 
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liave  ])laced  a few  cubic  cue  of  Paniopacjue  in 
the  cysts.  Tliis  has  been  reported  to  sclerose  the 
cyst  walls  and  prevent  recurrence. Several  of 
our  patients  have  had  fever  of  102-103  degrees 
for  nj)  to  24  hours  follotving  introduction  of  this 
material.  Phe  fever  subsided  spontaneously.  We 
liave  experienced  no  serious  complications  with 
renal  cyst  asjjiration. 

III.  Results  (cases) 

Case  I was  a 47-year-old  female  who  was  in 
the  process  of  evaluation  for  donating  a kidney 
to  a family  meml)er.  Routine  intravenous  urog- 
raphy revealed  a mass  lesion  in  the  right  kidney 
(Pig.  3A).  ft  was  derided  to  use  the  left  kidney 
as  the  one  to  Ire  donatetl.  Ultrasound  studies  on 
the  right  kidney  were  carried  out  showing  a cystic 
mass  at  a deptli  of  4 cm.  (Fig.  3B,  C).  Aortog- 
raphy was  carried  out  to  determine  the  number 


Figure  5B, 

Prominent  capsular  ves,sels  are  present  on  the  selective  right  renal 
angiogram,  but  no  neovascularity. 


of  renal  arteries  to  each  kidney  together  with 
selective  angiogi'aphy  of  the  right  kidney  (Fig. 
3D).  It  wxas  considered  necessary  by  the  Nephrol- 
ogy .Service  that  all  efforts  be  made  to  show  that 
the  mass  in  the  remaining  kidney  wns  indeed  a 
simple  cyst.  A renal  cyst  puncture  was  then 
undertaken  and  the  cyst  fluid  aspirated  and  sub- 
mitted for  examination  for  malignant  cells  (Fig. 
3E,  F,  G).  Cystology  was  negative  for  malignant 
cells. 

Case  II  was  a 39-year-old  woman  being  fol- 
lowed for  urinary  tract  infections.  On  intra- 
venous urography  a small  mass  lesion  was  sus- 
pected in  the  lower  jxtle  of  the  right  kidney. 
Angiography  demonstrated  an  avascular  mass 
and  a “beak”  sign  suggestive  of  a cyst  (Fig.  4A). 
Ultrasound  showed  the  lesion  to  be  12  cm.  deep. 
An  extra  long  (6  inch)  aspiration  needle  was  em- 
ployed, and  a 4 cm.  cyst  containing  clear  fluid 
was  found  (Fig.  4B,  C).  Cytology  was  negative. 

I'he  76-year-old  male  in  Case  III  was  admitted 
for  workup  and  repair  of  a hydrocele.  Routine 


Figure  5C,  1). 

Longitudinal  (5C)  and  transverse  (5D)  ultrasound  scans.  The 
mass  lesion  (C)  is  somolucent. 
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iiUravciioiis  iir()«ra})hy  with  iiephroloniography 
revealed  a lar<>e  mass  lesion  ol  the  right  upper 
pole.  Findings  were  not  suggestive  of  a cyst  as 
no  “beak-s”  ol'  renal  tissue  or  a thin  cyst  wall 
was  delined  (Fig.  ,5.A).  Angiography  showed  an 
apparent  "avascnlar"  mass  with  prominent  cap- 
sular vessels  (Fig.  5B).  llltra.sonnd  revealed  a 


Figure  .5E,  F. 

Cyst  puncture  films  with  tiie  Pantopatiuc  seen  in  (he  dependent 
portion  of  the  cyst  (arrows). 


sonolncent  mass  lesion  (Fig.  5C,  D).  Cyst  punc- 
ture was  carried  out  to  ride  out  tumor,  (i  cc.  ol 
Pantopatpie  was  injected  into  the  cyst  at  the 
conclusion  ol  the  procedure  (Fig.  ,5E,  F).  This 
has  been  shown  to  sclerose  the  cy,st  anti  cause 
them  to  collapse  in  (>0%  ol'  cases. ^ 

The  patient  in  Case  W was  admitted  for  a 
hernia  repair.  During  the  wenknp  the  patient 
complained  of  right  flank  pain,  anti  an  intia- 
venons  urogram  was  obtained  (Fig.  6.\).  This 
demonstrated  a large  (h  cm)  mass,  apjjarently 
smooth  walled,  in  the  lower  pole  of  the  right 
kitlney.  Ultrasound  of  the  mass  revealed  an  ap- 
parently cy,stic  mass  consistent  with  a simple  cyst 
(Fig.  ()B).  Cyst  puncture  was  recommentled,  but 
instead  an  angiogram  was  obtained  (Fig.  (3C).  An 
avascnlar  mass  was  seen,  but  no  “beaks”  were 
notetl.  Fhe  patient  was  then  taken  for  exjjlora- 
tory  surgery,  d’he  mass  was  exjxtsed  via  a flank 
incision.  At  surgery,  aspiration  of  the  “cyst”  re- 
vealed a dark  brown  li(|uid  which  turned  out  to 
be  necrotic  tumor  and  blood.  During  removal 
the  mass  ruptured.  In  retrospect,  cy.st  puncture, 
in  this  case,  could  have  established  a diagnosis  of 


Figure  fiA. 

Intravenous  urogram  showing  a large  mass  lesion  involving  tlie 
lower  pole. 
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malignancy  and  a more  radical  oj>eration  woidd 
have  Ijeen  performed. 


Figure  (iR. 

I.ongitudinal  (top)  and  transverse  (bottom)  ultrasound  scans 
demonstrate  a few  scattered  echos  in  the  mass.  These  were  not 
considered  important  at  the  time.  I hev  are  prohahly  due  to  blood 
clots. 


Figure  OC. 

Selective  right  renal  angiogram  showing  a preeminent  capsular 
vessel  and  a lack  of  “beaks.” 


Ciase  V is  an  example  of  benign  hemorrhagic 
cyst.  As  with  the  previous  cases,  this  mass  was 
asymptomatic  and  was  discovered  during  an 
evaluation  for  benign  prostatic  enlargement. 
.\ngiography  (Fig.  7A)  was  followed  by  [>ercuta- 
neous  aspiration,  wliich  revealed  a dark  brown 
fluid  that  was  easily  aspirated  through  the  cathe- 
ter. Contrast  material  and  air  were  then  ex- 
changed for  the  cyst  fluid  and  the  previously 
described  decid)itus  and  upright  films  obtained 
(Fig.  7B,  C).  A smooth  walled  cavity  is  easily 
seen.  Cytology  was  negative  for  malignant  cells. 
Degenerating  blood  was  found  in  the  aspirate, 
tints  eliminating  a tratnnatic  tap  as  the  cause  of 
the  bleeding.  This  is  a recognized  entity  and  in 
one  large  series  of  cyst  puncttires,  5.8%  of  the 
cysts  were  of  this  tyjje.-'’ 

IV.  Discussion 

The  problem  of  pioper  diagnosis  and  treat- 
ment of  renal  mass  lesions  is  not  an  ea,sy  one. 
1 hey  are  commonly  encountered  in  the  practice 
of  urology  and  radiology,  usually  in  asymptomatic 
patients.  It  tlien  becomes  necessary  to  rule  out 
a neoplasm. 


Figure  7A. 

Selective  left  renal  angiogram  revealing  a lack  of  neoplastic 
vessels  in  the  region  of  the  cyst. 


186 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


John  C.  Moi di  r,  M.I).,  and  i\  abh  K.  Hissada,  M.l). 


Carchilly  canictl  out  intravenous  urof>iajjhy 
and  ne|)hrotonio»raj>Iiy  and  ultrasonograjrhy 
have  a diagnostit  accuracy  ol  at  least  90%.  Renal 
aiigiogTa])hy  will  increase  this  to  95%.  Renal 
cyst  aspiration  together  with  proper  histological 
analysis  and  double  contrast  radiography  is  as 
good  as  surgical  exploration  of  a mass  lesion.*’  In 
view  of  the  significantly  lower  morbidity  for  a 
properly  carried  out  renal  cyst  aspiration,  as 
compared  to  exploratory  surgery,  cyst  pumture 
shoidd  be  utilized  to  establish  a definitive  diag- 
nosis of  any  asymptomatic  renal  mass  wlien  the 
other  diagnostic  modalities  point  toward  a cystic- 
lesion."®  Exploration  should  he  reserved  for 
symptomatic  cases,  or  those  in  whom  urographic, 
tomographic,  ultrasonic,  or  angiographic  studies 
are  not  consistent  tvith  a benign  cvstic  lesion. 
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Figure  7B,  C. 

Left  lateral  decubitus  (7li)  and  upright  (7(i)  liliiis  '•liouing 
■'triple  contrast  ’ witli  air.  (\st  fluid,  and  contiaxl  niaU-rial. 
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"T 


Ihe  responsiljility  for  conducting  a statewide 
influenza  immunization  program,  in  coojreration 
with  the  National  Influenza  Immunization  Pro- 
gram, was  assumed  by  the  Arkansas  Department 
of  Health.  Within  the  structure  of  the  Depart- 
ment of  Health,  there  was  in  existence  an  Im- 
munization Program  which  is  part  of  the  Division 
of  CiommunicaI)le  Disease  Control.  This  section 
was  assigned  the  responsibility  for  administering 
the  influenza  program.  The  U.  S.  Public  Health 
■Service  awarded  a grant  to  the  Arkansas  Depart- 
ment of  Health  to  conduct  a statewide  program. 

Methods 

The  State  was  divided  into  five  regions  and 
Pulaski  County.  Ten  additional,  temporary,  per- 
sonnel were  employed  to  assist  the  six  permanent 
staff  members.  Each  region  was  staffed  by  one 
permanent  and  two  temporary  staff  members. 
Pida.ski  County  was  covered  by  the  central  office 
peisonnel. 

'The  field  representatives  visited  each  county 
and  established  local  immunization  committees, 
riiey  worked  with  the  committee  chairman  and 
the  local  health  department  to  coordinate  their 
county  programs.  Industry  and  institutions  were 
contacted  and  assisted  in  planning  and  sched- 
uling industrial  clinics. 

.\n  influenza  advisory  committee  was  ap- 
]x)inted  consisting  of  physicians  representing  tlie 
■State  Medical  Society,  private  jrractice,  healtli  de- 
partment, medical  .school,  veterans  hospital  and 
children's  hospital.  This  committee  met  on  two 
occasions  and  furnished  technical  guidance  and 
established  policy  for  the  jrrogram. 

Vaccine  was  received  the  first  of  October  anti 
was  distriltuted  to  the  local  liealth  departments 
which  served  as  distribution  centers  for  their  re- 
spective areas.  Initially,  the  vaccine  was  made 
available  to  all  |)hysicians  in  the  State,  institu- 
tions, and  industry.  The  first  mass  public  clinics 
were  held  on  16  October  and  the  last  on  12  De- 
cember. In  addition  to  the  above  clinics,  vaccine 
was  also  prcjvided  at  the  regidarly  scheduled  im- 

•Director,  Division  of  Communicable  Diseases,  Arkansas  Depart- 
ment of  Health,  4815  West  Markham  Street,  Little  Rock,  Arkansas 
72201. 

••Department  of  Microbiology  and  Immunology,  College  of 
Medicine,  University  of  Arkansas  for  Medical  Sciences,  Little  Rock, 
Arkansas  72201. 

•••Plague  Branch,  Bureau  of  Laboratories,  Vcctor-Bome  Diseases 
Division,  Post  Office  Box  2087.  Fort  Collins,  Colorado  80522. 


munization  clinics  in  all  local  health  depart- 
ments. 

Surveillance  for  influenza  was  increased.  All 
physicians  were  instructed  to  notify  the  Depart- 
ment of  Health  if  they  saw  cases  of  influenza-like 
illness.  Hospitals  and  emergency  rooms  were  in- 
structed to  report.  Schools  and  industry  were 
encouraged  to  report  increased  altsenteeism.  Ar- 
rangements were  made  to  collect  viral  specimens 
and  to  submit  them  to  the  virology  laI)oratoi7 
at  UAMS  for  isolation  and  confirmation. 

Results 

The  total  number  of  doses  of  influenza  vaccine 
administered  was  185,260  which  accounted  for 
9.2  percent  of  the  total  popidation.  Nineteen 
percent  of  the  high  risk  jxtpidation  was  immu- 
nized and  5.7  percent  of  the  non-risk  jxtpidation. 
Health  departments  in  mass  clinics  and  in  their 
regular  immunization  clinics  administered  52.3 
percent  of  the  vaccine  and  private  physicians  47.7 
percent.  The  acceptance  of  influenza  vaccine  by 
county  ranged  from  22.3  percent  to  1.4  percent. 
In  general,  counties  with  a predominately  higher 
percentage  of  the  popidation  in  the  older  group 
had  a higher  acceptance. 

During  November,  seven  cases  of  Guillain- 
Barre'  ■S)ndrome  (GB.S)  were  reported  by  the 
U.  .S.  Public  Health  Service.  Preliminary  find- 
ings indicated  an  increase  in  GBS  among  vac- 
cinees.  The  Center  for  Disease  Control  requested 
all  states  to  investigate  and  rejxnt  all  cases  of 
GBS  occurring  since  the  influenza  immunization 
program  began  on  October  1,  1976.  In  Arkansas, 
a total  of  six  cases  were  documented,  two  males 
and  four  females,  with  an  age  range  of  38  to  68 
years.  The  dates  of  onset  occurred  in  October 
(1),  Novemlrer  (2),  and  December  (3).  Four  of 
the  six  liad  been  immunized:  three  with  Mono- 
valent A,  and  one  with  B/Hong  Kong.  The  time 
of  onset  from  date  of  immunization  was  three 
weeks  for  two,  four  weeks  for  one,  and  ten  weeks 
for  one.  The  latter  received  B/Hong  Kong. 
There  were  no  deaths.  (.See  Table  I.) 

Beginning  the  last  week  of  January,  reports 
were  received  from  eastern  counties  reporting 
school  absenteeism  reaching  30  to  40  piercent. 
The  absenteeism  was  related  to  an  influenza-like 
illness  with  the  most  prevalent  symptoms  being 
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icnipcratui  c,  sore  tliroat,  and  c()ut>h  of  two  to 
three  ilays  tiuration.  Ehe  couise  ol  illness  was 
reported  as  mild  to  moderate  in  severity  with  no 
setjiielae.  A total  ol  11  eoimties  rejtortetl  excess 

TABLE  E 

REPORTED  GUILLAIN-BARRE' 
SYNDROME  CASES  ARKANSAS 
October  1,  1976  through  May  31,  1977 
Total  Cases  — 6 


■^ge 

Sex 

Type  of 
Porcine 

Date 

Da  Vi  u vized 

Date  of 
Onset 

Diten’ol 

,“)t) 

M 

— 

Not  iininnni/ed 

l()/2I/7<i 

— 

(i8 

M 

— 

Not  i minimized 

1 1 

— 

to 

F 

Monovalent  .\ 

11  08/76 

11/1,5/76 

3 tvcek.s 

:!8 

F 

Monovalent  A 

11  '19/76 

12/0,5/76 

3 Aveek.s 

()5 

F 

Monovalent  A 

11  19/76 

12/15/76 

1 weeks 

.')7 

F 

B Hong  Kong 

10/ 0,5/ 76 

12/16/76 

10  weeks 

school  airsenteeism  and  jM'ivaie  physicians  also 
conlirmed  seeing  an  increase  in  inlhien/;i-like  ill- 
ness, jtrimarily  in  school  age  children.  The  last 
county  that  reported  was  on  the  lirst  of  Mtirch. 
Several  school  districts  closed  their  schools  lor  a 
shoit  pet  iod  of  time  dtie  to  the  excess  absentee- 
ism. 

I hroat  washings  and  swabs  were  obtained  for 
virus  isolation  and  paired  .sera  for  serologic  con- 
fiiination.  Specimens  cvere  collected  from  172 
cases  in  32  counties.  (See  Eigure  L)  Of  this  num- 
ber 73/172  were  jxrsitive  either  by  virus  isolation 
or  4-fold  rise  in  antibody  titer  in  paired  sera, 
d’here  were  ,52/102  paired  sera  and  21/71  virus 
isolation  specimens  positive.  All  positive  Sj3eci- 
mens  were  influenza  type  B with  the  exception 


FIGURE  1. 

COUNTIES  IN  ARKANSAS 

WITH  ISOLATES  AND/OR  SEROLOGICAL  CONFIRMATION  OF  INFLUENZA 
JANUARY  THROUGH  MARCH  1977 
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of  one  set  of  paired  sera  wliicli  was  positive  for 
influcn/a  tvpe  A (d'able  II). 

Iti  two  of  tlie  patients  studied  the  virus  was 
isolated  from  atitopsy  specimens.  One  was  a 
three-year-old  child  who  died  after  a lingering 
illness  following  encephalitis.  1 he  isolation  was 
from  spleen  and  mtiscle  tissue.  The  othei  was  a 
21-year-olcl  lemale  with  a Reye  syndrome-like  ill- 
ness in  which  infhien/a  type  B was  recovered 
Irom  muscle  and  lung  tisstie.  also  frcrm  a tracheal 
washing  taken  shortly  before  she  expired. 

With  the  widespread  occtnrence  of  B influen/a 
thronghotit  most  of  the  nation,  the  U.  S.  Ptiblic 
Health  .Service  recpiested  that  all  states  intensify 
their  stirveillance  for  cases  of  Reye  syndrome 
(RS)  and  its  relation  to  intluen/a  inlection.  In 
.\rkansas,  there  have  been  six  doctimented  cases 
rejrorted  since  the  first  of  jannary,  1977.  Three 
cases  occmred  in  Febrttary  and  three  in  March. 
Fotn  tvere  in  females  and  two  in  males  with  the 
age  s])an  frcrm  1 1 months  to  21  years.  There  were 
tliree  deaths  (see  Fable  III).  One  of  the  latal 
cases  occurred  in  a 24-year-old  female. 

Discussion 

More  than  46  million  closes  of  influenza  vac- 
cine were  administered  during  the  influenza  .sea- 
scrn  beginning  the  first  of  October,  1976.  The 
percentage  of  the  jropulation  immunized  by  states 
ranged  from  less  than  ten  percent  to  more  than 
86  jrercent.’^  hi  Arkansas,  18.5,260  closes  of  vac- 
cine were  administered  which  represented  9.2 
percent  of  the  total  population  and  19  jrercent 
of  the  high-risk  population.  \'accine  was  made 
available  through  private  physicians,  public 
clinics,  institiiticrns  and  industry  throughont  the 
state.  .\11  available  type  of  public  media  were 
used  to  inform  the  citizens  of  the  state  as  to  the 
availability  of  the  vaccine  and  the  jiotential  haz- 
ards of  an  influenza  epidemic.  The  low  accept- 
ance of  the  vaccine  can  be  attributed  in  some 
degree  to  the  publicity  associated  with  the  deaths 
in  Pennsylvania  and  the  suspension  of  the  pro- 
gram due  to  the  CiB.S. 

The  ]>relimiuary  findings  indicating  an  as- 
sociation of  CiB.S  among  recijrients  of  influenza 
vaccine  resulted  in  a suspension  of  the  national 
program  on  December  16  until  fin  ther  investiga- 
tions Avere  completed.  GB.S  is  not  a rejiortable 
condition;  therefore,  an  evaluation  of  the  re- 
ported cases  and  their  true  relationship  to  having 
received  vaccine  was  cliff ictdt  becairse  of  the  lack 
of  data  from  previous  years.  review  of  all  GB.S 


TABLE  II. 


COUNTIES 

SUBMITTING  SPECIMENS 

FOR 

INFLUENZA  STUDIES 

AND  THE 

RESULTS 

Total  Specimens 

i Number  of  Pos.  N 

umber  of 

County 

Tested 

Paired  Sera 

* 

Isolates 

.\rkansas 

3 

2 

0 

Ashley 

6 

4 

0 

Boone 

2 

0 

0 

Carroll 

2 

1 

0 

Cleburne 

4 

4 

0 

Cleveland 

o 

1 

1 

(ionway 

2 

1 

0 

Craighead 

2 

0 

0 

Crittenden 

4 

4 

0 

Dallas 

6 

3 

0 

Drew 

12 

2 

0 

Faulkner 

1 

0 

6 

(xiant 

o 

1 

0 

Greene 

7 

6 

0 

Hot  Spring 

2 

0 

0 

lnde]jendence 

1 

0 

0 

Jackson 

7 

3 

0 

jefferson 

29 

3 

6 

[ohn.son 

1 

0 

0 

Lee 

5 

4 

0 

Lonoke 

6 

0 

n 

Miller 

12 

0 

0 

Phillips 

o 

1 

0 

Poinsett 

4 

3 

0 

Polk 

1 

1 

0 

Pulaski 

35 

9** 

14 

Randolph 

0 

0 

Saline 

2 

1 

0 

St.  Francis 

1 

0 

0 

Stone 

1 

0 

0 

LInion 

5 

4 

0 

TVa.shington 

1 

1 

0 

TOTAL. 

172 

W 

21 

* 1-fold  titer  : 

ri.se  to  R influenza. 

**<)nc  specimen  of  .\  influenza. 

TABLE 

III. 

REPORTED  REYES  SYNDROME 

CASES, 

ARKANSAS  1977 

Total  Cases  — 6 

Influenza 

Date  of 

Positive  Positive 

Age  Sex 

0)iset 

Serology  Culture 

Died 

12  F 

02  08 '77 

— 

— 

\o 

1 1 nios.  \\ 

02 'll '77 

— 

— 

Yes 

11  F 

02 '2.3 '77 

B 

B 

No 

8 F 

0.3  01  '77 

— 

— 

No 

24  F 

03  01  '77 

B 

Yes 

1 M 

03 '22 '77 

— 

— 

Yes 
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cases  ill  the  Ihiiied  States  Iroin  October  1,  l‘)7(). 
tlirough  Jamiaiy  ‘11.  I!)77,  revealed  a total  ol 
997  cases.  Ol'  this  luiinber,  190  had  been  vac- 
cinated prior  to  onset  ol  syni|)toins  with  A /New 
Jersey  vaccine;  six  with  inllnen/a  ly])e  15  and 
nine  with  other  inihien/.a  vaccines.  Xon-innmi- 
nized  cases  totaled  177.  Nearly  (iO  percent  ol  the 
cases  had  their  onset  of  015S  2-3  weeks  after  vac- 
cination, witli  the  highest  attack  rates  occurring 
in  the  2.5-14  year  okl  age  group.  The  six  cases 
in  Arkansas  Iiad  onset  ol  symptoms  that  \vere 
somewhat  longer  ranging  from  three  to  ten  weeks 
lor  the  four  ^vho  were  known  to  base  receised 
immunizations.  I'he  age  group  of  the  six  cases 
was  older  than  that  repot  ted  nationally  as  having 
the  highest  attack  rate.  Only  two  fell  within  the 
25-44  year  okl  age  group.  'Ehe  age  s])an  was  3(S 
to  68  years.  Ehere  were  no  deaths  reported  in 
the  six  cases  which  is  less  than  the  national  aver- 
age. "I  he  latter  was  about  four  percent  for  both 
immunized  and  non-immunized.  Overall,  the 
relative  risk  of  G15S  among  the  vaccinated  was 
12  times  that  in  the  unvaccinated.  No  significant 
difference  in  risk  was  found  between  mono  and 
bivalent  vaccines.- 

^\4iile  the  cause  of  OBS  is  not  known,  two- 
thirds  ol  patients  with  it  rejjort  some  sort  of 
health  event  days  or  weeks  preceding  the  onset 
of  the  syndrome.  The  piodromal  events  include 
at  least  150  different  conditions  ranging  from 
malignant  tumors  to  common  respiiatory  infec- 
tions. In  a review  of  1,100  cases  of  1966,  Eeneman, 
listing  the  numerous  prodromal  events,  noted 
that  one  person  had  received  iidlucnza  vaccine.-'* 

Reye  syndrome  was  described  in  19(53.^  Ehe 
etiology'  of  the  syndrome  remains  unknown;  how- 
ever, an  antecedent  viral-like  illness  has  been 
noted  jirior  to  the  onset  of  symptoms.  Many 
viruses  including  influenza  type  A and  B have 
been  associated  with  this  antecedent  illness.  1 he 
association  with  type  B influenza  has  been  well 
documented  in  a 1971  outbreak  of  RS  in  Chi- 
cago-'*  and  a nationwide  outbreak  in  1974.'*  ^\hth 
the  occurrence  of  widespread  iidlucnza  B activity 
during  the  jxist  influenza  season,  the  surveillance 
for  R.S  was  intensified.  During  the  period  of 
January  1 through  June  3,  1977,  there  have  been 
a total  of  308  ca.ses  or  suspected  cases  reported 
to  the  Center  for  l)isea.se  Control.  Of  this  num- 
ber, 171  have  been  confirmed,  37  jiercent  died, 
51  percent  recovered  and  an  additional  12  per- 


cent recovered  but  have  some  neurological  se- 
(juelae.  1 he  number  ol  ca.ses  peaked  din  ing  the 
lirst  and  second  weeks  of  Eebruary.  Less  than 
10  percent  have  been  documented  as  having  had 
inlluenza.'  Ol  the  six  ca.se, s repoi  ted  in  Arkansas 
for  the  first  six  months  of  the  year,  three  occurred 
in  Eebruary  and  three  in  March  which  corre- 
S]K)nds  with  the  national  reporting.  Two  of  the 
ca.ses  were  documented  by  laboratory  studies  as 
having  an  antecedent  illness  of  influenza  type  B. 

1 he  anticipated  pandemic  of  A/New  }crsey/76 
influenza  did  not  materialize  during  the  jiast 
inlluenza  .season.  'Ehis  is  evidenced  by  the  tyjres 
and  numbers  of  isolations  from  specimens  sub- 
mitted to  laboratories  throughout  the  country 
from  July  3,  197(i  to  Afarch  39,  1977.  Of  37,131 
specimens  submitted  lor  isolation,  2,373  were 
found  to  be  positive.  I here  were  250  type 
which  included  3 A/New  Jersey/76  and  2,123 
B Ilong  Kong  isolates.^  rype  B influenza 
reached  ejkdemic  proportions  in  the  eastern  half 
of  the  Ibiited  .States  beginning  in  January,  lit 
the  Avestern  half  of  the  nation,  it  was  spotty  in 
occiii rence,"  I he  occunence  of  influenza  in 
-Arkansas  was  compatible  with  the  national  ex- 
perience. Excessive  outbreaks  of  inlluenza-like 
illness  occurred  in  41  of  the  75  counties,  d he 
virology  laboratoiy  at  the  IkAAfS  received  speci- 
mens on  172  ca.ses  Irom  32  counties;  of  this  num- 
ber 73  were  positive  by  either  viral  isolation  or 
4-fokl  rise  in  |>aiied  sera.  .All  were  ty])e  B in- 
lluenza Avith  the  exception  of  one  paired  seta 
which  Avas  positive  for  type  .A. 

Summary 

fn  Arkansas,  9.2  percent  ol  the  population  Avas 
immunized  against  inlluenza  during  the  1976-77 
.season,  as  pat  t of  the  National  Influenza  Immuni- 
zation Piogram.  A total  of  six  ca.ses  of  CBS  Aveie 
documented  and  loin  out  of  the  six  had  leceiAcd 
influenza  immunizations.  None  of  the  cases  dieil. 

Beginning  the  last  of  january  and  terminating 
the  first  of  March,  the  slate  experienced  a Avide- 
spread  ejjidemic  of  B influenza.  Eorty-one  coun- 
ties reported  excess  school  absenteeism.  Ehioat 
washings  and  paired  sera  Aveie  obtained  from  32 
counties.  There  were  73 '172  cases  that  Aveie  posi- 
tive for  influenza.  All  of  the  jtosiiiA'e  spec  imens 
were  influenzti  B w'ith  the  exception  of  one 
paired  .sera  Avhich  Avas  positive  for  influenza  A. 

Reye  Syndrome  Avas  documented  in  six  pa- 


Volume  74  Number  5 — October,  1977 


191 


Influenza  in  Arkansas  1976-77 


lients.  I'here  were  three  deaths.  I.aboratory 
studies  documented  an  antecedent  illness  with 
influenza  type  B in  two  of  the  cases,  one  of  which 
survived. 

Acknowledgements 

I'he  authors  wisli  to  express  their  appreciation 
for  the  support  and  cooperation  of  the  pliysicians 
tlnoughout  the  state  who  notified  the  Depart- 
ment of  Health  of  increases  in  influenza-like  ill- 
ness and  stil^mitted  appropriate  specimens  that 
made  it  possible  to  document  the  occunence  and 
distribution  of  the  di.sease. 

REI  ERKNCES 

E Summary  Report  of  Conference  of  Influenza  Activity 
for  1977-78,  Department  of  Health  Education  and  Wel- 
fare. Public  Health  Service,  Center  for  Disease  Control, 
March  21,  1977. 

2.  Schonherger,  Lawrence  B.:  Guillain  Barre’  Syndrome 
Following  Vaccination  in  the  National  Influenza  Im- 
munization Program,  I’nited  States.  1976,  presented  at 


the  .\nnnal  EIS  C.onterencc,  Pidtlic  Health  Service, 
CDC,  Atlanta,  Ceorgia,  .April  1976. 

3.  Leneinan,  E.:  The  Cuillain-Barre'  Syndrome  Archives 
Internal  Medicine,  118:13,3-144,  .Angiist  1966. 

4.  Reye,  R.  D.  K.  Morgan,  C.:  Encephalopathy  and  Fatty 
Degeneration  of  the  Viscera.  ,4  Disease  Entity  in  Child- 
hood. Faucet,  2:749,  1963, 

Hotchberg,  Fred  H.,  Nelson,  Kenard,  and  janzen,  Wil- 
liam: Influenza  Type  B — Related  Encephalopathy,  the 
1971  Outbreak  of  Reye  Syndrome  in  Chicago.  JAMA, 
231  (8):817-825,  February  24,  1975. 

6.  C.orey,  Lawrence,  et  ah:  A Nationwide  Outbreak  of 
Reye  .Syndrome,  Its  Epidemiologic  Relationship  to  In- 
fluenza B,  .American  Journal  of  Medicine,  61:615-625, 
November  1976. 

7.  Morens,  David  D.:  Personal  Communications,  Viral 
Disease  Division,  E])itlemiology  Program,  Center  for 
Disease  Control,  H.S.  Public  Health  Service,  Atlanta, 
Georgia,  June  20,  1977. 

8.  fVeekly  Surveillance  Report,  National  Influenza  Immu- 
nization Program.  Department  of  Healtii  Education 
and  Welfare,  Public  Health  Service,  Center  for  Disease 
Control,  March  30,  1977. 


192 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Phosgene  Medical  Information 


Phillip  L.  Peters* 


PREFACE:  Ehc  lollowiiig  infonnatioi)  is  pro- 
\iclc(l  lor  those  who  are  interested  in  tlie  toxic 
effects  of  Phosgene.  Elie  Arkansas  ])e]>artinent 
of  Health  and  the  Poison  Ciontrol  System  have 
received  nnmeions  calls  on  Phosgene  from  phy- 
sicians. 1 he  concern  smfacetl  follotving  pre- 
notification of  a large  tpiantity  being  transported 
through  .\rkansas  until  Angtist  of  1978. 

GEXER.-\E:  Phosgene  is  a chemical  agent 
which  attacks  lung  ti.ssne  primarilv,  causing  pnl- 
monary  edema.  It  is  called  a “choking  agent’’ 
because  irritation  of  the  bronchi,  trachea,  larynx, 
pharynx,  and  nose  will  occur  and,  with  pulmo- 
nary edema,  contribute  to  the  sensation  of  chok- 
ing. There  mey  be  no  immediate  learning  that 
dangerous  coneentrations  of  the  gas  are  being 
breathed,  and  there  is  no  respiratory  reflex  to 
prevent  deep  inspiration  of  this  gas. 

TABLE  I. 

Physiological  Response  to  Phosgene  Gas 

Response  Concentration 

( l>P"> ) 

Maximum  amount  for 

prolonged  exposure  0.  ] 

Dangerous  to  life,  for 

prolonged  exposure  2.5 

Cough  or  other  subjective 

symptoms  within  1 min.  . . 5 

Irritation  of  eyes  and  repiratory  tract 

in  less  than  1 min.  10 

Severe  lung  injury  within  1 to  2 min.  . 20 
Dangerous  to  life  for  as  little  as  30  min.  25 
Rapidly  fatal  (30  min.  or  less)  _ 90 

PROPERTIES:  At  ordinary  temperatures 
and  atmospheric  pressure,  phosgene  is  a colorless 
gas.  It  has  an  otlor  resembling  that  of  new-mown 
hay  or  grass,  or  green  corn.  (It  has  also  been  de- 
scribed as  having  an  odor  of  decaying  fruit.)  One- 
half  part  per  million  (ppm)  by  volume  of  phos- 
gene can  be  recognized  in  air,  through  the  sense 
of  smell,  by  normal  persons  accpiainted  with  its 
odor,  and  1 ppm  is  easily  noticeable.  At  2 ppm 
the  odor  is  moderately  strong  and  the  irritant 
action  on  eyes,  nose,  and  throat  is  baiely  detect- 
able. Phosgene  is  readily  condensed  by  pressure 

•Director,  Toxic  Substances  Section,  Division  of  Health  Emer- 
gency  Planning  & Response.  Rurcan  of  Environmental  Health  Serv- 
ices. Arkansas  Department  of  Health,  4815  West  Markham  Street. 
Little  Rock,  Arkansas  72201. 


or  lower  lempeiature  to  a litptid,  which  boils  at 
■hi  degrees  F.  (8  tlegrees  C.).  Phosgene  reacts 
rapidly  with  water  to  yieki  hydrogen  chloride 
and  ciirljon  dioxide  products.  Its  concenti ation 
in  air  is  reducetl  by  water  condensates  (rain,  fog) 
and  by  dense  vegetation.  Hence,  it  has  fteen 
known  as  a non-persistent  themical. 

I OXICiOLOGY:  I’he  toxicity  of  phosgene  is 
probabfy  due  to  the  devefopment  of  edema  as  a 
result  of  the  formation  of  acylation  products  in 
the  cells.  In  this  process,  important  proteins  anti 
lipoids  are  denatured  and  no  longer  function. 
I he  effect  is  similar  to  that  produced  Ijy  other 
acylation  reagents,  such  as  ketene  or  diazometh- 
ane, w'hich  also  cause  lung  edema  after  an  in- 
terval without  symjjtoms.  On  the  other  hand, 
high  concentrations  of  phosgene  cause  immediate 
acitl  damage  to  the  lung  and  rapidly  cause  death 
by  suffocation  anti  termination  of  circidation 
through  the  lungs. 


TABLE  II. 

Toxicities 

Inhalation  — fluman: 

Lethal  CJoncentration 

(LC50)  . _ 3,200  mg 'm3 

Toxic  Concentration— 

25  ])pm/30  min. 

Inhalation  — Rat: 

Lethal  Cttncentration - 

50ppm/30min. 

Inhalation  — Mouse: 

Letlial  Ciontentration 


(LC;50)  1 10  ppm/ 30  min. 

Inhalation  — Dog: 

Lethal  Concenti  at  ion— 

79  ppm/30  min. 

Threshold  Limit  Vhalue 

0. 1 ppm:  0.4  mg/ m3 


PAl’HOLOCA’:  Aside  from  iniltl  conjunctival 
initatitin,  the  tliiect  effects  of  exposures  to  j)ht)s- 
gene  are  confinetl  to  the  lungs.  Changes  in  otlier 
organs  (e.g.,  heart)  are  secontlary  tt)  tlie  pulmo- 
nary alterations.  4’he  outstanding  pathologic  fea- 
ture in  the  early  stage  is  massive  pulmonary 
edema,  resulting  from  the  passage  of  fluid  into 
the  alveoli  from  capillaries  whose  jiermealjility 
has  been  affected  by  action  of  the  chemical.  It  is 
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jiiecedecl  by  damage  of  the  l)roiKliiolar  epithe- 
lium, tlevelopment  of  patchy  areas  of  emphysema 
and  partial  atelectasis,  and  edema  of  the  peri- 
sasculai  connective  tissue.  'I'he  epithelium  of 
the  trachea  and  larger  bronchi  is  not  significantly 
damaged.  I'lie  Inngs  are  huge,  edematous,  and 
darklv  congested.  Edema  fluid,  nsnally  frothy, 
pours  from  the  bronchi  and  exudes  from  the 
sectioned  hmg  tissue,  f lemoconcentration  resnlts 
from  the  loss  of  pla.sma  into  the  aheoli  (as  much 
as  to  ,5<)  ])ercent  of  the  total  blccod  jolasma 
accnmnlates  in  the  lungs,  causing  “dry-land 
drowning').  I’his  resnlts  in  slow  circulation, 
oxygen  exchange  is  slowed,  and  the  overworked 
heart,  with  instifficient  oxygen,  weakens.  The 
edema  nsnally  reaches  a maximum  12  to  14  hours 
after  ex|josnre  and  restdts  in  interference  with 
the  interchange  of  oxygen  and  waste  prodnets 
between  the  alveolar  air  and  the  capillary  blood 
— so  that  in  most  instances  of  lethal  exposure, 
death  occurs  within  the  first  24  to  4<S  hours  from 
the  resulting  anoxemia.  AVith  very  high  ex- 
jjosnres,  death  may  ensue  in  .a  hours  or  less. 

In  surviving  individuals,  the  edema  begins  to 
resorb  after  about  48  hours  and,  in  the  absence 
of  complicating  infection,  recovery  may  take 
place  with  practically  comjjlete  resolution  of  the 
lesion.  .Should  this  ]>rocess  be  complicated  by 
secondary  bacterial  infection  of  the  lungs,  the 
clinical  signs  of  a purulent  bronchitis  and 
bronchopneumonia  become  apj^arent  in  about  S 
to  5 days.  In  some  ca.ses  there  may  be  focal  intra- 
bronchial  and  |x.T'ibronchial  fibrosis  as  a result 
of  the  initial  damage  to  the  bronchiolar  walls. 
In  recovered  individuals,  the  percentage  of  cases 
showing  a significant  residual  lesion  is  small. 

SYMP'rOM:  During  and  immediately  after 
exposure  there  is  likely  to  be  cotighing,  with  the 
possibility  of  viscous  sputum  which  changes  to 
foamy  consistency:  choking;  a feeling  of  tightness 
in  the  chest;  nausea  and  occasional  vomiting: 
headache;  lacrimation,  with  conjunctival  and 
corneal  ojjacity;  chills;  and  thirst.  The  presence 
or  ab.sence  of  these  symptoms  is  of  little  value  in 
immediate  jrrognosis  because  some  patients  with 
severe  cough  fail  to  develop  serious  lung  injury, 
while  others,  with  no  signs  of  early  respiratory 
tract  irritation,  go  on  to  fatal  pulmonary  edema. 
There  may  be  an  initial  slowing  of  the  pulse  fol- 
lowed by  an  increase  in  rate.  A period  follows 
during  which  abnormal  chest  signs  are  absent 


and  the  patient  may  be  symptom-free.  This  in- 
terval commonly  lasts  from  2 to  24  hours,  but 
occasionally  is  shorter.  It  is  terminated  by  the 
signs  and  .symptoms  of  pulmonary  edema.  4'hese 
begin  with  rapid  shallow  breathing,  painful 
cough,  and  cyanosis.  Nausea  and  vomiting  may 
appear.  As  the  edema  progresses,  discomfort,  a|> 
prehension,  and  dyspnea  increase  and  much 
Irothy  sputum  is  raised.  Rales  and  rhonchi  are 
audible  over  the  chest  and  breath  sounds  are 
diminished.  The  [latient  may  develop  a shock- 
like state  — with  leaden,  clammy  skin;  low  blood 
pressure;  and  feeble,  ra]rid  heart  action. 

PROGNO.SES:  Prognosis  during  the  acute 
phase  should  be  guarded  because  of  the  insidious 
nature  of  the  jioisoning.  Most  deaths  occur  with- 
in the  first  48  hours.  The  few  which  occur  later 
are  due  largely  to  bronchopneumonia.  Indic  id- 
uals  who  survive  more  than  48  hours  usually  re- 
cover without  ,sec[uelae.  Ehose  secjuelae  which 
do  occur  include  pulmonary  starring,  lobular 
emphysema,  small  irregular  areas  of  atelectasis 
and  bronchitis,  and  degenerative  changes  of  the 
nerves. 

DIAGNO.SLS:  Irritation  of  the  nose  and  throat 
by  phosgene  may  be  mistaken  for  upper  respira- 
tory tract  infection.  Difficidty  in  breathing  and 
complaint  of  tightness  of  the  chest  may  suggest 
an  acute  asthmatic  attack.  The  pulmonary  edema 
is  like  that  produced  by  other  chemicals  and  may 
be  confused  with  edema  associated  with  heart 
failure.  Diag)iosis  can  be  established  xeith  cer- 
tainty only  from  a definite  history  of  exposure 
to  phosgene. 

7 REATMENT:  -Since  obvious  symptoms  do 
not  appear  after  exposure,  anyone  inhaling  the 
gas  should  be  treated  as  though  suffering  from 
intoxication.  Ele  should  remain  at  rest  in  clean 
air  and  shoidtl  be  covered  to  prevent  heat  loss. 
Even  minor  physical  efforts,  es|)ecially  walking 
and  unnecessary  talking,  are  to  be  avoided.  Con- 
taminated clothing  should  be  removed. 

Oxygexi  Therapy:  Hypoxemia  can  be  con- 
firmed only  by  arterial  blood  gas  analysis,  but 
restlessness,  cough,  dyspnea,  and  cyanosis  are 
manifestations  of  hypoxemia.  Administration  of 
40-percent  oxygen  is  recommended  unless  serial 
blocxl  gases  are  deteriorating.  100-percent  oxygen 
should  not  be  administered  unless  absolutely 
necessary. 
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hilravcnous  Adiiiiiiistydiioii : \ n 1 1 ;i  xenons 

I luicis  slionki  he  aclininistci eel  wiili  »ieal  caulion. 

Sedation:  Sedation  should  he  used  sj)aringly. 
Codeine  in  eltises  of  to  hi  mg.  (grains  i/.,  to  1) 
is  elleetive  ;ig;iinst  eough.  Restlessness  may  he  a 
manilestation  eil  hy|)oxemia:  theieloie,  the  ju- 
dicious use  ol  sedatives  is  aihiscd.  I'lie  use  ol 
sedtitives  should  lie  tvithhcld  until  all  tneasures 
to  im|)ro\e  oxygentation  have  been  cxjrlorcd. 
Intermittent  positive  pressure  ventilation  may  he 
ol  Ijenelit  in  severe  respiiatoiy  injuiy. 

Antibacterial  Therapy:  Specific  antiliac tcrial 
theiapy  imiy  Ijc  adtnitiistered  lor  the  prevention 
ol  pulmonary  itilection  as  soon  as  the  edema 
hegins  to  suhsicle  and  there  is  improvement  in 
the  pjitient's  general  condition.  1 he  use  ol  anti- 
hiotie  agents  should  he  lelt  to  the  jitclgmeiu  ol 
the  attending  physician. 

Other  measures:  Expectorants  should  not  he 
tised  in  the  tre;itment  of  jrhosgene  poisoning. 

■ Xtropine  does  not  diminish  edema  or  improve 
hreathing:  its  acceleratory  action  on  the  heart  is 
undesirahle.  The  administration  of  parenteral 


llnids  such  as  salute,  |)lasuia,  oi  hlood  may  hc“ 
nc’cessaiy  il  associated  trauma  is  present.  Steioids 
ha\e  heen  used  iu  treat  iug  cases  ol  |rhosgene 
poisoning. 

(X)N\h\l,E.S(.EN  I Ci.\RK:  .\hsolute  rest  must 
he  continued  until  the  acute  symptoms  have  dis- 
tippeared.  Individuals  recoxeiing  Irom  the  acute 
ellects  ol  |)hosgeue  poisouiug  shotdd  he  gotten 
out  ol  heel  as  eat  ly  as  piac  ticahle;  hos|jitah/ecl  as 
short  a time  as  possible;  encouraged  and  trained, 
il  necessaiy,  to  resume  physical  exeition  in  ordei 
to  tninimi/e  neurasthenic  symptoms  which  haxe 
heen  the  most  clisahling  Icatures  in  these  patients. 
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A Simple  Means  of  Determining 
Lower  Extremity  Torsion 

R.  Barry  Sorrells,  M.D.* 


W/^  are  all  tainiliar  with  “pigeoii-toe"  and 
“slew-foot”  as  commonly  observed  orthopedic 
deformities.  While  these  names  imply  a primary 
foot  problem,  most  commonly  the  defect  is  a 
tibial  (and  fibnlar)  or  femoral  torsional  (twisted) 
malirosition.  The  result  is  a tnrned-in  (“pigeon- 
toe”)  or  tnrned-ont  (“slew-foot”)  posture  ot  the 
foot.  Of  791  consecutive  pediatric  lower  extrem- 
ity malalignment  diagnoses  from  this  clinic,  tibial 
torsion  accotmted  for  210  and  femoral  torsion 
1,7  cases,  or  32%  of  tlie  common  lower  extremitv 
rliagnoses  in  children.  I'liese  diagnoses  included 
genn  valgns  (17)  and  varns  (40),  pes  planus  (63), 
"talijies  etphnovarns  (132),  calcaneovalgns  (26), 
metatarsus  varns  (139),  and  miscellaneous  con- 
genital foot  anomalies  (110).  While  many  of 
these  children  exhibited  more  than  one  lower  ex- 
tremity abnormality,  at  least  one-third  exhibited 
lower  extremity  torsion.  It  is  obvious,  therefore, 
that  torsional  deformity  is  a common  pediatiic 
orthopedic  problem. 

Clinical  evaluation  and  accurate  anatomic 
delineation  of  the  exact  site  of  the  torsional  de- 
fect may,  however,  be  difficult  foi  the  medical 
examiner.  The  hip  with  its  ball  and  socket  joint 
permits  a wide  range  of  motion  and  allows  for 
a great  degree  of  compensation  in  lower  extrem- 
ity rotational  alignment.  The  knee  and  ankle, 
however,  act  primarily  as  hinge  joints  and  must 
move  in  approximately  the  same  plane  of  motion 
for  normal  function  and  appearance.  All  three 

»Little  Rock  Orthopedic  Clinic,  P..A.,  I>.  O.  Box  5270,  Little 
Rock,  Arkansas  72215. 


of  the,se  joints  must,  therefore,  be  evaluated  to 
determine  the  exact  site(s)  of  the  defect(s). 

Torsion  is  defined  as  the  twisting  of  a bone 
on  its  longitudinal  axis.  In  tibial  torsion  the 
distal  segment  of  the  tibia  may  be  rotated  toward 
the  medial  malleolus  (internal  tibial  torsion)  with 
residtant  “pigeon-toe”  or  may  rotate  toward  the 
lateral  malleohrs  (external  tibial  torsion)  with 
“slew-foot”  as  a residt.  When  the  tibia  is  ex- 
cessively twisted,  the  ankle  and  knee  joints  no 
longer  remain  in  the  same  sagittal  plane  of  mo- 
tion. Herein  lies  the  potential  for  subsecpient 
premature  degeneration. 

In  femoral  torsion,  the  lower  femur  is  rotated 
internally  or  externally  with  respect  to  the  proxi- 
mal end.  Anteversion  (abnormal  pointing  ante- 
riorlv)  of  the  femoral  neck  residts  in  in-turning 
of  the  lower  extremity,  while  retroversion  of  the 
femoral  neck  (abnormal  pointing  posteriorly)  has 
the  opposite  effect;  that  is,  ont-turning  of  the 
lower  extremity.  The  lower  extremity  will  turn 
in  or  out,  but  the  knee  and  ankle  joints  usually 
remain  in  the  same  plane  with  respect  to  each 
other. 

Normal  lower  extremity  alignment  is  accepted 
as  a femoral  neck  anteversion  of  about  25  degrees, 
with  45  degrees  of  internal  and  external  rotation 
at  the  hip  level.  The  knee  joint  and  ankle  joint 
should  move  in  parallel  transverse  axes.  These 
joints  and  long  bones  must  be  examined  indit'id- 
ually  and  collectively  to  determine  the  site  of 
the  torsional  deformity. 


196 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


R.  Uarr>  Sorri  i.i.s,  M.l). 


ETIOLOGY  OF  LOWER  EXTREMITY 
TORSIONAL  DEFORMITY 

The  etiology  of  torsional  tlclonnitics  of  the 
lower  litnh  may  he  jmsitional,  congenital,  or 
a((|nired. 

Position 

A newl)orn  child  maititains  the  fetal  poshion 
of  the  lotver  extremities  for  a variable  length  of 
time  into  the  ix)St-natal  period.  'That  is,  internal 
rotation  of  the  entire  lower  limi)  is  evident.  De- 
rotation normally  occurs  by  the  time  the  child  is 
of  walking  age  but  may  be  delayed  until  the  age 
of  two  or  three  years.  Normal  alignment  should 
lie  establisheil,  as  described  above,  by  the  age  of 
three  years. 

Heredity 

A definite  jxattern  of  a Mendelian  autosomal 
dominant  type  of  inheritance  with  internal  tibial 
torsion  in  fotir  generatiotis  has  been  well  docu- 
mented.' Many  of  ns  have  seen  families  of  at 
least  two  generations  and  nnmerons  children 
within  the  family  exhibiting  variable  degrees  and 
types  of  torsional  delonnity  of  the  lower  extremi- 
ties. 

Acquisition 

In  accpiired  torsion,  the  limbs  are  rotationally 
normal  in  the  post  natal  jjeriod,  but  a deformity 
is  prodticed  by  the  position  in  wliich  the  child 
sleeps  and  sits.-  I he  l)al)y  with  accpiired  internal 
lower  extremity  torsion  nsnally  exhibits  a meta- 
tarsus varus  foot  ami  apparent  “bow-leg”  delot  ni- 
ity.  He  sleeps  prone,  in  a knee-chest  position 
with  the  foot  tinned  inward.  .\s  a resnlt  of  this 
position,  the  forefoot  is  twisted  inward  (metatar- 
sus varns),  the  ankle  turned  medially,  and  tlie 
knee  and  hij>  internally  rotated,  hhe  feet  may 
be  drawn  up  under  the  bntlocks,  accentuating  the 
deloiniity.  The  child  ^vho  jrersistently  sleeps  in 
this  position  may  be  a “footsitter"  later;  that  is, 
an  haijitnal  sitting  jjosition  with  the  leet  under 
the  buttocks  ^viih  inward  rot.ition  at  hi|)s,  knees, 
ankles  and  tarsometatarsal  joints. 

l-,xteiiial  torsion  is  the  mechanical  leverse  of 
internal  torsion.  In  addition  to  the  lateral  rota- 
tion of  the  lower  extremities,  there  is  nsnally 
knock-knee  and  llatloot  deformity.  I hese  babies 
sleejr  on  either  the  abdomen  or  the  back  witli  the 
lower  extremities  in  a “frog-leg"  position.  ,\  few 
may  sleep  in  the  knee-chest  jjosition  with  the 
feet  tinned  out  in  a flatfoot  position.  When  old 


enough  to  sit,  lliese  children  nsnallv  sit  with  their 
legs  crossed  in  front  of  them  in  “tailor"  or  “jacks- 
playing”  position. 

DIAGNOSIS 

All  tocj  often,  diagnosis  of  a significant  tor- 
sional lower  extremity  jirolilem  is  delayed  until 
a child  starts  to  walk.  The  mother  and  doctor 
may  then  simnltaneonsly  be  alarmed  by  a pigeon- 
toed  child  who  is  clumsy,  trips  over  his  own  toes, 
and  .stands  bow-legged  with  an  in-tnrned  foie- 
foot.  Not  only  is  his  appearance  unsightly,  but 
his  locomotion  is  impeded.  I'he  opposite  de- 
formity—with  out-turned  flat  feet  and  knock- 
knees  — may  be  belatedly  observed.  Indeed,  treat- 
ment may  not  be  different  in  the  infant  with  pei  - 
ceptible  torsional  deformity  and  in  the  walking 
child.  It  is,  however,  advantageous  to  at  least 
appreciate  the  defonnity  and  advise  the  parents 
at  as  early  an  age  as  possilrle.  Therefore,  observa- 
tion and/or  treatment  may  be  carried  out  as  ap- 
propriate. 

Most  physicians  who  conduct  examinations  of 
new'born  and  infant  children  are  well  aware  of 
the  “hip  signs”  of  sublnxation  and  dislocation. 
The  child  is  carefnlly  examined  at  hip  level.  Imt 
all  too  often  the  remainder  of  the  lower  ex- 
tremity exam  is  ignored  if  the  appearance  is 
grossly  normal  and  no  chdi  foot  deformitv  exists. 
Only  when  ambnlation  commences  is  tlie  de- 
formity noticed. 

Perhaps  the  reason  for  overlookim),  torsional 
defonnity  in  a child  is  the  lack  of  a simple  diag- 
nostic methcKl  such  as  those  desciilied  for  hi]) 
dislocation.  Many  of  the  metiiods  described  have 
residted  in  confusion  because  ol  the  special  aj)- 
paratus  and  x-ray  technicjiies  recpiired  to  measure 
torsional  delonnity. A simjile  clinical  meth- 
od is  necessary  for  consistent  |)ro]jer  evaluations. 

Method 

I he  ambulatoiy  child  is  first  examined  as  he 
walks  clown  20  to  30  leet  of  the  hallway.  He  is 
examined  IVoni  the  back  and  from  llie  front 
with  particular  attention  to  the  hip,  knee,  and 
ankle  levels.  1 he  position  ol  ilie  leet,  wliether 
in-turned,  or  out-turned,  is  observed.  From  the 
front,  the  position  of  tlie  knee  is  caiefully  noted. 
It,  as  the  patient  walks  towaicl  the  examiner,  his 
kneecaj)  and  knee  point  directly  ahead  while 
the  ankle  and  fcM)t  point  either  in  or  out,  the 
site  of  deformity  is  suspected  as  tibial.  II  he 
walks  with  the  entire  lowei  extremity  turned  in 
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Figure  1. 


Figure  2. 

and  the  plane  of  knee  joint  motion.  The  patella 
shotikl  point  forward,  and  the  plane  of  motion 
of  the  knee  shoidd  he  parallel  to  the  table  edge, 
ddie  foot  is  then  held  in  a neutral  (neither  in- 
verted nor  everted)  position,  the  ankle  at  90  de- 
grees. I’he  position  of  the  foot  is  then  observed 
and  normally  shoidd  point  directly  ahead  or  in 
slight  lateral  deviation  (Figure  4).  T hat  is,  the 
ankle  joint  shoidd  be  parallel  to  the  transverse 
axis  of  the  knee  joint,  and  the  foot  should  be 
perpendicular  to  the  table  edge.  The  child  with 
internal  tibial  torsion  will  exhibit  in-tnrning  of 
the  foot  and  ankle  as  the  knees  point  directly 
ahead  (Figure  5).  I’he  opposite  will  be  true  in 


Figure  3. 


or  out  and  with  the  knee  and  patella  pointing 
in  the  same  getieral  direction  of  the  ankle  and 
foot,  otie  suspects  a femoral  level  of  involvement. 
.\s  he  walks,  one  ovbiously  looks  for  otlier  prob- 
lems, sucli  as  flatfoot,  metatarsus  varus,  club  loot, 
knock-knee,  or  bow-legs. 

Next  the  child  is  placed  on  the  examining 
table.  Fhe  author  prefers  that  the  child  be  seatetl 
on  the  side  of  the  talile  (supported  by  the  mother, 
if  necessary)  with  the  legs  dangling  over  the  edge. 
The  examiner  sits  on  a low  stool  with  the  pa- 
tient's knees  just  below  eye  level.  Tlie  edge  of 
tlie  talile  becomes  a plane  of  reference.  The 
tliiglis  are  lirought  together,  the  knees  are  flexed 
at  a right  angle  over  the  talile  edge,  and  the 
femur  is  rotated  inwards  (Figure  1)  and  outwards 
(Figure  2).  The  flexed  hip  usually  allows  about 
4.5  degrees  of  internal  and  external  rotation. 
Occasionally,  a child  will  easily  rotate  beyond  4.5 
degrees  internally  and  the  foot  may  rest  beside 
the  buttocks  on  the  examining  table  (Figure  3). 
This  represents  abnormal  internal  femoral  tor- 
sion and/or  anteversion  of  the  femoral  neck. 
'Fhis  child  may  have  a limitation  of  external  ro- 
tatioti,  usually  to  about  20  degrees  or  less.  I.ess 
commonly,  the  o]iposite  may  be  true  with  the 
legs  easily  assuming  the  frog-leg  position  as  a 
result  of  abnormal  external  femoral  torsion  or 
retroversion  of  the  femoral  neck. 

Next  the  knee  is  extended  anti  flexed  as 
the  child  continues  to  sit  on  the  side  of  the 
table.  Careful  attention  is  paid  to  the  patella 
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a (hilcl  with  external  tihial  toisioii.  A luither 
relinenient  is  to  note  the  jxrsition  ol  tlie  medial 
and  lateral  malleoli.  Noiinally,  the  medial  mal- 
leolar prominence  is  a[)|)ro\imately  20  decrees 
anterior  to  the  lateral  malleolar  prominence, 
l iie  child  with  internal  tihial  torsion  will  exhibit 
malleoli  in  the  same  plane  (the  plane  ol  the  table 
top)  or  perhaps  the  lateral  malleohrs  will  actually 
be  anterior  il  the  torsional  deformity  exceeds  20 
degrees  (Figure  5).  At  this  point,  the  loot  is  ex- 
amined for  the  presence  of  a primary  foot  prob- 
lem. 

If  the  above  examination  indicates  abnormal- 
ity, additional  examination  may  be  carried  out 
in  the  supine  and  prone  positions  and  special 
x-rays  may  be  desirable,  d'he  simple  examination 
as  described,  however,  will  sidfice  in  the  majority 
of  cases  to  determine  whether  torsional  deformity 
does  or  does  not  exist. 

TREATMENT 

d'he  tyj^e  of  treatment  recpiired  for  correction 
of  the  deformity  depends  njxrn  the  severity  of 
the  deformity  and  the  age  of  the  patient.  In  the 
young  child,  passive  stretching  exercises  may  be 
j)erformed  to  elongate  any  associated  soft  tissue 
contractures  that  are  affecting  the  hip  in  motion. 
The  child's  sitting  and  sleeping  habits  are 
changed  to  eliminate  the  aggravating  forces  pre- 
viously described.  If  the  child  is  an  habitual 
“stomach  sleeper,”  he  may  be  encouraged  to  sleep 
on  the  back.  If  the  deformity  is  minor  and  the 


Figure  4. 


child  is  young,  simple  obseivation  may  be  all 
tinit  is  indicated,  ;is  there  is  a stiong  tendency 
toward  sponianeons  correction. 

11  the  chilli  is  not  collecting  spontiineonsly  and 
the  deformity  is  severe,  more  ;iggressive  tre.itment 
is  indicated.  II  the  level  ol  involvement  is  in 
the  leiiuir,  either  femoral  torsion  or  neck  version, 
treatment  in  an  above-knee  bivahed  hip  s]mc;i 
with  the  hips  in  rotation  opposite  to  the  de- 
lormity  Ilexion,  and  abilnction  may  be  necessary. 
■Special  long  leg  bracing  incorporating  the  pelvis 
may  be  rec|nired.  In  older  children  with  se\ere 
femoral  rotation  malalignment,  derotational 
osteotomy  may  rarely  be  necessary. 

More  commonly  the  site  ol  torsion  is  in  the 
tibia,  .\gain,  there  is  a tiefinite  tendency  toward 
spontaneous  resolution.  II  more  aggressive  treat- 
ment is  indicated,  the  Denis-Browne  or  Fillhaner 
splint  is  useful.  These  are  simple  static  splints, 
a bar  between  the  .shoes  which  allows  rotational 
adjustment  ol  the  shoe  and  coiisetpiently  variable 
twisting  stress  to  the  legs  ilirected  opposite  to  the 
deformity  (Figure  h).  The  length  of  the  bar 
.should  be  only  about  two  inches  wider  than  the 
width  of  the  pelvis  to  prevent  stres.ses  which 
might  lead  to  knock-knee  ileformity.  'Fhis  brace 
may  be  worn  at  night  only,  or  in  the  pre-walker 
child,  may  be  worn  the  majority  of  the  time. 
Correction  comes  about  through  growth  of  the 
long  bones  as,  like  a young  tree,  they  will  grow 
in  the  direction  of  the  forces  ajrplied.  In  the 
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■walking  child,  the  use  of  sole  wedges  of  the  shoes 
will  offer  further  correction.  An  outer  sole  w'edge 
for  internal  tibial  torsion  and  an  inner  sole  wedge 
for  external  tibial  torsion  are  indicated.  The 
very  young  child  will  respond  to  1/8"  wedge. 


Figure  7. 


while  the  older  child  will  retpiire  3/16"  or  1/4" 
wedge.  The  Torq-Heel®  is  a dynamic  device 
which  can  be  placed  on  the  heel  of  the  older 
child's  shoe  and  will  result  in  about  15  degrees 
rotation  at  the  heel-strike  phase  of  gait.  This 
may  be  tised  in  conjunction  wdth  sole  wedging. 
The  older  child  with  significant  tmtreated,  re- 
sistant, or  recurrent  deformity  may  require 
bracing  such  as  the  Alemite®  twister  brace  (Fig- 
tire  7),  which  allows  flexion  at  hip,  knee  and 
ankle  level  but  significantly  limits  rotation.  This 
brace,  while  unsightly,  is  tpiite  effective.  Osteot- 
omy is  occasionally  indicated  in  the  older  child 
with  severe  deformity. 

CONCLUSION 

It  is  the  opinion  of  this  author  that  torsional 
deformity  of  the  lower  extremity  is  commonly 
observed  in  children.  There  is  a strong  tendency 
toward  spontaneous  correction.  The  exact  site 
of  torsional  pathology  must  be  identified,  and  a 
simple  method  of  examination  is  desaibed.  The 
child  with  a family  history  of  torsional  deformity 
and  with  no  tendency  toward  spontaneous  cor- 
rection can  be  easily  treated  btit  should  be  care- 
fully observed  to  prevent  over-correction  or  pro- 
duction of  other  deformities  as  a restilt  of  the 
treatment.  Diagnosis  and  treatment  are  a part 
of  Office  Orthopedics  and  in  most  cases  can  be 
easily  managed  by  the  pediatrician  or  family 
practitioner. 
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7G  YR  OLD  ELK  FFJMLE  JuLY  1,  1977  SEVERE  RIGHT  HEART  FAILURE 


ecu  RHYTHM  STRIP 


The  management  of  this  patient  might  include  which  of  the  following? 

1 . Lidocaine 

2.  Quinidine 

3.  Temporary  pacemaker 

4 . Dilantin 


Mary  Richards,  M.D.,  Assistant  Professor,  Division  of  Cardiology 
University  of  Arkansas  College  of  Medicine 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Protective  Athletic  Equipment 

John  Park,  M.D.*  and  James  A.  Arnold.  M.D 


T.e  use  oi  jjrotective  ecjuipment  for  modern 
team  sports  began  in  tlie  mid-19th  century  when 
l)aseball  players  started  wearing  a light  leather 
glove.  Padded  trousers,  shoidder  pads,  and  the 
helmet  evolved  eventually  in  football,  ice  hockey, 
and  other  sports.  Individual  sports  had  de- 
veloped protective  ecjuipment  even  earlier,  such 
as  leather  thongs  binding  the  hands  of  ancient 
Cheek  l)oxers.  Each  item  of  equipment  has  had 
a similar  introduction.  For  a specific  injury 
known  to  an  athlete,  coach,  or  interested  lay  per- 
son, the  inventor  has  devised  jn'otective  ecpiip- 
mem  whose  use  would  hopefully  prevent  future 
injuries  of  the  same  sort.  If  it  was  successfid,  the 
etpiipment  often  became  standard  or  even  man- 
datory for  a particular  sjjort. 

Since  football  has  received  the  most  nation- 
wide publicity  regarding  all  types  of  injuries,  this 
di.scussion  will  l)e  limited  to  the  protective  and 
preventive  role  of  jjresent-day  etpiipment  used 
in  the  sport. 

No  team  sport  in  the  world  has  an  incidence 
ol  injury  higlier  th.in  American  football.  It  is 
estimated  that  tlie  average  high  scliool  boy  par- 
ticijxating  a full  season  of  play  has  a 20  percent 
chance  ot  injury  and  an  H percent  chance  of 

♦ l.SOl  West  Mirkhani  Street.  Little  Rock,  .Vrkansas  722(11. 

**2907  Kast  Joyce,  Fayetteville,  .Arkansas  72701. 


serious  injury.  AFCA  data  on  deaths  in  all 
phases  of  football  between  1931  and  1965  re- 
vealed 609  injury-related  player  deaths  and  302 
indirectly  related  deaths  (heart  attacks,  heat 
stroke,  etc.).  In  recent  years,  90  percent  of  deaths 
have  been  caused  by  head  and  neck  injuries. 
Alley’s  study  of  19,413  high  school  players  in 
1961  showed  an  overall  incidence  of  injury  of 
25  percent,  with  7 percent  head  and/or  neck 
injury. 

In  footlAall,  the  head  may  have  to  I)e  protected 
against  low,  intermediate,  and  high  velocity  im- 
pact blows,  llie  modification  of  the  helmet  from 
a leather  cap  to  the  more  modern  variety  demo- 
strates  vividly  the  evolution  of  this  item  as  pro- 
tective ecpiipment.  Protection  from  .skull  frac- 
tures recpiires  a hard  shell,  which  will  not  i)e  de- 
formed excessively  on  impact  while  distributing 
the  load  over  a large  area  with  energy-al)sorlking 
material.  Gurdjian  has  shown  that  the  human 
head  should  be  able  to  withstand  an  effective 
acceleration  of  42  G's  for  20  milliseconds  with- 
out injury.  If  deformation  of  tlie  skull  is  pre- 
vented liy  use  of  a helmet,  an  effective  accelera- 
tion of  80  G’s  for  up  to  20  milliseconds  Avill  proii- 
ably  not  residt  in  permanent  injury. 

In  the  1930’s,  leather  helmets  were  introduced 
with  internal  suspension.  ’Fhe  rigid  plastic 
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Iielmct  with  a wcl)I)ccl  suspension  system  a|> 
pearecl  tironnd  l!)r>0.  In  tlie  I970's,  helmets  with 
1 igitl  outer  shells  with  sophisticated  pnenmatie 
and  hydraulic  systems  have  appeared.  Proper  lit 
must  inelnde  considerations  of  he;id  sha|X.*,  luiir 
style,  ;nul  proper  application,  d'he  chin  strap 
should  he  snug  to  prevent  forward  rotation. 
\\'hen  pressure  is  applied  to  the  helmet,  pressure 
should  he  felt  cirenmferentitilly,  not  just  on  the 
crown.  The  jaw  jKids  should  he  of  adetpiate 
length  to  prevent  lateral  rocking.  Four  snap  chin 
straps  can  more  effectively  pi  event  forward/ 
backward  locking. 


P'lsure  1. 

Motiern  Air  Suspension  Helmet. 


Despite  logical  modification  in  helmet  design, 
.some  studies  have  shown  no  correlation  between 
fit,  condition,  or  age  of  the  helmet,  and  incidence 
of  head  or  neck  injuries  to  the  player.  Schneider 
has  shown  in  his  survey  of  American  and  Cana- 
di;in  nenrostirgeons  that  of  22.a  jdayers  with  head 
and  neck  injuries,  (i()  had  fatal  injuries  aiul  159 
had  some  persistent  neurologic  deficit.  Of  note, 
88  percent  of  these  jjlayers  were  considered  to  be 
well-protected  with  head  gear  ami  shoulder  pads. 
Combs  and  Wilms  have  demonstrated  abnormali- 
ties in  the  EEC  findings  from  Purdue  Ibiiversity 
football  jrlayers  after  four  setisons  of  play,  pre- 
sumably relateil  to  trauma,  while  wearing  well- 
fitted  modern  helmets. 

It  was  previously  pointed  out  that  cervical  in- 
juries constitute  a major  hazard.  Various  ecpiip- 
ment  designs,  including  neck  collars  and  ex- 
tensions of  energy-absorbant  material  onto  the 


helmet,  are  felt  to  leduce  the  hypeitension  va- 
riety of  neck  injury.  Eateral  forces  can  be  better 
absorbed  with  pioperly  fitted  shouldei  pads, 
where  the  neck  edges  fit  close  to  the  neck.  Kerg- 
feld  and  .\ndriels  devised  a semi-elastic  strajj 
from  the  back  of  the  helmet  to  the  shoulder  pads 
to  decelerate  and  limit  the  extremes  of  cervical 
Ilexion,  and  suggest  its  merit  in  the  prevention 
of  these  potentially  .severe  injuries. 

Eace  guaicls,  mandatory  since  19h0,  provide 
jaimary  protection  from  direct  blows  to  the 
motith,  nose,  and  facial  structures.  It  does  not 
jrrotect  the  month  from  blows  under  the  chin. 
Initially  they  were  shown  to  reduce  mouth  in- 
juries by  50  |jercent.  In  1962,  it  became  manda- 
tory to  wear  mouth  protectors,  and  the  remain- 
ing 50  percent  of  mouth  injuries  w'ere  essentially 
eliminated.  Considering  previoits  injury  figures, 
this  probably  means  that  at  least  100,000  oral 
injuries  j>er  year  are  prevented  for  the  more  than 
one  million  players  in  the  NCA.\  and  \EA.  Cus- 
tom fitted  intra-oral  guards  are  known  to  be  the 
best  resulting  in  essentially  no  impedence  to  air 
flow  while  giving  oral  protection. 

Shoulder  pads  provide  jrrotection  to  the  neck, 
shoulder,  and  upper  trunk.  Their  design  in- 
corporates an  arch,  the  epaulet,  which  transmits 
forces  applied  to  it  over  the  upper  trunk.  Varia- 
tions in  size,  de.gree  of  padding,  and  construction 
exist,  d’he  c|uarterback  pads,  designed  for  mobil- 
ity and  increased  freedom  of  the  ujrper  extremi- 
ties, offer  significantly  less  protection  when  com- 
pared to  the  bulkier  lineman  pads. 

Hip,  thigh,  and  knee  pads  jnovide  similar  pro- 
tection to  bony  |)rominances  and  muscular  areas 
which  are  easily  subject  to  repeated  trauma. 
Ecpially  important  are  hxjtball  pants,  whicli  hold 
the  pads  in  position.  However,  since  many  pants 
incorporate  Spandex  material  with  ruftber  filters 
snitject  to  latigtie,  the  ela.sticity  can  be  lost  allow- 
ing sli])page  of  protective  jtads  away  from  their 
proper  location. 

The  projter  construction  ol  lootwear  seems  to 
remain  an  enigma  in  football  today.  Metal 
clcated  slioes  have  been  used  for  many  years  on 
grtiss  fields  where  traction  depetided  tipon  firm 
foot  lixation.  With  the  introduction  of  .Astro- 
turf, changes  in  shoes  have  occurred.  ^Vith  the 
1/3  inch  cleat  length  rule  in  eflect,  most  shoes 
for  artificial  turf  consist  of  molded  plastic  soles 
with  variable  numbers  and  distrilitition  of  cleats 
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for  wet  or  tlry  coiiditioas.  The  old  metal  foot- 
j)late  has  not  been  incorporated  into  the  newer 
shoes.  Tlie  hypertension  injury  involving  the 
metatarsophalangeal  joint,  known  as  Aslrotoe, 
has  thus  come  into  existence.  ^Vith  the  increa,sed 
enijihasis  on  speed  and  traction,  players  and 
coaches  are  more  interested  in  a light-weight, 
poor  support  shoe,  and  snbseqnently  these  char- 
acteristics appear  to  enhance  the  likelihood  of 
lower  extremity  injuries,  ejtecially  ligamentous 
injuries  of  the  knee.  The  width  of  the  last  varies 
with  the  size  of  the  .shoe  in  most  cases.  Recom- 
mendations, including  extended  counters,  ample 
box,  sole  length,  reinforcement,  straight  lasts, 
varialde  width  lasts,  and  molded  heel  enps  have 
not  been  incorporated  into  most  footwear  avail- 
able. .Sw'ivel  cleats  and  cleatless  heels  have  merit 
on  theoretical  basis,  but  have  not  been  widely 
adopted. 

Research  into  improvements  in  protective 
etpiijtment  is  under  way  at  many  levels.  I’he  Na- 
tional Ojterating  Committee  on  Standards  for 
.\thletic  Etpiipment  (NOCSAE),  a research  or- 
ganization comprised  of  rejtresentatives  from  the 
N(iA,\,  National  Athletic  Trainers  Association, 
National  Eederation  of  State  Eligh  School  As- 
sociations, and  other  groups,  was  formed  to  estab- 
lish safety  standards.  Tims  far  NOC.SAE  has  set 
one  standard  which  prescribes  performance  speci- 
fications for  football  helmets.  By  197<S  ami  1980, 
the  NCA.-V  and  MESHSA  resjrectively  must  buy 
only  NOCSAE  certified  head  gear.  Eurther  guide- 


lines in  other  athletic  }3rotective  equipment  are 
being  established  by  laboratory  tests  and  field 
trials. 

A recent  legal  judgment  against  one  major 
helmet  manufacturer  brought  liy  an  injured 
athlete  attests  to  the  necessity  of  continual  im- 
provements. However,  many  (piestions  remain 
unanswered.  Who  should  set  standards  for  pro- 
tective gear?  How  should  they  be  enforced? 
Should  there  fte  different  levels  of  protective 
equipment  for  different  levels  of  play?  What 
role  will  the  government  play  in  future  standards 
of  protective  equipment? 
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A Brief  Review  and  Critique  of 
the  National  Influenza  Immunization  Program 

Paul  C.  White,  Jr.,  M.D.* 


Mai'cli  24,  ]97(),  President  Ford  an- 
nounced that  the  Ihiitcd  States  woidd  provide 
influenza  vaccine  for  tlie  entire  popidation,  in 
the  fall  of  1976.  For  this  project.  Congress  ap- 
propriated 135  million  dollars.  A public  im- 
munization program  of  such  magnittide  has  never 
been  attempted  by  any  country  in  the  world. 

t he  basis  for  this  decision  was  the  occtnrence 
of  an  outltreak  dtie  to  a new  infltien/a  virtrs  in 
Feijruary  among  military  personnel  at  Fort  Dix, 
\ew  fersey.  dhe  virus  was  isolated  from  five 
recrtiits,  one  of  whom  died  of  acute  viral  j^neu- 
monia.  Retrospective  serologic  stutlies  show  that 
several  hundred  personnel  on  the  jtost  were  in- 
fected. d’his  virus  represented  a major  change 
from  the  A /Hong  Kong  (fF3N2)  influenza  virirses 
prevalent  since  1968.  The  reference  strain  of  the 
new  virus  was  .A./New  |er.sey/8/76  (FIswlNl). 
Thus  its  antigentic  composition  was  completely 
different  from  the  current  variant  of  the  H3N2 
viruses  (,\/\hctoria/75).  t herefore,  it  was  lelt 
that  with  the  population  having  never  been  ex- 
posed to  this  new  strain  of  A influenza,  the  po- 
tential for  a pandemic  of  influenza  was  a real 
possibility.^ 

Fhe  time  schedule  for  the  program  called  for 
vaccine  preparation  testing  in  over  700  volun- 
teers. Fhe  evaluation  of  the  test  data  was  to  be 
completed  in  late  June.  Wdiile  testing  ]>ro- 
ceeded,  an  overall  natimial  strategy  of  vaccina- 
tion was  developed  by  federal,  state  and  local 
officials.  Nationally,  campaigns  were  {danned  to 
be  condticted  beginning  with  bivalent  vaccine 
directed  at  high-risk  groups  in  July  and  Augtist. 

‘Director.  Division  of  Communicable  Diseases.  Arkansas  Depart- 
ment of  Health,  4815  West  Markham  Street,  Little  Rock.  Arkansas 
72201. 


1 his  was  to  be  lollowed  by  monovalent  vaccine 
campaigns  directed  at  the  general  population  in 
•September,  Octolier  and  November.  Flie  objec- 
tive was  to  complete  vaccination  iteloie  the  peak 
of  the  infhienza  transmissioti  season. - 

From  the  beginnitig,  the  program  w;is  jdaigited 
with  proljletns.  Initially,  there  was  a two-month 
delay  in  vaccine  availalrility  related  to  the  ^■ac- 
cine  manufacturers  being  unable  to  secure  liabil- 
ity iustirance.  This  was  not  resolved  tititil  12 
.August  when  Congress  passed  a law  providing 
widespiead  coverage  for  matndacturers  and  re- 
cipients of  vaccine.  A stipttlation  of  the  .\ct  re- 
quired that  all  Iversons  receiving  vaccine  fur- 
nished by  the  national  program  were  required 
to  read  and  sign  a tonsent  form  and  the  states 
were  reqtnred  to  maintain  these  sigtied  forms  for 
a period  of  three  years.  The  delay  resulted  in 
the  program  being  deferred  until  1 October. 

Differences  in  immunological  lesponse  to  the 
variotts  vaccines  resitlted  in  a series  of  compli- 
cated recommetidations  for  vaccine  use.  Itiitially, 
there  were  no  recommetulatiotis  for  the  pediatric 
age  group.  The  recommendatiotis  for  this  age 
group  were  not  made  until  the  latter  ])art  of 
September.  In  addition,  a specific  vaccine,  foi 
the  18-21  year  age  grotqr  was  not  received  until 
the  day  the  program  began.  A total  of  four  vac- 
cines were  jrroduced,  w4iole  virus  monovalent 
A 'New  Jersey/76,  split  virus  monovalent  A/New 
Jer,sey/76,  s]>lit  virus  bivalent  A New  Jersey/76 
—A/Victoria/75,  and  monovalent  B Hong 
Kong.  72.  1 he  latter  \ accine  was  not  furnished 
througli  the  national  program.  It  was  ]>i()duced 
in  a limited  cpiantity  and  was  not  made  available 
through  the  state  program.  The  initial  ship- 
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nients  ol  vaccine  were  touiul  to  be  inaclec|uately 
lalielecl  to  clistinguish  lietween  tlie  “whole”  and 
“split"  virus  vaccines,  which  added  further  con- 
fusion. 

1 he  signed  consent  form  and  the  mtdtiple  vac- 
cines with  specific  recpniements  for  various  age 
groups  restdted  in  a logistic  nightmare  for  public 
clinics.  This  was  the  first  mass  imnumi/ation 
program  in  this  country  where  more  than  one 
vaccine  was  used  to  immnni/e  against  a single 
disease. 

On  October  7,  in  Pennsylvania,  three  nursing 
home  patients  age  71  to  75  died  of  heart  attacks 
within  hours  after  receiving  influenza  immuniza- 
tions. No  evidence  could  be  found  to  implicate 
the  vaccine.  However,  the  widespread  publicity 
of  the  iuciclent  lesulted  in  several  states  tempo- 
larily  discontinuing  their  prctgrams  as  well  as 
creating  more  degree  of  ajrprehension  in  the 
general  po]Julation. 

Late  in  November  a number  of  ca.ses  of  Guil- 
laiu-Barre'  syudrome  were  detected.  Further  in- 
vestigiition  revealed  a higher  rate  among  vac- 
cinees  than  among  those  not  vaccinated.  On  I)e- 
cembei  lb,  the  vticcination  program  was  sus- 
pended ;uid  an  intensive  naticjnwicle  investiga- 
tion was  condticted  as  the  relative  ri,sk  of  GBS 
in  vaccinees  w;is  fotmcl  to  be  12  times  greater 
than  expected,  d he  association  of  GB.S  with  in- 
fluenza immtinization  has  resulted  in  numerous 
liability  claims  which  are  estimated  to  cost  one 
billion  dollars  to  resolve. 

The  moratorium  of  iidluenza  vaccine  remained 
in  effect  until  9 February  1977.  At  this  time,  the 
secretary  of  DflEW  recommended  that  the  B 
Hong  Kong  and  Bivalent  A/Victoria  — A/New 
[ersey  vaccines  be  released  for  use,  but  not  the 
monovalent  A/New  Jersey.  His  decision  was 
based  on  a recent  otitbreak  of  A/Victoria  in- 
fluenza in  a Afiami,  Florida,  nursing  home  which 
was  felt  to  constitute  a risk  for  widespread  in- 
fection with  this  virus. This  decision  only 
created  further  confusion  and  loss  of  confidence 
among  the  general  ]>opidation.  The  reason  be- 
ing that  in  recommending  A/Victoria  vaccine, 
this  vaccine  had  only  been  produced  as  a bivalent 
vaccine  in  combination  with  the  A/New  Jersey 
for  which  the  moritoritnn  had  not  been  lifted. 
This  also  necessitated  the  printing  of  a new  con- 
sent form  which  included  a warning  about  GBS. 

More  than  46  million  doses  of  influenza  vac- 
cine  were  administered.  This  is  more  than  twice 


the  amount  normally  produced  each  year,  20 
million  tlo.ses.  'Fhe  coverage  rates  by  states  ranged 
from  less  than  ten  percent  to  over  SO  percent, 
with  a national  average  of  .S2  percent.  There 
were  over  100  million  doses  of  infhienza  vaccine 
in  stock  at  the  end  ol  the  influenza  season. - 

Since  .5  July,  1976,  over  39  thousand  specimens 
were  submitted  to  lalioratories  in  the  LInited 
States  that  participate  with  the  CDL  influenza 
surveillance  program.  4'he  majority  of  the  iso- 
lates were  B Hong  Kong  (2236)  anti  147  were 
influenza  A.  T hree  influenza  .\  swine-like  (A  ' 
New  Jersey/76)  virsuses  were  isolated  from  hu- 
mans in  December  and  January.  All  sulijects  had 
clinical  infhienza  and  all  were  in  contact  with 
swine.^  Aforlhdity  and  mortality  form  influenza 
remained  below  the  epidemic  threshold  through- 
out the  nation. 

Fhe  recommendation  for  influenza  vaccine 
for  the  1977-7S  season  is  a Ihvalent  vaccine  con- 
taining .A  \^ictoria/75  and  B ^Hong  Kong '72. 
T he  vaccine  will  be  available  in  “split  virus” 
and  whole  virtis  preparations.  Split-virus  vac- 
cines, which  contain  antigens  produced  by  chem- 
ically disrupting  the  influenza  virus,  have  been 
associated  with  somewhat  few^er  side  effects  than 
whole-virus  vaccines  appear  to  be  somewhat  less 
effective  in  eliciting  antibodies  when  given  as  a 
single  dose  to  persons  tvho  have  not  been 
“jrrimed”  by  exposure  to  related  virtises  in  nattire 
or  through  vaccination.  Cfeneral  recommenda- 
tions for  the  use  of  vaccine  remains  unchanged. 
Incltided  for  annual  imnuinizations  are  the  high 
risk  groups  and  j>ersons  over  65  years  of  age.  The 
split  virus  vaccine  is  recommended  for  |jersons 
under  IH  years  of  age  and  either  vaccine  can  be 
used  for  tho.se  18  years  and  older.® 

SUMMARY 

In  March  of  1976  the  President  of  the  United 
States  announced  a National  Influenza  Immtini- 
zation Program  whose  goal  was  to  immunize  the 
entire  poptdation  prior  to  the  beginning  of  the 
influenza  season.  This  decision  w'as  based  on  five 
isolations  of  a new  strain  of  influenza  virus.  A/ 
Nets'  Jersey/76  (Hsw  I N).  It  was  felt  that  this 
new'  strain  has  the  potential  for  causing  a pan- 
demic. 

The  program  was  beset  with  problems  from 
the  beginning.  It  was  delayed  two  months  by  the 
inability  of  manufacturers  to  secure  liability  in- 
surance. This  resulted  in  signed  consent  forms 
being  retpiired  for  all  vaccine  recipients.  Dif- 
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leic'iucs  in  ies|x)nse  to  the  vaiions  vaccines  le- 
snltecl  in  a series  of  coin])licate(l  vaccine  lecoin- 
inenclations. 

The  program  was  snspencled  when  an  associa- 
tion was  made  between  vaccine  recijhents  and  tlie 
occnrrence  ot  a mimher  ol  cases  ol  the  (iinllain- 
liarre’  syndrome.  Later  .\/\'ictoria  vaccine  was 
recommended  lor  use  hot  in  order  to  olttain  it 
only  bivalent  vaccine  was  available  which  con- 
tained the  New  Jer.sey.  Lhe  latter  vaccine  had 
not  been  released  lor  use. 

Inllnenza  A activity  thronghont  the  nation  re- 
mained at  a low  level.  Only  three  additional 
cases  ot  .swine  intlnen/a  were  reported.  ,\11  cvf 
the.se  cases  were  associated  with  swine  contact. 

I'he  resulting  contusion  and  distrust  toi  the 
program  resulted  in  those  public  otticials  who 
were  resjjonsible  tor  the  j^rogram  being  relieved 
trom  their  jobs  and  an  adverse  ettect  on  the  pub- 
lic's acceptance  ot  immunizations. 


Vaccine  i ecommendal  ions  lot  1!)77  are  in- 
clnded. 
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Hypertension 

Alfreid  Kahn,  Jr.,  M.D. 


I Jypertensive  disease  is  a killer  disease,  and 
d(?spite  much  research  there  are  vast  areas  of 
hyjaertensive  disease  wdiich  are  still  unexplored  — 
diagnostically  and  therapeutically.  Hypertension 
has  been  classically  divided  into  primary  and 
secondary  — but  the  boundaries  between  the  two 
are  becoming  a bit  obscure.  Essential  hyper- 
tension was  the  disease  left  when  all  causes  of 
secondary  hypertension  were  ruled  out  — they 
usually  include  brain  tumor,  pituitary  disease, 
thyroid  disease,  coarctation  of  the  aorta,  adrenal 
disease  and  renal  disease.  Since  secondary  hyper- 
tension is  often  remediable,  it  is  important  to 
discover  these  cases  although  they  represent  a 


much  smaller  group  than  essential  or  primary 
hy]fertension. 

(irim,  ^\'^einberger,  Higgins  and  Kramer  have 
published  a comprehensive  prottzcol  to  be  used 
in  the  diagnosis  of  secondary  hypertension 
(JAMA,  Volume  237,  Page  1331,  March  28,  1977). 
They  have  made  a very  good  “flow”  sheet  show’- 
ing  their  technique  of  haudling  the  patient.  The 
authors  stress  that  estrogens  must  be  stopped  — 
and  so  must  drugs  as  spironolactone.  One  of  the 
first  tests  is  an  intraveneous  pyelogram  for  gTOss 
renal  defects;  in  this  regard  infusion  tomographic 
technitpie  is  often  reliable.  Patients  were  then 
stdjinitted  to  renal  arteriography  to  identify  dis- 
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case  of  the  renal  arteries.  If  the  renal  arterio- 
grams were  not  noiinal,  the  patient  was  schecl- 
nletl  for  a later  renal  vein  catheterization  study 
to  collect  blood  renin  samples  from  both  renal 
veins  — ordinarily  this  was  done  three  days  later 
than  the  renal  arteriography.  On  the  two  days 
between  the  arterial  and  venous  sttidies,  the 
patient  was  submitted  to  some  biochemical  re- 
views: on  the  first  of  these  days,  the  jratient  re- 
ceived a saline  infusion  after  blood  samples  were 
taken  in  the  upright  position  — for  renin  and 
aldosterone  samples  were  taken  after  two  liters 
ol  normal  saline.  A 24-honr  urine  catch  was  also 
made  for  creatinine  and  catecholamines.  The 
primary  purpose  of  this  test  was  to  determine  if 
the  renin-angiotensin-aldosterone  system  could  be 
snpjiressed  — searching  for  primary  aldoste- 
ronism. d’he  second  day  of  biochemical  tests  con- 
sisted of  using  fiirosenide  to  trigger  the  release 
of  renin  by  vohtme  and  sotliitm  repletion.  Blood 
samples  were  taken  before  depletion  for  renin 
and  the  next  day  blood  samples  for  electrolytes 
and  creatinine  level  w'ere  obtained,  d he  reader 
is  referred  to  the  article  for  the  precise  technique 
used  by  the  authors. 

I’he  best  interpretation  of  the  WTinberger, 
et  ah,  article  pertaining  renin,  etc.,  is  Edgar 
Halier’s  lecture  entitled  “The  Role  of  Renin  in 
Normal  and  Pathological  Cardiovascidar  Homeo- 
stasis” puldished  in  Circidation  (Volume  .54,  Page 
819,  December,  1976).  .\s  he  jioints  out,  ablation 
studies  on  the  so-called  renin  angiotensin  system 
cannot  lie  jierfornied,  but  with  inhibitors  the 
same  effect  can  be  obtained.  Renin  is  made  and 
lield  ready  for  tise  in  cells  belonging  to  the 
juxtaglomerular  apparatus.  Halier  calls  this  “the 
center  of  a feedback  loop  which  serves  to  regulate 
lilood  pressure  and  probably  intravascular  vol- 
ume by  modulating  the  rate  of  renin  secretion.” 
The  release  of  renin  seems  to  relate  to  sodium 
concentration  in  the  distal  tubtde,  afferent  arteri- 
ole blood  pressure,  plasma  antiotensin  level  and 
impulses  from  the  sympathetic  nervous  system. 
Continuing,  Haber  explains  that  renin  causes 
tlie  formation  of  Angiotensin  II  w'hich  is  a vaso- 
constrictor stimulator  of  the  central  nervous 
system's  vasoconstructive  actions,  and  stimidator 
of  the  adrenal  gland  — to  release  aldosterone. 
.\ldosterone  causes  sodium  retention  and  thus 
enlarges  vascular  volume  and  increa.ses  blood 
pressure.  The  baroceptors  in  the  kidney  are 
stimulated  by  the  results  of  the  aldosterone  secre- 


tion and  the  prodtiction  of  renin  decreases. 
Renin  has  no  direct  action  on  the  feedback  loop; 
instead  it  acts  on  angiotensinogen  — formulating 
Angiotensin  I and  later  II  is  formed.  Inhibitors 
of  renin  have  been  fotnid  enabling  precise  studies 
to  be  made.  Using  newer  techniques  two  feed- 
back loops  have  been  demonstrated:  renin  secre- 
tion is  controlled  by  blood  pressure  and  by  Angio- 
tensin II.  These  results  apply  to  experimental 
animals  and  to  man.  Furthermore,  Angrotensin 
II  seems  to  be  essential  to  renovascular  hyper- 
tension, according  to  Haber. 

I here  is  an  excellent  symposium  on  hyper- 
tension in  the  May,  1977,  issue  of  The  Mayo 
Clinic  Proceedings.  Of  particular  interest  is  the 
keynote  address  by  Genest,  Nowaezynski,  Kuchel, 
Boticher,  and  Rojo-Ortega,  entitled,  “The  Role 
of  the  Adrenal  Cortex  in  Human  Essential  Hy- 
pertension” (P.  291).  Their  discussion  points 
out  that  hypertension  can  be  caused  by  excessive 
salt  intake  in  predisposed  people,  loss  of  vascular 
wall  elasticity.  Angiotensin  II  excess,  loss  of  kid- 
ney tissue,  increa.sed  cardiac  outptit,  aldosterone 
excess,  polycythemia,  increased  blood  viscosity, 
adrenalin,  thyroxine,  and  licorice.  Despite  this 
knowledge,  the  cause  of  jirimary  hypertension  is 
not  known.  Genest,  et  ah,  postidate  that  essential 
hypertension  is  due  to  several  factors  which 
interplay,  among  them  being  cardiac  output  and 
vohmie  factors  interplaying  with  increased  pe- 
ripheral resistance  due  to  the  adrenal  cortex 
Angiotensin  II,  ti.ssue  isorenins,  sympathetic  ac- 
tivity, and  catecholamines.  Extending  this  theory, 
they  feel  that  human  essential  hypertension  is 
the  result  of  a state  of  too  much  “tone”  in  the 
arterioles  due  to  "a  disruption  of  the  equilibrium 
between  the  sympathetic  nervous  system  activity 
and  the  catiomic  content  of  the  arteriolar  smooth 
muscles.”  Calcium  migiation  may  play  a key 
role  in  this  state  of  heightened  tone  of  the 
arterioles.  From  this  last  hypothesis  of  a dis- 
rupted equilibrium,  the  authors  have  evolved 
two  modes  of  hypertension.  Model  one  is  char- 
acterized by  increased  sympathetic  activity  as  in 
pheochromocytoma,  neurologic  diseases,  and 
tension.  Model  two  is  characterized  by  normal 
sympathetic  activity  but  in  which  the  carion 
changes  in  smooth  mtiscle  of  the  arterioles  cause 
excessive  response  to  the  cathecolamines;  this 
could  be  due  to  excessive  salt  intake  or  disturb- 
ance of  the  mineral-corticoid  activity;  a varia- 
tion known  as  Model  2 Type  B is  thought  to 
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be  due  lo  ex('cssi\c  An<> ioieiisiii  11.  (ieiiesi 
points  out  tiiat  the  tieatmeut  of  hypei tension 
is  (1)  to  decrease  sympathetic  activity  at  any 
level  so  that  non  epincphiine  cannot  l)e  leleased 
at  the  neuromuscular  junctions  in  the  arterioles, 
and  (2)  to  antagonize  mineralocorticoid  activity 
or  deplete  the  level  of  body  sodium.  Cicnest, 
et  al.,  interpret  their  studies  to  indicate  that  in 
mild  hypertension  aldosterone  metabolism  is 
tlisturbed  and  there  are  increa.sed  concentrations 
in  the  plasma  ot  18  hydro.\y-ll-deo.\ycorti- 
costerone;  this  is  especially  true  with  high  sodi- 
um chloride  intake,  llie  authors  also  take  issue 
with  the  idea  that  a single  plasma  renin  activity 
sample  can  be  used  as  a measuring  stick  for  hy- 
pertensive patients  so  that  they  can  be  classified 
into  various  renin  subgroups  as  high,  normal, 
low.  It  is  of  incidental  interest  that  renin  is 
lower  in  older  groups  and  in  blacks. 

There  are  other  significant  papers  in  this  sym- 
]X)sium.  Bravo,  Khosla  and  Bumpers  have 
studied  a fragment  of  Angiotensin  II  that  has 
similar  effects  to  Angiotensin  II;  it  can  be  gen- 


erated in  plasma  or  tissues.  It  is  a heptapejitide 
containing  a coohterminal.  Williams,  DIuhy 
and  .\foore  report  that  “the  hypertensive  pa- 
tients as  a group  hatl  a significantly  greater  plas- 
ma aldosterone  increment  to  inlusetl  Angiotensin 
II  than  did  salt  loaded  noi  inotensive  control 
subjects:  they  also  state  that  in  so  called  normal 
renin  hypertension,  some  patients  may  have  in- 
creased or  reduced  adienal  responsiveness  to 
angiotensin  11  dejx.‘nding  on  the  amount  of  salt 
ingested.  Melby  aiul  Dale  report  that  18  Hy- 
droxy-11-droxycorticosterone  is  a precursor  to 
IGa,  18  hydroxy  l l-Deoxycorticosterone;  the  lat- 
ter is  thought  to  suppress  renin  in  some  patients. 
Lastly,  Hollifiekl,  Slaton,  ^Vhlson,  Bennett,  Yar- 
bro,  Island  and  Liddle  suggest  in  their  review 
that  an  unknown  mineralo  corticoid  substance 
may  play  an  important  role  in  low  renin  hyper- 
tension. 

There  are  no  firm  answers  to  the  questions 
posed  by  hypertensive  disease  but  there  are  a 
number  of  lines  of  investigation  which  eventually 
may  offer  some  solutions. 
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THE  MONTH  IN  WASHINGTON 

Strong  pressure  Irom  President  Carter  and 
other  Administration  officials  and  a desire  by 
Congress  to  get  some  handle  on  rising  health  care 
costs  appear  to  be  weakening  Congress’  previous!) 
firm  sentiment  against  the  Administration’s  Hos- 
pital Cost  Containment  program.  Some  Hill  ob- 
servers now  believe  the  plan  — in  some  form  or 
other  — is  picking  up  enough  momentum  to  clear 
Congress  this  year,  a possibility  viewed  as  remote 
earlier  in  the  session. 

d he  Cost  C.ontainment  plan  calls  for  imposi- 
tion of  an  annual  ceiling  of  about  nine  percent 
on  all  hospital  revenue  increases.  It  places  a $2.5 
billion  limit  on  capital  expenditures.  Major 
health  provider  groups,  including  the  .American 
Hospital  .Association  and  the  .American  Medical 


Association,  have  as.sailed  the  plan  as  a revival 
of  the  discredited  wage  and  price  freeze  sev'eral 
years  ago. 

Other  versions  of  the  .Administration’s  plan, 
however,  are  taking  shape  in  the  Congress.  Here 
are  some  recent  developments: 

★ Rej>.  Paul  Rogers  (l).-Fla.),  Chairman  of  the 
House  Commerce  Subcommittee  on  Health,  has 
introduced  a modified  version  of  the  .Administra- 
tion bill  and  held  one  day  of  jtublic  healings. 

^ The  Plouse  Ways  and  Afeans  Subcommittee 
on  Health  headed  by  Rep.  Dan  Rostenkowski 
(D.-lll.)  has  started  marking  up  a measure  follow- 
ing introduction  of  a version  by  Rostenkowski. 

★ Sen.  Edward  Kennedy  (D.-Mass.)  calletl  his 
Senate  Human  Resources  Subcommittee  on 
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Health  to  put  togetlier  a bill  containing  inajoi 
elements  ot  the  Aclininistration  plan. 

★ .Sen.  Richard  Schweiker  (R.-Pa.),  ranking  Re- 
publican on  Kennedy's  sidxommittee,  has  intro- 
duced an  alternative  jrlan  that  wotild  beef  up 
state  control  of  hospital  costs  and  prohibit  capital 
expenditures  for  18  months.  Schweiker  has  been 
joined  by  Sen.  Thomas  McIntyre  (D.-N.H.). 

Public  hearings  now  have  been  completed  on 
the  isstic  by  three  of  the  ionr  Congressional  com- 
mittees with  jurisdiction.  The  exception  — the 
Senate  Finance  Sidjconmnttee  on  Health  — has 
conducted  ])tiblic  sessions  on  legislation  by  Stib- 
committee  Chairman  Herman  Tahnadge  (D.-Ga.) 
that  is  limited  to  restrictions  on  Medicare-Medic- 
aid spending  by  hospitals,  but  cotdd  be  broad- 
enetl  to  indtide  all  reventies. 

Ciongress  takes  a month  vacation  during  Au- 
gust and  leaders  are  pushing  tor  an  October  re- 
cess date.  This  does  not  leave  much  time  for  the 
four  involved  committees  to  resohe  their  dif- 
ferences and  agree  on  such  a volatile  isstie  as 
controls  on  one  .segment  of  the  economy. 

Fhe  American  Medical  A.ssociation  has  testi- 
fied that  the  Rogers’  bill  “unfortunately  retains 
those  jrrograms  which  wotdd  in  elfect  allow  the 
(HFAV)  Secretary  to  determine  revenue  increases, 
capital  expenditures,  and  utilization  rates.”  The 
arbitrary  limitations  on  revenue  increases  “would 
jrrove  to  be  disastrous  for  many  hospitals,  espe- 
cially to  the  already  more  efficient  hospitals  and 
those  hospitals  which  are  located  in  rtiral  areas, 
said  Edgar  T,  Beddingficld,  Jr.,  M.D.,  Chairman 
of  the  AMA  Council  on  Legislation. 

Fhe  major  changes  made  in  the  Administra- 
tion plan  bv  Rogers  wotdd  extend  the  govern- 
ment’s power  to  regulate  the  purchase  of  new 
major  medical  etpiipment,  provide  incentives  for 
hospitals  to  eliminate  services,  and  award  hos- 
pitals for  cutting  costs.  Dr.  Beddingfield  latided 
the  concept  of  incentires,  but  tpiestioned  the  de- 
tails of  the  new  ])lan. 

The  AMA  official  .said  that  financing  incentive 
jrayments  to  hospitals  out  of  general  revenues 
raises  constitutional  cpiestions.  “.Shotild  Congress 
]jay  out  of  the  general  treasury  amounts  to  hos- 
jritals  for  providing  services  for  which  the  federal 
government  otherwise  has  no  obligation  to  pay? 
he  asked,  noting  that  all  in-patients,  not  jtist  fed- 
eral beneficiaries,  would  be  covered. 

Under  the  measure,  expensive  equipment  pur- 
chased for  tise  in  a physician’s  office  could  be 


sid)ject  to  a certificate  of  need  restriction.  Dr. 
Beddingfield  attacked  this  provision.  “Any  ini- 
tial inroads  into  medical  practice  seeking  to  con- 
trol physician  offices  or  the  actpiisition  of  prac- 
tice etpiipment  would  jeopardize  the  independent 
practice  of  professions,”  he  said. 

Dr.  Beddingfield  continned:  “.Such  an  action 
could  only  lead  to  more  stringent  controls  even- 
tually controlling  practice  locations  and  extent 
of  .services  available  and  affecting  tpiality  of  care. 
Medical  practice  — the  physician’s  office  in  par- 
tietdar  — should  not  be  treated  as  a public  util- 
ity.” 

Fhe  Charter  Administration  also  opposed  the 
amendments  recommended  by  Rogers.  Sticking 
to  their  game  plan  of  fighting  for  its  proposal 
with  no  changes,  HEW  officials  told  the  House 
Gommerce  Health  Subcommittee  that  the  stig- 
gested  changes  “have  much  long-run  potential,” 
but  “often  raise  more  questions  than  they  re- 
solve.” 

Karen  Davis,  Deptity  HEW  A.ssistant  Secretary 
for  Planning,  said  “we  simply  do  not  have  the 
time  to  refine  proposals  (stich  as  those  in  the 
Rogers  bill)  to  ensure  that  they  have  the  desired 
effect  and  preserve  administrative  simplicity.” 
The  Hospital  Cost  Containment  Act  as  originally 
jwopo.sed  shonld  be  enacted  “as  the  first  and 
desperately  needed  step  in  devising  a permanent 
solution  to  the  critical  national  problem  of  con- 
trolling rising  health  costs,”  she  said. 

# # # # 

A bill  before  the  Ciongress  wotdd  mandate  that 
prescription  drug  packages  wotdd  carry  a warn- 
ing label  stating; 

“Warning  to  physicians  and  patients  — the 
fetleral  Food,  Drug  and  Cosmetic  and  De- 
vices Administration  approves  this  drug  or 
device  for  the  following  purposes  and  no 
other  purpose.” 

Drtigs  would  be  accompanied  by  patient  pack- 
age iiTserts  approved  by  the  FDA  explaining  in 
layman’s  language  the  uses  of  the  drug,  a descrip- 
tion of  the  side  effects,  and  so  on. 

This  jrrovision  of  a sweeping  drug  measure 
])roposed  by  .Sen.  Edward  Kennedy  (D.-Mass.)  was 
attacked  by  the  AMA.  “By  setting  out  in  bold 
print  and  by  directing  the  warning  to  physicians 
and  patients,  the  statement  raises  a spectre  that 
a drug  as  prescribed  is  dangerous,”  said  Lowell 
H.  Steen,  M.D.,  a member  of  the  AMA’s  Board 
of  ’Frustees.  “We  believe  that  such  a phrase  un- 
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duly  inli  ucles  into  tlic  ])iacticc  ol  iiicdii  iiic  in  ;ui 
attempt  to  limit  in  some  mannei  the  use  ol  a 
diti,<>,  ” said  l)f.  Steen. 

■■  To  mandate  a diiij)  label  waiiiin»  that  in  any 
way  suggests  that  a di  tig  can,  because  ol  special 
ledeial  approvtd,  he  used  properly  lor  only  cer- 
tain conditions  anti  not  for  ;my  other  coiulition 
is  an  im[)ro|x.'r  attempt  to  restrict  the  necessary 
freedom  of  the  physician  to  prescribe  the  needetl 
treatment,”  Dr.  Steen  said. 

Dr.  Steen  notetl  that  the  AM,\  supports  cer- 
tain additions  to  the  drng  labeling  retpiirements 
anti  has  tlrtdtetl  ;i  hill  that  wonltl  retjtiire  certain 
infonnation  to  he  listed  on  the  tlrng  container 
dispensed  to  the  patient. 

But,  he  tt)ltl  Kennetly's  Health  Snheommittee, 
“it  is  highly  inapprojrriate  to  incltitle  a require- 
ment that  the  pro|rt)setl  wannng  he  jrlaced  on  all 
drng  labels.  Moreover,  we  believe  that  all  drugs 
should  not  he  retpdretl  to  have  patient  package 
inserts.  The  prejjaration  and  distribution  of  the 
information  to  he  required  in  the  patient  pack- 
age inserts  jxise  a number  of  profdems.  Patients 
differ  in  their  drug  requirements  with  respect  to 
dose,  duration  of  therapy  and  adjunct  medica- 
tion. I hey  also  differ  in  therapeutic  resjaonse, 
adverse  side  eliects  and  toxic  reactions.  ‘Patient 
package  insert’  migln  he  helpful  to  some  jtaiients, 
hut  might  confuse,  frighten  or  even  harm  other 
patients.” 

1 he  most  appropriate  source  for  a patient 
desiring  drug  information  is  the  physician.  Phe 
.-VM.\  official  testified  “we  do  not  heliese  that  it 
is  desirable  lor  the  Commissioner  of  Fl).\  to  pub- 
lish mini-treatises  on  drug  usage  for  dissemina- 
tion to  patients  for  all  drugs.  A professional 
judgment  on  what  is  the  best  treatmeni  for  the 
patient  is  the  physician's  responsibility  and  is 
made  on  the  basis  of  extensive  training  and  ex- 
perience.” 

Dr.  .Steen  spoke  favorably  of  a Kennedy  pro- 
\i.sion  for  an  expanded  drug-testing  program  for 
drugs  that  ha\e  not  set  receised  new-drug  ap- 
plication approval,  d'his,  he  said,  “could  be 
highly  benelicial  in  bringing  new  drugs  and 
chemical  entities  to  the  market  as  expeditiouslv 
as  possible.  There  have  been  indications  that  out 
pre.sent  systetn  ol  new-drug  ajjproval  has  led  to  a 
relative  ding  lag  between  the  United  States  and 
other  industriali/ed  countries.” 

* # * # 

Much  ol  the  autonomy  and  posvci  ol  the  ten 


llEW^  regional  ollices  have  been  eliminated  in  a 
major  reorgani/ation  by  HlAV  .Secretary  Joseph 
(ialilano. 

Powers  once  rested  in  the  Regional  Directois 
were  shilted  to  HLW'^  headcpiarters  in  Washing- 
ton, 1).  C.,  bringing  to  dust  the  goal  of  the  Nixon 
.\ihninistration  to  establish  “mini-HEW’s”  with 
substantial  independence  to  deal  with  regional 
probletns.  However,  the  ten  offices  with  tens  of 
thousands  of  enqrloyees  across  the  nation  svill 
stay  in  business,  but  with  much  closer  ties  to  the 
Nation's  Capital. 

Califano  designated  Eugene  Eidenberg  as 
Deputy  Under  Secretary  for  Intergovernmental 
■Affairs.  “In  this  role,  Mr.  Eidenberg  wdll  be  my 
principal  liaison  and  point  of  contact  on  a tlaily 
basis  with  the  PSROs,”  he  said. 

“In  the  past,”  he  said,  “there  has  been  con- 
fusion about  the  role  of  the  Regional  Offices  aiul 
often  considerable  discrepancy  between  the 
rhetoric  that  was  usetl  to  tlescribe  their  functions 
aiul  their  actual  functions.  The  Regional  Offices, 
on  paper,  were  mini-HFA\- s and  the  Regional 
Director  a field  secretary  with  line  direction  oser 
program  operations  in  the  field.” 

“Our  five-month  review  of  the  regional  o]rera- 
tions  has  led  to  the  conclusion  that  this  has  not, 
in  fact,  been  the  function  of  the  Regional  Offices 
and  that  it  should  not  be,”  Calitano  continued. 

Instead,  the  Secietary  said,  "the  reorgani/ation 
is  intended  to  provide  clear  and  direct  account- 
ability between  the  program  jreople  in  the  field 
and  their  respectire  headcpiarters  program  offices 
in  Washington,  without  the  jrreseiice  of  the  Re- 
gional Director  as  ‘middleman'.” 

1 he  reorgani/ation  will  make  the  heads  of  the 
Department's  major  |jrogram  divisions  (the  as- 
sistant secretaries  and  commissioners)  account- 
able lor  all  asjxjcts  of  the  operaiioiis  of  their 
]n()'’r;un  on  a natioinvide  basis. 

Califano  said  that  the  reorgani/ation  would  be 
implemented  gracinally  to  ticoid  disruption  of 
established  operations  and  to  minimi/e  any  ;icl- 
verse  impact  on  HIT\'  employees. 

# # * # 

d’he  .\.\l.\  is  supporting  a bill  to  increase  Vet- 
erans Administiiition  phvsician  and  dentist  |cay. 

The  legislation  before  the  .Semite  would  extend 
for  one  yetir  anthori/ation  (Pay  Comparability 
.\ct  of  H)75)  lor  the  .Vdininistr.'itor  of  the  W't- 
erans  Administration  to  procicle  .S|)ecial  pay  to 
eligible  physicians  and  dentists.  Ehe  bill  .also 
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provides  that  a physician  or  dentist  who  has 
entered  into  agreement  with  the  Veterans  Ad- 
ministration which  will  be  completed  during  the 
extended  authorization  period  may  enter  into  a 
new  agreement  not  to  exceed  four  years  in  dura- 
tion. 

In  a letter  to  the  Senate  Committee  on  Vet- 
erans Affairs,  James  H.  Sammons,  M.D.,  AMA 
Executive  Vice  President,  said; 

“ I’he  American  Medical  Association  has  been 
supportive  for  many  years  of  the  federal  govern- 
ment’s efforts  to  recruit  and  retain  career-minded 
health  piofessionals  for  federal  health  delivery 
progTams.” 

“We  urge  that  the  Congress  act  favorably  on 
this  legislation  and  to  assure  the  continuation  of 
current  authorities  to  provide  more  adequate  and 
equitable  compensation  for  physicians  and  den- 
tists in  the  Veterans  Administration  health  care 
system,”  said  Dr.  Sammons. 

# # # # 

In  remarks  Itefore  a recent  conference  in  Wash- 
ington, D.  C.,  on  the  subject  of  controlling  health 
care  costs,  Lewis  d Iiomas,  M.D.,  President  of 
Sloan-Ketteiing  Cancer  Center,  shared  these  fol- 
lowing thoughts  with  those  jnesent; 

“The  roster  of  major  diseases  that  have  become 
controllable  within  my  lifetime  made  up  the 
main  l)ody  of  the  textltooks  of  medicine  and 
jK'diatrics  in  the  1930's.  Most  of  this  transforma- 
tion occuiTed  in  the  field  of  infection,  thanks  to 
immunization  and  tlie  antibiotics,  but  there  have 
been  improvements  of  comparable  magnitude  in 
other  fields,  notalily  hematology.  .‘\nd  the  change 
is  still  going  on. 

“There  has  never  lieen  a time  like  it,  in  all 
the  long  history  of  medicine,  and  the  prospects 
strike  me  as  brighter  today  than  ever  before.  Of 
all  times  these  are  the  unlikeliest  for  slowing 
down  or  stopping  science,  or  for  trying  to  put 
restraints  on  technology.  We  w’ill  not  be  helped 
by  restraining  innovation,  we  will  simply  stay 
where  we  are,  imalde  to  change  the  largely  un- 
satisfactory and  costly  things  we  are  obliged  to 
do  for  the  diseases  whose  mechanisms  we  still 
fail  to  understand.  And  those  diseases  — heart 
disease,  cancer,  stroke  and  the  rest  — are  not 
going  to  go  away  Ity  themselves,  nor  are  we  going 
to  be  able  to  talk  tbem  away.  The  problems  are 
much  more  complex  and  profound  than  most 
people  realize  . . . there  is  within  medicine, 
somewhere  beneath  tlie  pessimism  and  discour- 


agement resulting  from  the  disarray  of  the  health 
care  system  and  its  stupendous  cost,  an  under- 
current of  unqualified  optimism  about  what  may 
lie  ahead  for  the  treatment  of  human  disease  — 
if  we  can  only  keep  learning.” 

# # # * 

AMA  ADDS  COMPUTER  SERVICE 

The  American  Medical  Association  is  offering 
a new  service  to  its  members  — individualized 
consultation  for  computer  systems  in  their  med- 
ical practices.  The  consultants  on  staff  can  pro- 
vide expert  guidance  for  those  physicians  who  are 
considering  incorporation  of  computer  capabili- 
ties into  their  practices  or  ctirrent  users  wanting 
to  improve  or  expand  their  computer  applica- 
tions. 

The  charge  for  the  service  is  $200  per  day  plus 
expenses.  The  actual  number  of  days  required 
per  client  dej>ends  on  the  size  of  the  organization 
and  the  complexity  of  activities  being  analyzed. 
The  average  required  time  is  two  to  three  days. 

For  further  information,  contact  Mr.  John  A. 
Guerrieri,  Jr.,  Computer  Systems  in  Medicine, 
American  Medical  As,sociation,  53,5  North  Dear- 
born Street,  Chicago,  Illinois  60610,  or  call  (312) 
751-6417. 


THINGS 


TO 

COME 


ARKANSAS  PHYSICIAN-NURSE  JOINT 
PRACTICE  COMMITTEE  DINNER 

The  annual  convention  of  the  Arkansas  State 
Nurses  As.sociation  will  be  held  October  27-29  at 
the  Camelot  Inn,  I.ittle  Rock. 

The  Arkansas  Physician-Nnrse  Joint  Practice 
Committee  dinner  will  be  held  on  Thunsday, 
October  27th.  It  will  feature  a physician-nurse 
practitioner  panel  presentation.  Physicians  are 
invited  to  attend.  There  will  be  a cash  bar  at 
6:00  P.M.  and  a Dutch  treat  dinner  at  7:00  P.M. 


NINTH  ANNUAL  CANCER  FORUM 

I’he  Ninth  Annual  Arkansas-Oklahorna  Can- 
cer Forum  will  be  held  at  the  Sheraton  Inn  in 
Fort  Smith  on  November  17  and  18.  The  Forum 
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h;i,s  been  approx fd  lor  eleven  liours  ol  (oiitiniiiii” 
medical  eduealiou  credit  by  (lie  American  Med- 
ical Association  and  by  the  American  Academy  of 
Family  Physicians  (prescribed  credit). 

Distinginshed  <>iicst  sjteakers  from  ont-of-state 
will  include  Frank  Ranscher,  Ph.l).,  Senior  \dce 
President  for  Research  of  the  American  Cancer 
Society;  I.  Bernard  Weinstein,  M.l).,  Profe.ssor 
of  Medicine  at  Columbia  University  Afedical 
School:  Charles  Coltman,  |r.,  M.D.,  Chairman  of 
the  Division  of  Oncology,  Lackland  Air  Foice 
Base:  Ralph  Johnson,  Chairman  of  the  Radia- 
tion Therapy  Department  of  the  National  Can- 
cer Institute;  Alfred  S.  Ketchnm,  Chief  of  On- 
cology at  the  University  of  Miami;  Edward  M. 
Copeland,  Professor  of  Surgery  at  the  Flniversity 
of  Texas  Health  Sciences  Center;  and  Sandra 
Norman,  M.l).  Anderson  Hospital  and  Fiimor 
Institute. 

Further  information  may  be  oljtained  from  the 
Arkansas  Division  of  the  Cancer  .Society,  Post 
Office  Box  3822,  Little  Rock,  72203.  Telej>hone 
664-3180. 

MEDICINE-RELIGION  SYMPOSIUM 

A one-day  seminar  on  Recurrent  Religions 
Themes  and  Their  Medical  Significance  is  sched- 
nled  for  Decemlier  3,  1977,  at  the  University  of 
Arkansas  for  Medical  Sciences,  Little  Rock. 
Joseph  Norton,  M.D.,  of  Little  Rock  and  Wayne 
Oates,  Th.D.,  Professor  of  Psychiatry  and  Di- 
rector of  Program  in  Ethics  and  Pastorial  Coun- 
seling, University  of  Louisville  School  of  Medi- 
cine, Louisville,  Kentucky,  xvill  speak  on  “Re- 
ligions T hemes  of  Desperation;"  .\mail  Chndy, 
M.D.,  of  North  Little  Rock  and  Dr.  Oates  will 
discuss  “Religions  T hemes  of  Hope,”  and  Ken 
Lilly,  M.D.,  of  Fort  .Smitli  and  Dr.  Oates  will 
speak  on  “Marks  of  a Genuine  Religions  Faitli." 
Others  participating  in  the  program  are  C.  R. 
Ellis,  M.D.,  of  Malvern,  Chairman,  .Society’s  Com- 
mittee on  Medicine  and  Religion,  Janies  Dennis, 
M.D.,  of  Little  Rock,  Fred  Henker,  M.D.,  of 
Little  Rock,  and  the  Reverend  Rnfns  Womble, 
Rector,  Christ  Episcopal  Church,  Little  Rock. 

T he  course  is  co-sponsored  by  the  .Arkansas 
Medical  Society  Committee  on  Medicine  and  Re- 
ligion, and  the  University  of  Arkans.is  College 
of  Medicine’s  Departments  of  Continuing  Etln- 
cation  and  Psychiatry. 

T he  symposium  is  designed  for  family  and 
general  practitioners,  obstetricians  and  gynecol- 


ogists, surgeons,  and  internists.  It  is  open  to  min- 
isters, nurses,  psychologists,  and  social  workers. 
Registration  closes  December  1st.  Registration 
fee  of  ,|10  inclndes  lunch. 

Eor  reservations  and  further  information,  con- 
tact Dr.  Neil  .Sims,  Director,  Continuing  Educa- 
tion foi'  Physicians,  Slot  52.5,  University  of  Ar- 
kansas College  of  Medicine,  Markham  at  Hooper, 
Little  Rock,  .Arkansas  72201.  Telephone  661- 
5261. 

o 

B I T U A R Y 

WILLIAM  J.  BUTT,  M.D. 

Dr.  William  J.  Butt  of  Eayetteville  died  .August 
2,  1977,  at  the  age  of  sixty-five.  A 1939  graduate 
of  the  FIniversity  of  Arkansas  School  of  Afedicine, 
Dr.  Butt  was  a retired  general  practitioner  who 
had  served  as  Director  of  Student  Health  at  the 
University  of  .Arkansas  in  Fayetteville. 

Dr.  Butt  was  a member  of  the  AAhtshington 
County  and  .Aikansas  Afedical  Societies,  and  the 
American  Afedical  .Association.  He  xvas  a veteran 
of  AAMrld  War  H and  a member  of  the  Afethodist 

Church.  He  is  survived  bv  his  widow.  Airs. 

/ 

Frances  Blakely  Butt  and  a son,  David,  of  West 
Fork. 


ANSWER  — Electrocardiogram  of  the  Month 

The  rhythm  is  marked  sinus  bradycardia  with  junctional 
escape  rhythm.  AV  conduction  is  intact.  Note  that  anti- 
grade conduction  of  beat  4 of  the  second  strip  and  retro- 
grade conduction  thru  AV  node  in  the  rest  of  the  beats 
are  intact,  as  retrograde  P waves  are  seen  in  all  but 
beat  4 of  strip  1 and  beat  4 of  strip  2.  The  correct 
therapy  is  pacing. 

When  the  patient  was  paced,  she  diuresed  and  her 
blood  pressure  normalized  as  cardiac  output  increased. 
Lidocaine  would  have  suppressed  the  junctional  escape 
rhythm  and  further  decreased  the  rate.  Quinidine  would 
be  worse  as  it  would  suppress  the  junctional  mechanism 
and  further  suppress  the  sinus  mechanism.  Dilantin  will 
speed  conduction  thru  the  AV  node  but  there  is  no  block 
at  the  AV  node. 
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DR.  KILLOUGH  APPOINTED 

Dr.  Larry  R.  Killough  lias  been  appointed  to 
a live-year  term  on  the  State  Hospital  Board. 
Dr.  Killongh  is  a Family  Practitioner  with  the 
}oseph-Killongh  Clinic  in  Searcy. 

AMITY  GAINS  PHYSICIAN 

Dr.  Lois  Richie  recently  began  Family  Prac- 
tice in  Amity. 

DR.  MONEY  TO  DUMAS 

Dr.  William  Money  has  joined  Drs.  Guy  LI. 
Robinson  and  Howard  R.  Harris  in  practice  at 
the  Robinson  Clinic  in  Dumas.  Dr.  AToney  is  a 
native  oi  New  York  who  received  his  medical 
training  in  Arkansas. 

DR.  JAYARAMAN  SPEAKS 

Dr.  R.  K.  Jayaraman  discussed  new  technicjiies 
in  the  field  of  Cardiology  at  a recent  meeting  of 
the  Hot  Springs  Rotary  Club. 

DR.  ROGERS  ELECTED 

Dr.  Henry  B.  Rogers  has  been  elected  to  the 
Board  of  Directors  of  the  First  National  Bank 
of  El  Doratlo. 

DOCTORS  RECEIVE  GIFT 

Drs.  Harold  and  Nancy  Haller  received  a gift 
ol  appieciation  for  their  two  years  of  service  to 
the  residents  of  Newton  County,  d'he  gift  was 
])resented  to  the  Hallers  from  the  Board  of  Di- 
rectors of  the  Newton  County  Medical  Centei. 

NEW  RADIOLOGY  CHIEF 

Di.  Ertiest  (.  F'erris  has  been  appointed  Pro- 
lessor and  Chairman  of  the  De]jartment  of  Radi- 
ology at  the  University  of  .\ikansas  College  of 
Medicine.  Dr.  Ferris  jireviousl)  served  as  Pio- 
lessor  ami  duel  of  Radiology  at  the  Poston  Llni- 
versity  School  of  Medicine. 

DR  SALTZMAN  PRESENTS  AWARD 

Dr.  Ben  Salt/man  of  f.ittle  Rcxk,  Chairman  of 
the  Society's  Committee  on  Public  Health,  re- 
cently jMesented  the  1977  4-H  Flealth  Project 
.\ward  to  .Miss  Fammy  Roberts  ol  \'ell  County. 
.Miss  Roberts  received  the  award  for  an  illustrated 
talk  on  “Mental  Health.” 

HOLT-KROCK  CLINIC  INCREASES 

Four  tiew  jjhysicians  have  been  added  to  the 
staff  of  Holt-Krock  Clinic  in  Foi  t Smith,  d'hey 
are:  Dr.  .Michael  Dulligan,  Neuiology;  Dr.  Sin- 


Dr.  lk*n  Salt/nian  presents  award  to  Miss  Tanimv  Roberts. 

ciair  .\rmstrong,  Urology:  Dr.  James  DeGueurce, 
Obstetrics-Gynecology:  and  Dr.  William  Sherrill, 
Orthopaedics. 

DR.  POFF  RELOCATES 

Dr.  Joseph  H.  Poff  has  recently  joined  the  staff 
of  the  Heber  Springs  Clinic.  Prior  to  moving  to 
Hebei  Springs,  Di . Poff  ])i  act  iced  in  I’lumann 
lor  sixteen  years. 

DR.  STINNETT  BECOMES  DIPLOMATS 

Dr.  ).  1..  Stinnett,  )i.,  has  become  a Diplomate 
of  the  .American  .Academy  of  Pediatricians.  He 
is  associated  with  the  Searcy  .Medical  Clinic. 

OFFICERS  ELECTED 

Dr.  Mike  Weber  has  Iteen  elected  president 
ol  the  House  Staff  at  the  University  of  .Arkansas 
College  of  Afeclicine  for  1977-78.  f)r.  Richard 
Jones  was  elected  vice  president,  and  Dr.  Robert 
W'hite  was  elected  treasmer. 

DR.  HENDREN  LOCATES 

Dr.  Mike  Henchen  has  become  an  associate  of 
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Di's.  David  H.  (llicairs  and  Ciai  1 K.  Wenger  in 
their  practice  at  -KIO  Doctors  Paik  in  Little  Rock. 

DR.  GLOVER  TO  FORT  SMITH  GROUP 

Drs.  J.  F.  Kelsey,  Robert  L.  Slieinian,  AV.  P. 


Phillips,  Homer  Fllis,  and  .Marshall  Hyde  liave 
announced  the  association  ol  Dr.  Ihiice  (dover 
in  their  pi  .ac  t ice  ol  Obstetrics  and  Ciynecology  at 
108  .South  Kith  Street  in  Fort  Smith. 


DR.  ROBERT  W.  FORE 

I'he  Garland  County  Medical  Society  has  an- 
nounced that  Dr.  Robert  W.  Fore  is  a new  mem- 
ber of  that  Society. 

Dr.  Fore  was  beam  in  Pine  Bluff  and  received 
his  B.S.  degree  from  the  State  College  ol  .\i  kansas 
in  1909.  He  was  graduated  from  the  University 
of  Arkansas  College  of  .Medicine  in  1973  and  in- 
terned at  St.  Vincent  Inlirmary.  He  was  in  Radi- 
ology residency  training  at  the  Lbiiversity  of  Ar- 
kansas Medical  Center  from  1971  to  1977.  Dr. 
Fore  is  an  Instructor  in  the  Radiology  Depart- 
ment at  the  University  of  .Arkansas  College  of 
.Medicine. 

Dr.  Fore  practices  Radiology  .it  901  ^Vest 
Cband  in  Hot  Springs. 


DR.  EDWIN  FONTENOT,  JR. 

I he  Baxter  County  .Medical  Society  has  ac- 
cepted Dr.  Felwin  Fontenot,  [r.,  into  its  mendier- 
shij).  Dr.  Fontenot  was  born  in  Eunice,  Louisi- 
ana, and  attended  Louisiana  State  Lbiiversity  in 
Baton  Rouge.  He  was  graduated  from  Louisiana 
State  Lbiiversity  School  of  .Medicine  in  New  Or- 
le.'ins  in  19.55.  Dr.  Fontenot  completed  his  in- 
ternship at  the  Confederate  Memorial  Medical 
Center  in  Shreveport.  From  195(i  until  1958,  he 
was  on  active  duty  in  the  Lbiited  States  Navy 
Medical  Corps. 

Dr.  Lontenot  |)racticed  in  Wbishington,  Louisi- 
ana, from  1960  until  1967,  at  which  time  he  en- 


listed in  the  Navy  for  a second  time.  From  1969 
until  1972,  he  tvas  in  Radiology  residency  train- 
ing at  the  United  States  Naval  Hospital  in  San 
Diego,  California.  Following  his  discharge  from 
the  Navy  in  1976,  Dr.  F'ontenot  practiced  at  Port- 
erville, California.  He  is  a Diploniate  of  the 
■American  Board  of  Radiology. 

Dr.  Fontencjt  is  associated  with  the  Bull  Shccals 
Hospital  in  the  practice  of  Radiology. 

DR.  DORWYN  WAYNE  CROOM 

Dr.  Dorwyn  Wayne  Croom  has  been  accepted 
into  the  membership  of  the  Crittenden  County 
Meclictd  Society.  He  was  born  in  Little  Rock  and 
served  in  the  United  States  .Air  Force  from  1913 
until  1946. 

Dr.  Croom  received  his  pre-medical  education 
at  Pomona  College  in  (darmont,  California,  the 
Lbiiversity  of  .\rkansas  at  Fayetteville,  and  Little 
Rock  Junior  College.  In  1951,  Dr.  Croom  was 
graduated  from  the  Lbiiversity  of  .\rkansas  Col- 
lege of  Medicine.  He  comjileted  his  internship 
at  St.  Vincent  Infirmary.  Dr.  Cirooni  jiracticecl 
for  twenty-five  years  in  .Malden,  .Missouri. 

Dr.  Croom  is  assoc  iatecl  with  the  East  .\rkaiisas 
Family  Flealth  Center  in  West  Memphis.  He 
is  a (ieneral  Practitioner. 

DR.  BENNIE  E.  MITCHELL 

1 he  Cbeene-Clay  County  .Medical  Society  has 
titlded  Dr.  Bennie  F.  .Mitchell  tcj  its  membershi|). 
Dr.  Mitchell  was  born  in  Kansas  City,  Missouri. 
He  received  his  pre-medical  education  from 
Hendrix  College  in  Conway,  Arkansas  State  Lbii- 
versity in  |onesborc),  and  the  University  of  Ten- 
nessee Medical  Lbiits,  receiving  a B.S.  degree  in 
Pharmacy  in  1962.  He  received  a M.S.  degree  in 
Pharmacology  fiom  the  Lbiiversity  ol  .Arkansas 
for  .Medical  Sciences  in  1971,  and  he  was  grachi- 
atecl  from  the  Lbiiversity  of  .\rkansas  College  of 
Medicine  in  1976.  Dr.  Mitchell  completed  his 
interiishiji  at  St.  A-'incent  Infirmary.  He  is  in 
Family  Practice  at  901  AVTst  Kingshiglnvay  in 
Paragonld. 
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DR.  CAROLYN  WILSON  BIRD 

Dr.  Carolyn  Wilson  Bird  has  been  accepted 
into  the  ineinhership  of  the  Seltastian  County 
Medical  Society.  Born  in  Washington,  D.C.,  she 
receivetl  her  B.S.  degree  from  ^V'ayne  State  Uni- 
versity in  Detroit,  Michigan,  and  was  graduated 
from  Mhiync  State  University  School  of  Medicine 
in  1971.  Dr.  Bird  was  in  internship  and  residency 
training  at  Providence  Hospital  in  Southfield, 
M ichigan. 

Prior  to  locating  in  Arkansas,  Dr.  Bird  was  in 
practice  for  two  years  at  Muskegon,  i\richigan. 
She  is  associated  with  St.  Edward  Mercy  Medical 
Center  in  Fort  .Smith  as  staff  Anesthesiologist. 

INDEPENDENCE  COUNTY 

I'he  Independence  County  Medical  Society 
added  two  new  members  to  its  membershijj  roll. 
They  are: 

DR.  JOHN  R.  BAKER,  a native  of  Little 
Rock,  who  received  his  B.S.B.A.  degree  from 
the  University  of  Arkansas  in  Fayetteville  in 
1971.  He  was  graduated  from  the  University  of 
Arkansas  College  of  Medicine  in  1976  and  in- 
terned at  St.  Vincent  Infirmary  in  Little  Rock. 
Dr.  Baker  is  in  General  Practice  at  the  White 
River  Medical  Arts  Building  in  Batesville. 

DR.  PAUL  J.  BAXLEY  was  born  in  Little 
Rock,  and  received  his  B.S.  degree  from  the  Uni- 
versity of  Arkansas  at  Little  Rock  in  1970.  In 
1974,  Dr.  Baxley  received  his  M.D.  degree  from 
the  University  of  Arkansas  College  of  Medicine. 
He  stayed  on  at  the  Medical  Center  in  Little 
Rock  for  his  internship  and  residency  in  Internal 
Medicine,  which  he  completed  in  1977. 

Dr.  Baxley  is  in  the  practice  of  Internal  Medi- 
cine at  the  White  River  Medical  Arts  Building 
in  Batesville. 

PULASKI  COUNTY 

The  Ptdaski  County  Medical  Society  has  added 
the  following  physicians  to  its  membership  roster: 

DR.  J.  ROLAND  ANDERSON.  Dr.  Anderson 
is  a native  of  Monticello,  Arkansas,  and  was  grad- 
uated from  Arkansas  A and  M College  in  Monti- 
cello in  1970.  In  1974,  he  was  graduated  from 
the  University  of  Arkansas  .School  of  Medicine. 
Dr.  yVnderson  remained  at  the  Medical  Center 
for  his  internship  and  a residency  in  Family 
Practice. 

Dr.  Anderson  is  in  Family  Practice  at  1308  East 
Kiehl  in  Sherwoetd. 


DR.  JOHN  HEARNSBERGER.  Dr.  Hearns- 
berger  is  a 4'horacic  Surgery  resident  at  the  LJni- 
versity  of  Arkansas  Medical  Center.  He  was  born 
in  Little  Rock,  and  was  graduated  from  the  Lbii- 
versity  of  Arkansas  College  of  Medicine  in  1973. 

DR.  DONALD  G.  LEONARD.  Born  in  Hous- 
ton, 4’exas,  Dr.  Leonard  received  his  B.A.  degree 
from  Florida  State  University  in  Tallaha.ssee  in 
1965.  He  was  gradtiated  from  Bowman  Gray 
School  of  Medicine,  Winston-Salem,  North  Caro- 
lina, in  1970.  Dr.  Leonard  served  his  internship 
at  the  University  of  Alabama  Hospital  and  Clines, 
Birmingham,  and  contintied  there  for  residency 
training  in  Internal  Medicine.  From  1975  until 
.September  1977,  he  was  in  residency  training  in 
Rheumatology  at  the  Mayo  Graduate  School  of 
Medicine  and  Mayo  Clinic,  Rochester,  Minne- 
sota. 

Dr.  Leonard  is  board  certified  by  the  American 
Board  of  Internal  Medicine.  He  is  associated 
with  the  Little  Rock  Diagnostic  Clinic  at  10001 
Lile  Drive  in  I.ittle  Rock,  where  he  specializes 
in  Rheumatology  and  Internal  Medicine. 

DR.  FRANK  JUFA  LEOU.  Dr.  Leon  is  a 
native  of  Taipei,  Taiwan.  He  received  his  M.D. 
degree  from  the  National  Defense  Medical  Cen- 
ter in  Taipei  in  1962,  and  interned  at  the  Tri- 
service General  Hospital  in  Taijrei. 

Dr.  I .eon  received  three  years  of  Obstetrics- 
Gynecology  training  at  the  Medical  College  of 
Ohio  at  Toledo,  and  held  one-year  fellowships 
in  Gynecology  and  Oncology  at  Albany  Medical 
Center  in  New  Yoik. 

Dr.  Leon  jtractices  Obstetrics-Gynecology  at 
1050  Medical  YMwers  Building  in  Little  Rock. 

DR.  DAVID  E.  SMITH.  Dr.  Smith  was  born 
in  Refugio,  Texas.  He  received  his  B.S.  degree 
from  Harding  College  at  Searcy  in  1967  and  was 
graduated  from  the  Lhiiversity  of  Missouri  School 
of  Medicine,  Columbia,  in  1971.  Dr.  Smith  con- 
tinued at  the  LIniversity  of  Missouri  Medical 
Center  for  his  internship  and  two  years  of  In- 
ternal Medicine  residency  training.  In  1976,  Dr. 
Smith  completed  two  years  of  residency  training 
in  Cardiology  at  the  LIniversity  of  Arkansas 
Medical  Center. 

Dr.  Smith  is  board  certified  by  the  American 
Board  of  Internal  Medicine.  He  is  Clinical  As- 
sistant Professor  of  Medicine  at  the  University 
of  Arkansas  College  of  Medicine. 

Dr.  Smith  practices  Cardiology  at  Suite  360, 
Doctor’s  Park  Building  in  I.ittle  Rock. 
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fenoprofen  cabium 
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^□ISTA 


Dista  Products  Company 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
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Barium  Enema  and  Colonoscopy 
in  Diagnosis  of  Colonic  Disorders 


Fayyaz  H.  Mirza,  M.B.B.S.*  and  S.  Mohsin  Shah,  M.B.B.S.** 


INTRODUCTION;  Colonoscopy  has  become 
an  important  addition  to  tlie  traditional  method 
of  diagnosing  colo-rectal  disease.  In  spite  of  its 
jjopidarity  only  a few  reports  have  compared  the 
diagnostic  value  of  colonoscopy  and  Itarium 
enema.^  -’^'^  The  purpose  of  this  report  is  to 
compare  the  diagnostic  accuracy  of  both  pro- 
cedures and  review  the  recent  literature  on  the 
subject. 

M.\TERIALS  AND  METHOD.S:  Residts  of 
endoscopy  and  barium  enema  clone  on  (14  patients 
at  the  University  of  Arkansas  for  Medical  .Sciences 
were  reviewed.  Each  patient  who  underwent 
colonoscopy  had  had  one  or  more  barium  coutra.st 

•Department  of  Radiology,  University  of  Arkansas  for  Medical 
Sciences.  4301  West  Markham,  Little  Rock.  Arkansas  72201. 

••Division  of  Gastroenterology.  Department  of  Medicine.  Univer- 
sity of  Arkansas  for  Medical  Sciences,  4301  \Vest  Markham.  Idttle 
Rock,  Arkansas  72201. 


studies,  either  conventional  or  air  contrast.  Re- 
sults of  endoscopy  were  made  available  by  the 
Ciastroenterology  Division  while  all  the  iiarium 
enemas  were  re’viewed  by  a radiologist.  Co- 
lonoscopic examinations  were  performed  with  the 
Olympus  CF  MB-2  colonoscope.  Fluoroscopy  was 
used  during  colonoscopy  when  needed.  In  movst 
of  the  cases  the  colonoscopist  had  reviewed  the 
radiographs  prior  to  performing  the  procedure, 
but  the  radiologist  was  not  aware  of  colonoscopy 
findings  when  inter|neting  the  x-rays. 

RE.su LT.S:  (Table  I.) 

The  jirincipal  entities  recognized  during  evalu- 
ation of  colo-rectal  disease  in  our  patients  were 
polyps,  mass  lesion  or  cancer,  inflammatory  bowel 
disea.se  and  diverticulosis.  Ehese  will  lae  cjiscusscxl 
individually.  Other  entities  recognizcxl  were 


Chart  1 


BARIUM  ENEMA  AND  COLONOSCOPY 


BARIUM  ENEMA 


NEGATIVE 

POLYPS 

MASS 

OR  Ca. 

GRANULOMATOUS 

COLITIS 

ULCERATIVE 

COLITIS 

DIVERTICULOSIS 

EQUIVOCAL 

TOTAL 

Negative 

3 

7 

2 

4 

16 

Polyps 

5 

16 

1 

22 

Mass 
or  Ca. 

1 

7 

8 

Granulomatous 

Colitis 

2 

4 

6 

Ulcerative 

Colitis 

2 

2 

4 

Diverticulosis 

6 

6 

Equivocal 

2 

2 

TOTAL 

9 

23 

10 

2 

2 

6 

12 

64 
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melanosis  coli,  radiation  enteritis  and  endometri- 
osis. 

In  only  three  })atients  lioth  colonoscopy  and  bar- 
ium enema  were  negative.  This  reflects  careful  se- 
lection of  patients  for  tliese  procedures.  In  addi- 
tion. many  jxitients  underwent  these  procedures 
jtrimarily  for  gastrointestinal  bleeding  and  no 
diagnosis  was  made.  Such  cases  were  not  included 
in  this  study. 

POLYPS:  A diagnosis  of  colon  polyps  was 
ma<le  by  barium  enema  in  23  patients.  Co- 
lonoscopy confirmed  the  diagnosis  in  16  while 
seven  had  negative  colonoscopic  examination. 
Repeat  barium  enema  examination  done  in  some 
jxatients  was  helpful  in  determining  wdiy  an 
erroneous  diagnosis  of  polyp  was  made.  Some 
jxitients  had  diverticula  or  air  bubbles  which 
were  misinterjareted  as  jaolyps,  esjaecially  on  air 
contrast  study.  In  others  erroneous  diagnoses 
were  the  result  of  jaoor  jarejaaration.  Polyps  were 
also  detected  by  colonoscojay  in  five  more  patients 
who  had  normal  laarium  enema.  Most  of  these 
were  less  than  1 nn.  in  size  and  none  greater  than 
2 nn. 

M.\SS  LESlOX  OR  CANCER:  In  ten  patients 
a diagnosis  of  mass  lesion  or  carcinoma  was  made 
on  laarium  enema.  In  seven  of  these  jaatients  co- 
lonoscojay and  biojasy  confirmed  tlie  diagnosis.  In 
one  jaatient,  on  both  conventional  and  air  contrast 
barium  enema,  a mass  in  the  descending  colon  was 
seen  ami  diagnosed  as  a benign  or  malignant 
mass;  colonoscojay  jarovctl  it  to  be  a 3 cm.  jaolyja  on 
a short  stalk.  In  two  cases  no  mass  lesion  was  seen 
on  colonoscojay.  In  one  case  the  x-ray  was  in- 
terjareted  as  a jaossible  mass  in  the  sigmoid,  but 
after  a negative  colonoscojay  rejaort,  it  was  con- 
sidered to  be  sjaasm  and  ieces,  and  the  study  was 
not  rejaeated.  In  the  second  case  a persistent 
narrowing  in  the  descending  colon  was  reported 
on  x-ray,  but  on  a rejaeat  barium  enema  after 
intramuscular  injection  of  2 cc.  of  glucagon,  no 
such  luirrow  area  was  seen.  In  one  case  a mass, 
later  jaroved  to  be  vascular  malformation,  wxis 
seen  on  colonoscojay  while  a conventional  laarium 
enema  did  not  show  any  abnormality.  On  air 
contrast  laarium  enema,  mucosal  irregularity  was 
suspected  in  that  area. 

INELAMMATORY  BOWEL  DISEASE:  Di- 
agnosis of  inflammatory  bowel  disease  was  made 
in  ten  jaatients.  In  two  jaatients  a definite  diagnosis 
of  advanced  ulcerative  colitis  was  made  on  barium 
enema  and  in  both  it  was  confirmed  by  co- 
lonoscojjy.  In  two  jaatients  a definite  diagnosis  of 


granulomatous  colitis  was  made  on  barium  enema 
and  was  confirmed  by  colonoscojay.  In  six  jaatients 
tlie  laaritim  enema  was  etjuivocal;  in  two  of  these 
colonoscojay  and  biopsy  gave  the  diagnosis  of 
ulcerative  colitis,  while  in  the  other  fotir  jaatients, 
diagnosis  of  granulomatous  colitis  was  made.  In 
one  jaatient  diagnosis  of  gi'anulomatous  colitis 
was  made  on  conventional  and  air  contrast  barium 
enema  and  confirmed  by  colotioscojay  and  biopsy. 
Due  to  excessive  bleeding,  colectomy  was  done 
and  diagnosis  of  ulcerative  colitis  was  made  on 
pathologic  examination.  In  six  jaatients  a diagnosis 
of  inflammatory  bowel  disease  was  made  on  x-ray, 
but  exact  differentiation  between  gTanulomatotis 
colitis  and  ulcerative  colitis  could  not  be  made. 
On  colonoscojay  four  were  diagnosed  as  having 
granulomatons  colitis  and  two  as  tilcerative  colitis. 

MISCELLANEOLIS:  In  six  jaatients  barium 
enema  was  inadecjuate  due  to  jaresence  of  feces 
and  minute  ulcerations  could  not  be  ruled  out. 
Colonoscojay  also  was  either  negative  or  did  not 
give  a definite  diagnosis. 

DISCUSSION:  Barium  enema  combined  with 
jaroctosigmoicloscopy  has  been  the  time  honored 
method  of  diagnosing  the  colo-rectal  disease.  In 
recent  years  double  contrast  barium  enema  has 
resulted  in  imjaroved  diagnosis.®  However,  co- 
lonoscojay using  the  newer  fiberoptic  instruments 
offers  the  advantages  of  direct  visualization  and 
laiojasy  as  well  as  jaolyjaectomy.  Colonoscojay  is 
usually  jaerformed  as  an  injaatient  jarocedure, 
although  home  jahysicians  have  used  it  as  an  out- 
jaatient  jarocedure.*’’  The  jaatients  are  usually 
given  a clear  liquid  diet  for  48-72  hours  and  the 
bowel  is  cleansed  with  laxatives  and  enemas  jarior 
to  colonoscojay.  Adequate  to  comjalete  cleansing 
is  an  absolute  necessity.  Mild  sedation  usually 
using  2-20  mg.  of  Diazejaam  (Valium)  given  by 
slow  i/v  injection  is  emjaloyed.  Most  but  not  all 
colonoscojaists  use  fluoroscojay  during  the  jaro- 
cedure. Most  exjaerienced  colonoscojaists  are  able 
to  examine  the  entire  colon  including  caecum  in 
85-95%  of  the  jaatients.'  Photograjahs,  directed 
biojasy  and  cytology  can  be  obtained.  Polyjas  can 
be  removed  using  cautery.  Complications  are 
uncommon  and  include  jaerforation,  bleeding, 
cardiojaulmonary  jaroblems  (in  those  with  under- 
lying cardiac  or  jaulmonary  disease)  and  side 
effects  of  jaremedication,  usually  respiratory  de- 
jaression  and  phlebitis.  In  one  large  series  mor- 
bidity of  0.32%  and  mortality  of  0.008%  was 
related  to  colonoscojay  while  morbidity  for 
jaolypectomy  was  2.3%  with  no  mortality.^  Dis- 
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(oniloit  to  the  [>alicni  is  nuKlcralc.  K.vaniinalioii 
is  (iilliruU  to  pci iorm  in  the  patient  who  lias 
adhesions,  diverticnlar  disease,  inllainiuatory 
litnvcl  disease  or  iriitable  bowel.  ‘'IWiiid  spots” 
arc  encountered  at  tlie  ilexnres  and  sltarp  liends 
Init  can  lie  ininiini/ed  by  expert  use  ol  tlie  newer 
instruments.' 

Compared  to  colonoscopy,  barium  enema  is 
easy  to  periorm  aiul  is  miuh  le.ss  expensive.  Ex- 
jiensive  ecpiipment  is  recpiired.  Air  contrast 
barium  enemas  provide  improved  diagnostic 
ability  and  yet  can  be  perrornied  rapidly  and 
without  much  added  tliscomfort  to  tlie  patient.^ 
AVith  this  in  mind,  it  would  be  useful  to  compare 
barium  enema  with  colonoscopy  in  various 
colorectal  diseases. 

Complete  preparatory  cleansing  of  the  colon  is 
mandatory  prior  to  both  examinations. 

POLYPS:  Onr  results  indicate  that  colonoscopy 
is  more  accurate  than  barium  enema  in  detecting 
or  excluding  the  diagnosis  of  colonic  polyps.  In 
many  patients  more  than  one  polyp  was  detected 
by  colonoscopy  when  barium  enema  showed  only 
one  polyp.  In  this  respect  our  experience  is  simi- 
lar to  that  of  others.!  Although  controversy  still 
exists,  most  physicians  now  agree  that  adenoma- 
tous as  well  as  villous  jjolyps  have  malignant 
potential,  d'his  potential  is  higher  in  polyps 
greater  than  2 cm.  in  size  and  much  le.ss  signilicant 
in  polyps  less  than  1 cm.  in  size.  It  is  also  generally 
agreed  that  cancers  cannot  be  distinguished  from 
adenomatous  polyps  of  colon  except  by  histologic 
examination  of  the  entire  poly]).*’  For  this  reason 
colonoscopy  has  a clear  advantage  over  barium 
enema  since  most  jjednnculatetl  and  some  sessile 
polyps  can  be  removed  for  histologic  examination. 
It  is  to  be  noted,  however,  that  in  onr  study  oidy 
smaller  polyps  with  les.ser  malignant  potential 
were  missed  on  barium  enema.  W^olff  aiuI  .Shinya 
found  28-1  polyps  in  182  jxnients  and  1 18  of  these 
were  not  diagnosed  radiologically.  However,  aj)- 
proximately  80%  of  these  were  le.ss  than  1 cm.  in 
size.  Recently  several  c.a.ses  have  been  rej^orted  in 
which  polyjjs  missed  on  colonoscopy  but  detected 
by  barium  enema  were  confirmed  by  re|x:at 
colonoscopy.!** 

•MA.SS  OR  0.\RCIN()M.\:  In  our  study  seven 
of  nine  cases  reported  as  ma.s.s  or  carcinoma  on  bar- 
ium enema  were  proved  to  be  carcinomas  on  co- 
lonoscopy and  biopsy,  d'he  false  positive  reports 
were  later  proved  to  be  due  mainly  to  spasm. 
Thus  barium  enema  is  a gtmd  initial  diagnostic 


prot  eilurc  and  ei  rors  can  be  avoided  by  good 
preparation  and  use  of  ant isjtasmotlics  when 
needcil.  One  lesion  missed  by  barium  enema  was 
a vastular  malformation  and  according  to  Loose- 
et  al.  rletection  of  snth  lesions  is  rarely  }x)ssible 
at  barium  etieina.  Colonoscojty  is  a valuable 
adjunct  to  barium  enema  in  the  diagnosis  of  colon 
cancer  but  neither  procedure  has  a practical  value 
in  mass  screening  lor  early  detection.!!  However, 
good  air  contrast  studies  are  essential  for  barium 
enema  studies  to  give  accurate  diagnosis. 

INFLAMMALORY  BOWFL  DhSFA.SF:  Our 
sttidy  shows  that  correct  radiological  diagnosis  in 
an  advanced  case  of  inflammatory  bowel  disease 
is  jxrssible,  while  in  early  cases  the  diagnosis  may 
be  difficult.  Other  sttidies-  '*  have  cotiduded  that 
although  radiology  is  the  usual  means  of  diagnosis 
ami  assessing  the  extent  and  severity  of  inflamma- 
tory disease,  it  often  underestimates  both.  [.Studic*s 
of  Lanier^  and  Ixtose-  indicate  that  double  con- 
trast barium  enema  is  superior  to  conventional 
barium  enema  in  diagnosis  of  early  inflammauw'y 
bowel  lesions.]  Colonoscopy  has  the  advantage  of 
being  able  to  detect  early  le.sions  (e.g.  shallow 
micronlcers),  to  determine  the  extent  of  disease 
more  accurately  and  to  obtain  biopsies.  However, 
not  all  cases  retjuire  colonoscopy  and  increased 
ri,sk  and  discomfort  should  be  taken  into  con- 
sideration. The  value  of  colono.scoj)y  in  detection 
of  carcinoma  comjjlicating  ulcerative  colitis  is 
nneertain  at  pre.sent.’- 

DIVFRTICllLOSFS:  All  cases  reported  as 
diverticido.sis  on  barium  enema  were  proved  by 
colonoscojn'.  Wolff  and  Shinya*  rejrorted  a few 
cases  in  which  colonoscopy  detected  diverticula 
which  w'ere  not  diagnosed  on  barium  enema.  I'he 
main  value  of  colonoscoj)y  in  this  disease  is  to  rtde 
out  other  lesions  before  sym[)toms  such  as  bleed- 
ing are  attributed  to  the  diverticula.  It  will  also 
be  of  value  when  the  nature  of  a stenosing  lesion 
is  nneertain. !- 

CONCLUSIONS:  In  any  comparison  of  diag- 
nostic studies,  there  should  be  some  way  of  con- 
firming the  final  diagnosis  e.g.  surgery  or  autojrsy. 
Unfortunately  such  a study  is  not  always  practical. 
Such  is  the  case  with  comjzarison  of  contrast  x-ray 
studies  with  endosco}))'.  Before  drawing  any  con- 
clusions one  has  to  be  aware  of  the  fact  that 
endo,sc.opic  diagnosis  is  often  considered  the  final 
diagnosis  and  negati\e  endoscopic  results  are 
usually  considered  true  negatives.  Such  an  in- 
terpretation is  open  to  (juestion.!**  Keeping  these 
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facts  in  mind,  we  can  make  the  following  state- 
ments: 

(1)  Colonoscopy  and  barium  enema  are  to  be 
considered  complementary  and  not  competitive 
procedures. 

(2)  Barium  enema  findings  enable  the  co- 
lonoscopists  to  ])erform  a better  and  safer  endo- 
scopic examination.  When  the  former  shows 
definite  abnormalities  and  the  latter  is  negative, 
it  is  advisable  to  repeat  tlie  examinations. 

(3)  Colonoscopy  is  superior  to  barium  enema 
in  the  diagnosis  of  colon  polyps  especially  because 
poly{>eclomy  and  histologic  examination  can  be 
jx?rformed. 

(4)  Colonoscopy  provides  enough  additional 
jx)sitive  and  negative  inlormation  in  cases  of  colon 
canc'er  to  make  it  a worthwhile  addition  to 
the  diagnostic  armamentarium.  Such  information 
includes  histologic  tliagnosis  and  presence  or 
absence  of  additional  lesions  such  as  polyps. 

(5)  Selected  cases  of  inflammatory  bowel  dis- 
ease benefit  from  colonoscopy  w’hen  barium 
studies  are  inconclusive  and  it  is  important  to 
know  the  extent  of  disease  e.g.  before  stirgery. 

(6)  In  diverticular  disease  colonoscopy  heljts 
to  exclude  other  lesions  and  to  determine  the 
nature  of  strictures. 

(7)  Other  lesions  stich  as  vascular  malforma- 
tions can  be  tletected  much  more  accurately  by 
colonoscopy  than  by  barium  enema. 
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Intensive  Care  Labor  and  Delivery  Unit 
At  the  University  Hospital,  Vienna,  Austria 


Julius  Neumark,  M.D.,*  Kurt  Baumgarten, 

The  Intensive  Care  Laljor  and  Delivery  Unit 
at  the  llniversily  Hospital,  Vienna,  Austria,  is  a 
progressive,  innovative  aiul  high  cpiality  area  for 
the  care  ot  the  mother  and  her  fetus.  One  of  ns 
(RHC)  recently  had  the  opportunity  to  visit  and 
work  in  tliis  unit.  Following  is  a descrijition  of 
the  unit,  its  mission  and  its  function. 

The  design  of  the  unit  is  not  ideal,  as  it  was 
fitted  into  rooms  of  the  old  hospital,  which  was 
built  at  the  Ijeginning  of  this  century.  .Such  giants 
of  Gynecology  as  Wertheim  and  Schauta  worked 
here.  A new  hospital  is  under  construction,  and 
the  new  unit,  when  installed,  shoidd  be  very  clo.se 
to  the  ideal.  Nevertheless,  the  ecpiipment  and 
methodology,  even  in  the  present  unit,  are  otit- 
standing.  This  unit  was  started  in  l!)fi(i,^  - and 
was  completely  rebuilt  and  re-ec|uip]x.‘d  in  1974. 
4'here  are  almut  2,000  deliveries  a year. 

There  is  no  doubt  that  early,  consistent  and 
continued  prenatal  care  shoidd  reduce  high  risk 
pregnancies  and  high  risk  deliveries.  'Fogether 
with  postnatal  care,  most  of  perinatal  death  could 
be  brought  under  control.  This  has  been  achieved 
to  a considerable  extent  in  Austria.  The  Austrian 
Ministry  of  Health  has  introduced  a prenatal 
and  postnatal  care  booklet  (“Mutter-Kind— Pass”) 
where  all  appointments  ot  the  pregnant  woman 
from  the  16th  week  of  gestation,  thru  delivery, 
are  recorded.  These  visits  are  continued  until  the 
child  is  5 years  old.  "Fo  encourage  the  irse  of  this 
booklet  the  woman  receives  abotit  $1000  from  the 
government,  it  the  booklet  is  completed  and  all 
visits  signed  iiy  the  obstetrician  and  pediatrician. 
The  mother  receives  $500  when  the  infant  is  de- 
lis  ered,  and  the  other  $500  after  the  child  reaches 
the  age  of  one  year.  The  visits  until  the  age  of 
five  are  left  to  her  own  interest.  Medical  care  for 
mother  anti  chikl  are  free  of  chtirge. 

Further  imjirovement  to  retluce  perinatal  mor- 
tality and  morbidity  of  mother  and  child  can  be 
gained  by  better  monitoring,  allowing  more  rapid 
and  effective  treatment  of  high  risk  deliveries. 

I he  rapid  improvement  of  monitoi  ing  during  the 
last  decade  has  made  it  pos.sible  to  recognize 
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M.D.,**  and  Richard  B.  Clark,  M.D.*** 

maternal  and  fetal  risks  within  seconds.  A mini- 
mum of  ecpiipment,  stich  as  a fetal  heart  rate 
monitor,'^  and  micro  blood  gas  equipment,  for 
fetal  scalp  sampling,^  are  now  considered  standard 
for  lollowing  tlie  intrauterine  passenger.  Auto- 
matic blood  pressure  and  EKCi  monitoring  of  the 
motlier  are  also  highly  desiralile.  These  wotdd  be 
trseful  in  every  delivery  unit,  Imt  complete  moni- 
toring possibilities  would  be  very  exjxmsive  and 
would  not  be  economically  feasible  at  small  hos- 
pitals. Therefore,  so  called  intensive  care  and 
delivery  units  have  to  be  established  at  medical 
centers,  where  high  risk  deliveries  from  a large 
geographic  area  can  be  concentrated. 

Description  of  the  Unit 

I'here  are  nine  labor  and  delivery  beds  (in  Eti- 
rope  it  is  common  to  remove  tlie  foot  of  the  labor 
bed,  put  the  patient  tip  into  stirrups,  and  deliver 
them  in  the  same  lied)  (Fig.  2)  in  the  tinit.  Each 
bed  is  eejuipped  with  fetal  monitors,  infusion 
pumps,  and  blood  presstire  devices.  Each  bed  is 
surveyed  by  a closed  circtiit  4 camera,  and  two 
way  voice  communication  with  the  Central  .Sta- 
tion. In  addition  to  patient  care,  research  can  be 
performed,  as  data  can  be  storetl  in  computers. 

Figure  1 shows  a plan  of  the  complete  labor  and 
delivery  unit.  4’he  numiier.s,  which  are  used  to 
explain  the  details  on  this  plan,  corresjxmcl  to  the 
numbers  on  the  photographs  (Fig.  2 through  8), 
allowing  for  easy  orientation  and  identification 
by  the  reader.  I'he  rooms  are  marked  with  letters 
.\  thru  K (Fig.  1).  On  the  east  side  is  an  outside 
wall,  with  windows;  on  the  west  side,  an  inside 
wall,  with  entrances  and  exits  to  the  hospital 
corridor.  If  a room  is  divided  into  two  parts,  and  il 
this  is  of  special  interest,  as  are  rooms  C R:  I),  the 
jiarts  are  marked  with  the  jioints  of  the  compass, 
N,  E,  .S  or  W. 

Room  K is  a waiting  room  for  incoming  pa- 
tients and  occasionally,  outpatients.  At  the  east 
side  of  room  [ is  an  examining  table,  tised  mostly 
for  amnioscopy.'*  Room  H is  tised  for  fetal  moni- 
toring (external)  of  outpatients,  amniocentesis,  or 
oxytocin  challenge  tests. Room  G is  a small 
laboratory  (Fig.  3)  for  blood  gas  determinations, 
and  rapid  hematocrit  and  urine  checks,  d’here  is 
a large  laboratory  owned  by  the  Department  of 
Obstetrics  and  Cfynecology  one  floor  below  where 
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complete  analyses,  including  lionnonal  levels,  and 
cytology,  are  j^erformed.  In  Room  G number  21 
is  an  Astrup  apparatus  (Radiometer,  Copen- 
hagen), widely  known  in  the  U.  S.,  while  number 
22  is  another  blood  gas  apparatus,  developed  and 
made  in  Austria,  the  AVL— Gas— Check  by  K. 
Harnoncourt.  It  is  simple  and  easy  to  use,  and 
results  are  often  checked  against  the  Astrup.  The 
next  two  rooms  (E  &;  E)  are  used  lor  low  risk  de- 
livery. Each  laltor  bed,  of  course,  is  provided  with 
a fetal  monitor,  infusion  pump,  closed  circuit  I V, 
and  loudspeaker. 

Each  labor  bed  is  turned  into  a delivery  table  at 
the  time  of  delivery  (Eig.  2).  Also,  during  labor, 
scalp  sampling^  (Fig.  4)  or  tunnioscopy^  are  done 
in  the  lithotomy  position.  At  the  head  of  one  bed 
is  an  anesthesia  machine  (Fig.  1),  (Fig.  2,  number 
4).  The  bed  may  be  put  into  the  Trendefenburg 
}X)sition  if  necessary.  Nattiral  childbirth  has  been 
commonly  used  in  the  past,  but  lumbar  epidtiral 
anesthesia  is  now  used  frequently.  There  is  a 
second  anestliesia  machine  available  in  the  unit— 
it  is  taken  to  wherever  it  is  needed. 

Next  to  each  bed  is  a monitor  for  internal  and 


external  monitoring^  of  the  fetal  heart  rate  and 
uterine  contractions.  External  monitoring  is  per- 
formed dtiring  labor,  until  membranes  are  rup- 


Figure  2. 

Monitoring  a patient  with  toxemia  in  bed  C (S).  The  patient  is 
prepared  for  scalp  sampling.  No.  4,  Anestliesia  machine.  No.  15, 
six  channel  monitor.  No.  16.  tape  recorder.  No.  17,  cart  for  trans- 
ducers. No.  18.  infusion  pump.  No.  19b.  cuff  for  Arteriosonde.  All 
labor  beds  in  the  unit  are  converted  into  deliver>'  tables  when  delivery 
is  to  occur. 

Figure  1 . 

Moor  plan  of  the  Intensive  Care  Labor  and  l)eliver\'  Unit.  Note  rooms  A through  K 
(their  functions  described  in  text).  Numbers  are  to  denote  identification  of  equipment 


(see  below).  Numbers  also  correspond  to  i 

numbers  in  Figures  2 through  8. 

1 . l.abor  and  delivery  bed 

12. 

Couch 

2.  Bedside  cart  with  fetal  monitor  and 

El. 

Examining  table 

infusion  pump 

14. 

Computer  terminal 

3.  Newborn  resuscitation  center 

1.5. 

Monitoring  system  with  6 channels 

4.  .Anesthesia  machine 

1(1. 

Taperecorcler  for  data  storage 

5.  Scale  for  newborn 

17. 

Bedside  cart  for  transducers  for  6 

6.  Incubator 

channel  monitor 

7.  Central  display  for  fetal  heart  rate 

18. 

Infusion  pump 

(2  screens,  each  showing  4 patterns 

19. 

Ultrasonic  blood  pressure  monitor 

at  once) 

20. 

Epidural  cart 

8.  Central  station  TV  monitoring  screens 

21. 

Astrup  blcx>d  gas  machine 

9.  Central  alarm  (from  patient’s  beds) 

22. 

AVL  blood  gas  machine 

and  speaker  system 

2S. 

Centrifuge 

10.  Sinks 

24. 

Entrance  or  exit 

1 1 . Shower 
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tureil.  The  iiuernal  inoiiitor  is  then  applied.  An 
inlusion  pump  is  also  .sUitioned  by  each  bed  lor 
the  aeeuratc  inlusion  ol  oxytocin,  or  beta-miinetie 
drugs  lor  the  inhibition  ol  labor. 

In  rooms  B and  1)  (K)  :ire  single  labor  and  de- 
livery beds  lor  speeiali/ed  jrurposes,  lor  example, 
il  the  htisband  desires  to  stay  with  his  wile.  At  C 
are  two  beds  tor  speeial  high  risk  deliceries.  At  C 
(\),  which  is  normally  ecpiipped,  high  risk  new- 
borns are  delivered  (note  newborn  resuscitation 
center,  number  3)  while  at  Ci  (.S)  there  is  ecpiip- 
ment  for  a high  risk  mother,  as  well  as  inlant.  The 
special  ecpiipment  of  C (S)  is  shown  in  Figs.  2 and 
5.  The  main  monitor,  especially  constructed  for 
the  Department  by  a Clerman  company  (ffellige) 
consists  of  six  clninnels  (Fig.  2,  number  15).  Fig.  6 
indicates  its  design.  Usually  two  pressure  lines  are 
used  for  intrauterine  contraction  monitoring  (one 
as  a back-tip).  A third  line  is  ready,  in  case  ma- 
ternal intra-arterial  monitoring  (usually  radial)  is 
desired.  I’wo  channels  are  used  for  EGG,  one  for 
the  motlter,  and  one  for  the  fetus.  Both  are  trans- 
ferred to  the  monitor  by  telemetry  and  the  beat 
to  beat  heart  rate  is  shown  on  the  paper  chart. 
Other  imputs  are  available  (such  as  respiration, 
EEG,  etc.),  for  research  purposes.  All  this  infor- 
mation can  be  permanently  stored  in  the  tape 
recorder  (number  16).  This  monitor  is  also  con- 
nected with  the  Central  Station  and  the  Medical 
Computing  Center  and  residts  are  immediately 
shown  at  the  Computer  terminal  in  Room  A.  The 
Ferminal  displaying  a calcidation  of  heart  rate, 
intensity  and  fretpiency  of  the  last  pain,  decelera- 
tion patterns,  etc.,  is  shown  in  Eig.  7.  1 hese  types 
of  on  line  calculations  are  not  yet  routine,^  but 
show  great  potential  for  the  future.  Great  tpianti- 
ties  of  data  concerning  deliveries  are  stored  and 
are  retrievable  for  future  use.  Rooms  B,  C (X),  D, 
E and  E are  ecpupjxtd  with  simpler  fetal  monitors 


Figure  3. 

Laborator>-.  No.  21,  .A^tnip  .Apparatus.  No.  22,  AVI.  blood  gas 
apparatus.  No.  23,  Centrifuge. 


than  in  Room  C (S).  Fhese  ;ire  Fetid— Puls  Moni- 
tors FM2  by  Sonicaid  Co.,  or  Roche  Cardiotako- 
graplis.  DiUa  Irom  these  machines  are  collected 
tliiily  from  the  records  by  it  sec  retin  y iincl  j)ut  into 
the  comjiuter.  d'he  inlusion  punt])  lor  bed  C (S) 
is  it  Ciirdill  Infusion  iincl  .Mann  system.  If  fetal 
heart  rate  decelerations  occur,  the  infusion  auto- 
niiitically  is  stopped,  and  iin  alarm  sounds.  The 
other  beds  are  j^tovided  with  simpler  infusion 
pumps. 

Blood  pressure  of  the  mother  is  monitored  by 
intra  arterial  means,  or,  more  commonly,  by  an 
ultrasonic  apparatus  (.\rteriosonde  1217,  Roche) 
(Fig.  5,  number  19a).  The  cuff  is  automatically 
inflated  at  predetermined  intervals,  and  recorded 
(number  19c).  T hus  a non  invasive  record  of  the 
maternal  systolic  and  diastolic  pressures  is  ob- 
tained. At  all  other  beds  maternal  blood  pressure 
is  obtained  and  recorded  by  ordinary  means;  there 
are  three  other  Roche  Arteriosonde’s,  in  addition 
to  the  usual  mercury  and  aneroid  manometers. 

I'he  Central  Station  is  found  at  room  D (W) 
(Fig.  8).  There  is  a central  display  for  fetal  heart 
rate  (number  17)  and  a closed  circuit  TV  and 
microphone  to  communicate  with  all  the  patients 
(number  8).  dlie  uterine  contractions  and  fetal 
heart  rate  may  be  noted  wiiile  viewing  and  talking 
with  any  patient.  Infant  resuscitation  stations  are 


rigiirc  4. 

Scalp  sampling. 
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set  up  at  iiumljer  3 (Fig.  1),  and  contain  endotra- 
cheal equipment,  lights,  wanners,  Apgar  timers, 
temperature  monitors,  oxygen,  suction,  bicarbon- 
ate, dextrose,  etc. 

Patients  retpiiring  Cesarean  section  are  taken 
to  the  operating  room,  which  is  on  the  floor  above. 
Ultra  sound  determinations  for  fetal  head  size, 
anil  placental  localizations  are  available  on  the 
intensive  care  unit,  and  on  the  floor  below.  All 


Figure  5. 

Red  C (S).  No.  9b.  loudspeaker  and  microphone  to  Central  Station. 
No.  18.  infusion  pump.  No.  19c,  recorder  lor  artei iosonde. 


Figure  6. 

Design  of  6 channel  monitor  with  2 catheters  for  intrauterine  pres- 
sures, maternal  and  fetal  ECG,  and  femoral  arterial  catheter  for  blood 
pressure  monitoring. 


prenatal  patients  have  three  ultra  sound  determi- 
nations during  pregnancy. 

Summary 

An  Intensive  Care  Labor  and  Delivery  Unit  at 
the  University  Hospital,  Vienna,  has  been  de- 
scribed. Although  set  iq>  for  research,  teaching, 
and  care  of  the  high  risk  mother  and  her  infant, 
much  is  applicable  to  all  delivery  units.  This 
progressive  and  innovative  unit  points  the  way  to 
the  future  care  of  itoth  high  risk  and  routine 
del  iveries. 
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Computer  terminal. 


Figure  8. 

Central  station.  No.  7,  central  display  for  fetal  heart  rate  pattern. 
No.  8,  closed  circuit  TV. 
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The  Hand: 

Timing  of  Repair  of  Cleanly  Incised  Tendon  Injuries 


Kenneth  G. 

a coiise(|uence  of  the  cliangiiig  nature  of 
medicine,  medical  authors  often  regret  having 
published  categorical  statements.  That  which 
seems  certain  when  written  may  be  of  only  an 
historical  interest  in  the  near  future.  Dictums 
concerning  the  timing  of  repair  of  cleanly  incised 
tendon  injuries,  which  were  regarded  as  inviolate 
a few  years  ago,  are  now  being  cpiestioned  by 
thoughtful  surgeons.  It  had  been  generally  ac- 
cepted that  all  tendon  injuries  shoidd  be  repaired 
immediately.  AVdiile  it  is  still  true  that  in  the  case 
of  the  mangled  or  crushed  hand,  definitive  surgery 
.should  be  performed  at  the  earliest  possible  time, 
it  is  now  more  widely  appreciated  that  the  cleanly 
incised  tendon  injury  may  best  be  managed  by 
initially  closing  the  skin  wound  and  delaying  the 
tendon  repair.  Although  salvage  of  the  crushed  or 
mangled  hand  can  be  extremely  complicated  for 
any  surgeon,  it  should  not  be  regarded  as  a greater 
challenge  than  repair  of  the  cleanly  incised  tendon 
injury.  With  the  former  injuries  by  virtue  of 
their  nature,  some  degree  of  residual  disability  is 
inevitable;  while  with  tlie  latter  injuries  success- 
fid  management  may  be  followed  by  zero  dis- 
ability. Always  the  challenge  is  to  obtain  the  liest 
j)ossible  result. 

Not  only  does  the  cleanly  incisetl  tendon  injury 
not  require  immediate  repair,  but  in  some  in- 
stances it  corrective  surgery  is  tlelayed,  a superior 
end  lesnlt  may  be  obtained.  \Vc  wall  consider 
some  of  the  reasons. 

It  would  seem  that  only  one  dictum  relative  to 

*1’.  O.  Box  5270,  I.ittic  Roik,  Arkansas  72215. 


Jones,  M.D.* 

re|Kur  of  tendons  is  inviolate,  and  that  is:  "Repair 
of  cleanly  incised  tendons  in  the  hand  should  not 
be  undertaken  unless  all  ol  those  factors  relative 
to  the  surgery  planned  are  optimum."  The  condi- 
tion of  the  patient,  the  environment  in  which  the 
proposed  surgery  is  to  be  effected,  anil  the  ability 
of  the  surgeon  constitute  tlie  basic  units  tliat  will 
determine  the  extent  of  success  of  tlie  under- 
taking. I'hese  basic  factors  are  influenced  by 
many  things.  It  is  evident  that  the  primary  treat- 
ing physician  will  have  the  greatest  influence  on 
the  ultimate  result. 

d’he  patient’s  age,  sex,  occupation,  general 
health  and  his  suitability  to  receive  the  anesthetic 
recpiired  and  all  of  those  variables  which  deter- 
mine the  nature  of  the  wound  or  wounds  must  be 
evaluatetl.  It  would  .seem  superfluous  to  oliserve 
that  "all  patients  do  not  need  the  same  repair." 
rreatment  should  be  individuali/etl. 

No  surgeon  will  achieve  lieyoiul  Ids  opeiating 
environment.  The  lack  ol  proper  instruments  or 
sufficient  and  knowledgeable  assistants  or  proper 
anesthesia  or  hemostasis  or  an  adeipiate  o]>erating 
room  cat)  doom  almost  any  operation  to  failure 
before  outset.  AVddle  there  must  lie  emergency 
rooms  which  aflord  a favorable  environment  for 
repair  of  tendons  in  the  hand,  many  piesent 
einironments  hostile  to  exacting  surgery.  ,\flei 
hours,  operating  rooms  are  often  inadecpiately 
stalled  so  they  too  m;iy  jiresent  an  lursatislactory 
or  inadecpiate  work  area.  Only  the  inexperienced 
or  the  most  relaxed  surgeon  wdll  repeatedly  fall 
into  these  traps.  When  the  operating  etniron- 
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ment  is  inadec|uate,  tlie  siugeoii  will  do  w'cll  to 
return  another  day. 

\\diere  the  patient  and  the  environment  suggest 
all  is  “GO",  the  surgeon  is  then  obligated  to 
critically  evaluate  himselh  Not  only  will  he  wdsh 
to  review  his  knowledge  and  his  experience  in  this 
area,  but  he  must  be  most  critical  ol  his  own 
current  mental  and  physical  fitness.  Injuries  of 
this  nature  often  present  themselves  at  the  end  of 
a long  day  when  the  physician  is  fatigued.  He 
cannot  perform  as  efficiently  as  were  he  restetl. 
This  is  especially  true  for  the  older  surgeon.  This 
alone  may  he  sufficient  to  delay  definitive  repair 
of  a cleanly  incised  tendon  w'ound.  As  observed, 
to  obtain  an  optimum  restdt,  all  factors  mtist  be 
under  control.  In  the  case  of  the  cleanly  incised 
wound  when  all  conditions  are  not  satisfactory, 
the  surgeon  will  do  well  to  elect  not  to  perform  a 
primary  definitive  repair  (Table  I,  A).  He  may 


anticipate  a better  result  by  delayed  primary  re- 
pair ('Fable  I,  B)  or  a secondary  procedure  (Table 
I,  C). 

In  the  event  the  surgeon  elects  to  do  a delayed 
procedure,  the  wound  should  be  cleansed  and  the 
.skin  closed  with  a minimal  number  of  stirgical 
foreign  bodies  being  left  btiried  in  the  wound. 
Antiijiotics  should  be  considered  and  used  as  the 
surgeon’s  opinion  dictates.  One  will  observe  by 
comparing  columns  A,  B anti  C of  I'able  I tlrat 
after  the  wound  has  healed  without  infection,  the 
treating  physician  will  have  essentially  the  same 
options  as  existed  initially.  Subsetpiently,  he 
should  be  able  to  introduce  the  prepared  patient 
and  himself  into  an  ideal  operating  environment. 

There  is  considerable  evidence  that  superior 
restilts  follow  initial  clostue  of  the  cleanly  incised 
tendon  wotmd  followed  by  delayed  repair  under 
more  nearly  ideal  conditions. 


TABLE  I 


TIME  OF  SURGERY  RELATIVE  TO  WOUND 


A B C 


PROCEDURES  AVAILABLE 

PRIMARY  REPAIR 

UP  TO  18  HOURS 

DELAYED  PRIMARY 

REPAIR 

18  HRS.  TO  3 WKS 

SECONDARY  REPAIR 

AFTER  3 WEEKS 

1.  Closure  of  skin  only 

YES 

NO 

NO 

2.  Tendon  suture 

YES 

YES 

YES 

.3.  Tendon  advancement 

a.  without  lengthening 
(1cm  or  less) 

b.  with  lengthening  at 
wrist 

YES 

YES 

NO 

YES 

YES 

YES 

4.  Free  tendon  graft 

a.  without  a silicone 
rod 

b.  with  a silicone  rod 

YES 

YES 

YES 

NO 

NO 

YES 

5.  Tendon  transfer 

NO 

YES 

YES 

6.  Tenodesis 

YES 

YES 

YES 

7.  Tendon  prosthesis 
(experimental) 

NO 

NO 

L 

7 

Table  I - Procedures  available  to  the  surgeon  for  treatment  of 
tendon  injuries  relative  to  time  of  wounding. 
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physiology  have  orcuned  in  the  past  five  years. 
However,  only  recently  has  this  new  knowledge 
been  applied  to  the  training  and  evaluation  of  the 
athlete  and  nonathlete.  We  shall  discuss  a few 
of  these  concepts  of  special  relevance  to  the 
orthopaedic  physician  and  allied  health  personnel 
interested  in  sports  medicine,  and  indicate  how 
we  are  applying  these  concepts  in  specific  training 
schemes. 

The  basic  internal  structure  of  muscle  has  been 
known  for  25  years.  .Structurally,  the  sarcomere  is 
the  smallest  anatomical  unit  of  a muscle  fiber  and 
contains  the  actin  and  myosin  protein  myolila- 
ments.* *5  During  contraction  the  actin  “slides" 
across  the  heads  of  the  myositi  myofihiment.i  At 
closer  inspection,  we  see  that  the  actin  contains 
two  jirotein.s,  troponin,  and  tropomyositi,  which 
may  function  to  control  the  force  of  contiaction, 
and  the  head  of  the  myosin  filament  posscs,ses  tlie 
chemica,  ATPase,  which  regulates  the  speed  of 
“sliding"  of  the  actin  ticross  the  head  of  the  myosin 
protein.  The  strength  of  a muscle  contraction  is 
directly  related  to  the  stretch  of  the  sarcomere. 
.Vs  a muscle  is  stretched  to  50  percent  beyond  its 
resting  length,  the  greatest  force  is  achieveil.  How- 
ever, stretching  the  sarcomere  more  than  twice  its 
length  at  rest  will  cause  a sharjj  decrease  in  con- 
tractile force. ^ .Some  systems  of  weight  training, 
which  advocate  excessive  stretching,  prior  to  a 
positive  muscle  effort,  may  be  diminishing  the 

•Area  of  Physical  Kducation. 

• •Dci)artrncnt  of  Klectrical  Ktigiiiccring.  University  of  Arkansas, 

Fayetteville,  Aikansas. 

***P.  O.  liox  1G08,  Fc-yettcville,  Aikansas  72701. 


New  Concepts  in 
Exercise  Physiology^ 

Barry  S.  Brown,  Ph.D.,*  Charles  Caldwell, 
Ph.D.,**  and  James  A.  Arnold,  M.D.*** 

capacity  of  a muscle  to  respond  at  its  maximum 
effort. 

Perhaps  the  most  misunderstood  discovery  in 
muscle  functioti  is  centered  around  the  recent 
observations  of  different  fiber  types  within  a 
whole  muscle.  In  truth,  there  are  three  types,  the 
characteristics  of  which  are  tlescribed  with  suf- 
ficient clarity  in  a recent  text.'*  Briefly,  the  three 
fiber  types  are  descriljcd  below: 

1.  Fast  contraction,  fast  fatigue  (FF);  referred 
to  previously  as  “white"  muscle,  these  fibers 
possess  a great  deal  of  glycogen,  myosin 
.\'l  Pase  and  other  glycolytic  enzymes.  Fhey 
contract  witli  considerable  force  and  speed, 
but  fatigue  ([uickly. 

2.  .Slow  contiaction  (S);  tliese  “red"  fibers  con- 
tain large  tpiantities  of  “aerobic"  enzymes 
and  myogloijin,  contract  with  one  tenth  the 
force  of  FF  fibers,  but  ftitigue  slowly. 

8.  Fast  contraction,  latigue  resistant  (FR); 
tliese  intermediate  fillers  jjo.ssess  many  of  the 
characteri.stics  of  FF  fibers  (c.g.  coirsiderable 
force,  large  (piantity  of  glycotic  enzymes), 
however,  they  fatigue  much  more  slowly 
than  FF  fibers. 

.Vlthough  these  fiber  types  have  not  been  shown 
to  change  or  “mutate"  from  one  form  to  another, 
they  are  capable  of  assuming  some  of  the  func- 
tional (as  well  as  anatomic)  charac  teristics  ol  the 
other.  Fhis  is  dependent  upon  the  “specificity" 
of  training  employed.  Orthopaedic  physicians, 
trainers  and  physical  educators  must  take  into 
account  the  differential  adaptability  of  these  three 
fiber  types  in  devising  training  and/or  rehabilita- 
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live  schemes  il  they  wisli  to  bring  about  the 
appropriate  muscular  adaptations.  Indeed,  it  has 
been  convincingly  demonstrated  that  endurance 
training  will  cause  an  increase  in  the  characteris- 
tics ol  slow  fibers  in  animals  and  humans.-  '^  *^ 

Using  the  concept  of  “specificity  of  training"  to 
evoke  a desired  muscle  change,  we  have  devised 
training  schemes,  applying  our  knowledge  of 
neuromuscular  physiology  to  practical  use.  We 
shall  describe  brielly  two  of  the  exercise  training 
programs  with  which  we  have  been  experimenting 
during  the  past  year. 

.Studies  previoitsly  conducted  in  the  Human 
Performance  Laboratory  at  the  University  of  Ar- 
kansas have  indicated  that  maximum  muscle 
effort  is  difficult  to  achieve  throughout  a full 
range  of  motion  without  motivation.  That  is, 
instant  feedback  is  needed  to  keep  the  individual 
working  at  near  maximum  capacity,  in  turn,  pro- 
ducing maximum  strength  gains.  We  have  de- 
veloped an  apparatus  designed  to  produce  a 
maximum  effort  to  increase  vertical  jump.  Re- 
ferred to  as  MO  JUMP  (motivational  vertical 
jump),  the  lechnitpie  .simidates  actual  jumping 
along  with  instant  leetlback  as  the  jumper  reaches 
his  maximal  effort  (Figure  1).  Fen  consecutive 
maximum  efforts  are  retptired  to  complete  the 
daily  training  jirotocol.  Initial  data,  using  titis 
ajtproach,  indicates  that  vertical  jumjj  may  be 
increased  by  as  much  as  six  inches  in  three  weeks. 

The  second  approach  is  more  general,  in  that 
it  can  be  applied  to  nearly  every  aspect  of  train- 
ing and  rehabilitation.  We  are  using  a digital 
strength  meter,  which  displays  the  actual  force 
exerted  during  an  exercise  routine.  Elsing  this 
technicjue,  one's  maximum  capability  can  be 
evaluated,  and  a program  devised  which  specifies 
the  percentage  of  effort  one  applies  throughout  a 
full  range  of  movement.  This  can  be  applied  to 
any  muscle  group  for  which  an  exercise  can  be 
devisetl  and  used  with  many  tlifferent  pieces  of 
exercise  etphpment.  Indeed,  we  have  used  it  as 
a measuring  tool  to  evaluate  the  progress  of 
personalized  exercise  programs.  Presently,  we  are 
working  on  the  next  logical  exercise  setpience, 
which  we  believe  will  become  the  standard  for 
exercise  prescription  for  bolh  athletes  and  non- 
athletes. We  are  developing  an  electronic  appa- 
ratus which  will  display  the  force  produced, 
calories  expended  and  the  aerobic  jxtints  earned 
for  any  specific  exercise.  Furthermore,  we  are 
developing  a model  that  will  display  horsepower 
and  velocity  (for  athletes).  With  this  new  concept 


Figure  1 . 

Stick  figure  illustration  of  MOJUMP.  Contact  must  be  made  on  the 
X mark,  extended  2 feet  from  the  measured  height,  to  ring  the  bell. 
I he  bell  must  be  rung  10  consecutive  times  to  complete  the  workout, 
up  to  a maximum  of  40  jumps. 

of  training,  the  physician,  coach,  therapist,  trainer 
or  |>hysical  educator  will  not  only  be  able  to  pre- 
scribe exact  training  programs,  but  evaluate  the 
athlete’s  force,  momentum  and  speed  during  any 
specific  skill.  We  believe  that  the  only  limitation 
to  its  use  is  the  imagination  of  the  irser. 

EOOrXOIES 

®.\  portion  of  this  inantiscript  was  presented  by  Dr.  Brown 
at  the  Sports  Medicine  Syinposiinn,  University  of  Arkansas 
College  of  Medicine  and  Allied  Health,  Little  Rock,  Arkan- 
sas, on  .Vtigtist  5,  1977. 
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BRUCELLOSIS 
(Brucella  Canis) 

Harvie  R.  Ellis,  D.V.M.* 


j^rucellosis  is  the  general  name  given  an 
infections  systemic  Iracterial  disease  of  different 
species  of  animals  that  also  affects  humans,  d'he 
species  of  Brucella  are:  B. abortus,  principally 
affecting  cattle:  B.suis,  principally  affecting  swine 
and  cattle;  B.melintensis,  principally  goats; 
B.ovis,  in  sheep  (rams);  and  most  recently,  B. canis. 
Human  infections  have  been  reported  with  all 
Brucella  species  except  B.ovis. 

The  disease  has  been  referred  to  by  a variety  of 
names  including  Malta  Fever  or  Flndulant  Fever 
in  man  and  contagious  abortion  or  Bang's  Disease 
in  cattle,  but  now  the  disease  in  all  species  is  re- 
ferred to  as  brucellosis.  All  forms  <af  brucellosis 
in  the  various  animal  species  are  caused  by  bac- 
teria that  are  similar  in  their  properties,  but  which 
differ  in  their  host  preference  and  in  the  severity 
of  the  di.sease  produced. 

This  article  is  to  discuss  Brucella  canis  recog- 
nized since  1967  as  the  cause  of  canine  abortion. 
Fhe  disease  has  Ijeen  reported  in  the  United 
States  as  occurring  in  dog  owners  and  laboratory 
workers.  Human  cases  of  B. canis  infection  have 
presented  symptoms  similar  to  those  observed  in 
classical  brucellosis.  Fever,  chills,  malaise,  head- 
ache, .sweating,  weakness,  and  body  aches  have 
been  reported  as  significant  symjrtoms. 

Human  infections  have  been  reported  from 
contact  with  a householil  dog  anti  an  animal  care- 
taker working  with  adult  dogs  known  to  be 
infectetl  wdth  B. canis.  Other  human  infections 
were  act|uired  by  laboratory  technicians  working 
with  B. canis  organisms  by  oral  exposure  during 
pipeting  procetlures. 

Fhe  literature  emphasizes  that  routine  Brucella 

•Director,  Veterinary  Public  Health,  Arkansas  Depaiinient  of 
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agglutination  tests,  which  usually  use  B. abortus 
antigen,  have  been  uniformly  negative  for  all 
persons  tvith  B. canis  disease  or  infection.  How- 
ever, when  agglutination  tests  were  performed 
with  B.canis  antigen  they  have  been  positive  for 
all  patients  who,se  serum  was  taken  while  symp- 
toms were  jiiesent. 

Patients  with  B.canis  disease  or  infection 
have  been  treated  with  several  antibiotic  regi- 
mens, including  tetracycline,  streptomycin  and 
sulfadiazine  (singly  or  in  comljination)  and  amjh- 
cillin.  The  literature  inlorms  us  that  human  cases 
of  B.canis  respond  very  well  to  treatment  with 
tetiacydine  antibiotics,  d'his  is  in  contrast  to 
human  brncellosis  actpiiied  from  other  species  ol 
animals.  Bi  ucella  canis  is  the  species  reported  to 
be  slightly  invasive  lor  man,  the  course  of  the 
disea,se  is  mild  and  usually  localizes  without 
t omplic  ations. 

Brucellosis  in  dogs  caused  by  B.canis  is  reported 
to  ire  (|uite  \'arial)le  in  its  clinical  manifestations, 
ranging  frtrm  outright  abortions  and  male  genit;d 
di,sease  to  inapparent  infections.  .\11  breeds  oi 
dogs  .seem  to  be  susceptible,  .\nimals  may  present 
an  untiniity  appearance,  latigue,  loss  ol  alertness 
and  failure  to  perform  tasks  for  vvliich  they  were 
trained. 

(ianiue  brucellosis  may  piesent  an  economic 
problem  for  commercial  dog  breeders.  .Since  there 
is  no  certain  treatment  for  the  disea.se,  the  recom- 
mended procedure  for  dogs  with  brucello.sis  in 
breeding  kennels  is  disposal.  For  individual  pets 
with  the  disea.se  other  measures  are  being  tried. 
For  example,  isolation  so  the  animal  cannot  breed, 
spaying  or  castraition,  and  attempts  to  treat  the 
disease  before  deciding  on  euthanasia. 
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New  methods  in  tlie  management  of  B.canis  are 
being  used  such  as  the  rapid  slide  agglutination 
test  lor  canine  brucellosis  permits  a presumptive 
diagnosis  within  minutes.  If  the  rapid  slide  test 
iiulicates  a positive  reaction,  further  laboratory 
studies  are  necessary  before  a final  diagnosis  is 
made. 

rite  reported  cases  of  canine  brucella  canis  in 
Arkansas  for  the  past  five  years  is  as  follows:  1973 
— 1 case;  1971—1  case;  1975—4  cases;  197b— 4 cases; 
1977  (to  date)  3 cases. 
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The  Age  of  Idiocy 

Alfred  Kahn,  Jr.,  M.D. 


T.e  historians  have  div  ided  the  eras  of  man- 
kintf  into  various  periods  and  appended  variotis 
tags  to  tliem  as  tlie  dark  ages,  the  age  of  reason, 
antf  so  on.  d he  transition  of  one  epoch  into 
another  is  so  insidious  that  the  botindaries  have 
to  lie  defined  Ity  later  day  students. 

Surely,  this  century  has  witnessed  some  traumat- 
ic upheavals  and  changes.  Perhaps  the  greatest 
change  is  the  unbridled  attacks  on  our  democracy 
and  its  institutions— and  fretpiently  by  small  num- 
bers of  vocal  fringe  groups  who  do  not  represent 
a majority  opinion.  Their  clamor  is  loud  and 
lepetilive  and  often  brings  results  not  in  the  best 
interests  of  our  nation.  This  does  not  indicate 
that  the  need  for  intelligent  dissent  is  lessened. 
4 his  is  the  essential  element  in  a republic  or  a 
democracy.  However,  it  is  idiocy  to  bow  to  the 
lunatic  fringe. 

Organized  medicine  is  a necessity  in  a nation 
dedicated  to  private  enterprise.  It  is  the  fortim 
for  discussions  of  scientific  matters  and  the  physi- 
cians' special  role  as  an  ethical  healer  in  the  com- 


munity. Before  the  congress  are  discussions  of 
possilile  new  faws  — any  one  of  wliich,  if  enacted, 
might  lead  to  socialized  medicine.  This  is  not  a 
Sjiecter  or  a lioogey-man  but  a genuine  threat  to 
the  American  way  of  life,  and  it  is  well  to  be 
reminded  of  this  once  in  awhile. 

The  main  argument  against  socialism  is  surely 
a loss  of  individual  freedom.  Suppose  it  starts 
with  medicine.  Where  does  it  lead  to  next?  The 
business  man  cannot  open  his  planned  new  busi- 
ness—or  if  he  does  he  is  lost  in  a morass  of  govern- 
ment regidations.  The  step  by  step  plans  to  a 
totally  controlled  society  have  been  discussed  at 
gi'eat  length  btit  to  not  much  avail— and  are  well 
knowm  as  is  the  soporific  technitpie  of  gradualism 
in  achieving  the  goal. 

Perhaps  of  etpial  importance  in  a society  which 
stands  with  one  foot  in  the  camp  of  private  enter- 
jtrise  and  the  other  in  the  camp  of  socialism  is  — 
can  society  afford  the  schemes  of  socialism.  In 
other  words  can  a partially  socialized  society  afford 
socialized  medicine,  socialized  housing,  etc.  The 
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cost  (>r  sot'ialism  whole  or  partial  is  ircniciulous. 
Ill  a perfect  world  socioiy,  there  would  lie  no  need 
lor  tiatiotial  defense.  But  hnnian  nattirc  and 
lunnan  societies  are  itnperfect;  bickeriiif)  atul  wars 
exist;  we  have  to  have  a budget  for  national  de- 
fense to  survive  as  a nation.  1 Ids  does  not  mean 
tliat  some  moneys  shotdd  not  be  set  aside  for  the 
betterment  of  the  cpiality  of  life  and  to  provide 
certain  basic  needs  btil  it  is  obvious  tliat  the  indi- 
vidtial  and  his  family  will  have  to  supply  many 
needs  that  the  government  cannot  afford;  a some- 
what olilitpie  example  of  the  contrary  is  New  York 
City. 

There  are  other  areas  of  irrationality  in  our 
society,  some  are  close  to  home.  One  is  the  need 
for  black  physicians.  I’his  is  not  a medical  school 
failure  as  such.  It  is  a social  failtire  of  serious 
proportions  in  which  the  black  rate  has  not  been 
permitted  to  enter  the  economic  mainstream.  The 
disruptive  effects  of  poverty  and  low  income  on 
the  educational  process  are  too  well  known  to 
document  here.  The  medical  schools  are  ready 
and  an.xious  to  accept  black  candidates  but  society 
has  to  prepare  the  candidate  so  that  he  can  effec- 
tively compete  for  the  limited  number  of  positions 
by  improving  the  black's  total  background.  .Some 
of  the  cure  is  totally  free— it  is  a must  to  put  aside 
prejudice.  A facile  brain  may  be  enclosetl  in  a 
skin  of  any  color— black,  yellow,  white,  red,  etc. 

What  are  we  doing  with  the  problems  brought 


about  l)y  an  aging  population?  Medicine  has 
brought  about  lopsided  aging  in  many  instances. 
Some  parts  of  the  bmly  slay  relatively  young  and 
others  show  marked  senility  ...  a stroke  is  a de- 
vastating lesion  if  it  impairs  mentation,  severe 
arterio-sclerosis  with  memory  and  reasoning  lo.s8 
is  a disaster.  'I’his  situation  begs  the  total  tpies- 
tion;  how  do  you  care  for  the  aged  and  the 
chronically  ill?  Perhaps  medical  research  .should 
intensify  in  the  geriatric  anti  chronic  disease  area 
—and  examine  its  prospective  goals.  What  about 
hospitalization?  Should  a veteran  with  a non- 
service  connected  disability  have  precedence  over 
any  other  citizen  in  a government-operated  hos- 
pital? Should  the  elderly  gradually  fade  and 
shrivel  in  impersonal  surroundings?  Many  of 
these  problems  would  be  capable  of  solution  if 
the  family  unit  persisted;  the  family  that  provided 
home  care  for  tlie  aged,  the  orphaned,  the  un- 
fortunate; a mobile  America  has  shattered  this 
tradition.  Government  of  all  levels  has  been  left 
to  fill  the  gap  but  how?  How  with  decency  and 
effectiveness? 

As  is  always  the  case  there  are  more  questions 
than  answers.  The  overview  of  USA  1977  is  gen- 
erally good  but  we  as  physicians  and  citizens  have 
problem  areas.  The  solutions  are  found  in  a 
contemplative  action  and  not  a jaw-jerk  answer 
promoted  by  vocal  detractors  with  improbable 
schemes. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

Congiess  was  moving  to  wrap  up  work  on  as 
much  health  legislation  as  possible  in  preparation 
for  the  gathering  storm  over  national  health 
insurance  (NHI)  in  1978. 

The  Administration  was  putting  strong  pres- 
sures on  Senators  and  Representatives  to  move 
tpiickly  on  President  Carter’s  proposal  for  a “cap” 
on  allowable  hospital  revenue  inaeases,  insisting 
that  the  cost  containment  plan  was  a prerequisite 
for  NHI 


Despite  the  sense  of  urgency  imparted  by  the 
Athninistration,  it  appeared  that  jurisdictional 
problems,  a cooling-off  by  organized  labor  on  the 
plan,  and  stiff  opposition  from  hospital  ami  phy- 
sicitin  groups,  would  serve  to  carry  the  issue  over 
until  next  year. 

The  Administration  was  keeping  mum  al)out 
the  form  its  NHI  program  will  take.  Task  forces 
of  planners  were  busy  at  HEW^  drafting  various 
approaches.  About  the  only  certainty  at  this  stage 
is  that  the  Carter  NHI  bill  will  call  for  imple- 
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nientiUion  in  stas>es  lo  avoid  a ci  ushing  tinancial 
buiclen  on  the  lederal  treasury. 

Few  expect  Ciongiess  can  do  more  next  year 
titan  take  a gootl  htok  at  XFll.  Fite  awkward 
jurisdictional  tangle  in  (iongress,  where  two  com- 
mittees in  both  House  and  .Senate  must  share 
jm  isdiction,  mttkes  lor  delay.  Whth  lawmakers 
anxious  to  get  the  .session  over  with  tpiickly  so 
they  c;tn  campaign  tor  the  lh78  elections,  only  the 
most  sanguine  NHI  proponents  predict  linal  coii- 
giessional  action  next  year. 

.\naly/ing  the  NFII  situation  tor  the  benetit  ot 
(iongress,  the  Ciongressional  Budget  Oftice  (CBO) 
issued  a report  warning  that:  “it  strategies  to 
contain  hetilth  expenditures  are  not  adojrted 
soon,  the  possibility  ot  enacting  a comprehensive 
national  health  insurance  program  m:iy  be  atl- 
versely  allectetl." 

In  addition  to  the  Hospital  Host  ]>lan.  Congress 
in  the  final  weeks  of  the  1977  session  was  faced 
w'ith  numerous  other  health  issues.  Among  the 
metisnres  hanging  tire  were  the  Health,  Education 
and  Welfare  Department  appropriation,  which 
had  been  stalled  over  the  abortion  issue;  new 
federal  regulations  for  clinical  laboratories; 
■Medicare-Medicaid  fraud  and  abuse;  federal  aid 
lor  rural  health  clinic  physician  extenders;  the 
.Administration’s  plan  for  expanding  tlie  child 
health  program;  and  an  omnibits  drug  bill 
making  many  changes  in  F'ood  and  Drug  Ad- 
ministration (F’DA)  operations  and  regulations, 
including  new  labelling  language. 

■Some  of  these  bills  were  fated  to  remain  lodged 
in  Congress  nntil  1978.  d'he  only  sure  bet  for 
jtassage  in  1977  was  the  appropriations  bill  which 
gives  HEW  several  billion  tlollars  more  titan 
President  Carter  recommended  and  continues  to 
bar  federal  Medicaid  payments  for  most  abortions. 

Other  major  health  bills  before  Congaess  in- 
cluded an  18-montIi  delay  in  the  proposed  F'DA 
ban  on  saccharin;  amending  the  renal  disease 
progiam  to  encottrage  self-dialysis  and  kidney 
transplants;  establishing  a separate  Department  of 
Health;  and  freeing  federal  scholarship  .stipencE 
from  income  tax. 

* * * * 

'Ehe  gloomy  report  by  the  Congressional 
Budget  Oflice  (CBO)  on  health  spending  advised 
House  and  .Senate  Budget  Committees  that  cur- 
rent control  efforts  “will  apparently  have  little 
effect  on  the  upward  trend  in  health  expendi- 
tures ...” 

The  report  said  existing  reimbnr.sement,  facili- 


ty, and  ntili/ation  containment  programs  can  be 
altered  In  increasing  or  decreasing  tlie  level  ot 
regulation.  “Cihanges  must  be  made  in  hospital 
reimbursement  practices  if  some  immediate  im- 
pact on  hospital  expenditnres  is  to  occur,"  the 
report  said. 

According  to  tlie  CBO,  “,A  snccessfnl  program, 
whether  administered  at  the  state  or  federal  level, 
would  have  to  break  the  automatic  cost-increase/ 
revenue-increase  relationship  that  is  cnrrently 
enjoyed  by  individual  hospitals.  Certificate-of- 
need  programs  could  be  strengthened  through 
increased  financial  sn|)port  for  tlie  state  agencies, 
more  precise  federal  guidelines,  ami  perhaps 
limits  on  capital  spending.  I'he  cost-effectiveness 
of  P.SROs  might  lie  improved  by  restricting  utili- 
zation review  to  more  tpiestionable  medical  prac- 
tices or  by  emphasizing  pre-admission  review.” 

I'he  wTiy  the  CBO  sees  it,  “I’he  expansion  of 
regulatory  etforts  is  an  attempt  to  compensate  for 
the  overntilization  of  health  care  and  the  failitre 
ot  high  costs  to  lessen  demand.  Appropriate 
changes  in  the  nnderlying  supply  and  demand 
factors  conld  reduce  the  neetl  for  hospital  regula- 
tion. Moreover,  because  these  supply  and  demand 
factors  operate  throitghont  the  entire  health 
sector,  sttccessfitl  containment  of  hospital  expendi- 
ttires  might  accelerate  nonhospital  expendittires. 
Increases  in  patients’  ont-of-pocket  costs  or  limits 
on  physicians’  fees  might,  however,  increase  price- 
conscionsness  related  to  nonhospital  care.” 

I’he  report  continued;  “F’ederal  regulatory 
efforts  to  contain  the  sttpply  of  resotirces  have 
concentrated  on  beds  and  facilities,  virtually  dis- 
regarding manpower  and  technology.  While 
prospective  reimbur.sement  and  utilization  control 
programs  can  be  strengthened  and  thereby  reduce 
health  expenditttres,  their  effectiveness  may  be 
limited  without  national  health  insurance, 
becau.se  of  the  ntnnber  of  third-party  payers 
and  the  variation  in  their  payment  procedtires. 
■Supply  policies,  how'ever,  might  be  quite  effective 
without  national  health  insurance.  (Countries 
wdth  national  health  insurance  plans  are  relying 
increasingly  on  constraints  in  supply  to  contain 
health  expenditures.)” 

F'uture  growth  in  the  number  of  physicians 
could  be  reduced,  particularly  by  restricting  the 
influx  of  foreign  medical  gradtiates,  CBO  said, 
adding; 

“Becau.se  each  additional  practicing  physician 
generates  expenditures  for  both  hospital  and 
physician  care  far  beyond  the  level  of  his  net 
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iiuonic,  sir;ilc<>ic‘s  to  rcdiKC  tlic  ini|).Ki  ol  cadi 
|)liysic  ian  on  total  cxpciulitin  cs  could  be  con- 
sidered. .Mteiiiit'  I einibui seinent  schedules  and 
inereasint>  the  |)i oport  ion  ol  jihysic  ians  in  pi  iinai  y 
care  and  in  prep.iid  health  plans  are  jKissihle 
strate>>ies.'’ 

Piescnt  reimbnrseinent.  iacility,  and  ntili/.ition 
eontainnient  piograins  directed  at  hos|)itals  conld 
be  changed  b\'  stiategies  which  lepresent  inerc- 
nienttil  change,  stionger  regulation,  or  weaker 
regnlalion,  said  (IBO.  “A  stiategy  ol  ledtieing 
regidation  would  lesnlt  Iroin  the  beliel  that  eithei 
a more  eompetitice  hetdlh-eare  market  or  greater 
priee-c onsc ionsness  would  be  more  elleetive  in 
eontaining  costs.'' 

I he  report  conceded  that  “beetmse  ol  limited 
knowledge,  it  is  not  possible  to  pieclict  aecnrtitely 
the  cost  savings  or  increased  costs  resulting  Irom 
increases  or  decrea.ses  in  regulatory  ellorts.” 

Cioncincled  the  repot  t: 

“Under  current  policies,  health  expenditures 
will  continue  to  absorb  a larger  prcjpoi  tion  ol  the 
nation's  resources  .and  ol  the  tecleial  budget. 
These  trends  could  be  slowed  clown  signilicaintly 
by  increased  regulation  similar  to  that  recently 
proposed  by  President  Uarter  to  contain  intnre 
hospital  revenues  ;mcl  incestments.  Inciettsed 
cost-shtiring  by  patients,  or  a signilietnit  reorgtini- 
zation  ol  the  health-care  delivery  system  at  e othei 
alternatives.  li  strategies  to  contain  health  ex- 
penditures are  not  adojated  soon,  the  possibility 
of  emitting  a comprehensive  mitional  health 
insurance  jarogram  may  be  adversely  affected. 
Moreewer,  a long  delay  is  likely  tea  jaicadnce  even 
mcare  severe  propostds  for  containing  health  ex- 
penditures—jaroposals  that  ate  likely  to  freeze 

prevailing  health  expenditure  ptittei  ns." 

# # # # 

In  an  S,H()()  woi  cl  criticpie,  the  I’htn  inacentical 
.Mamifactnrers  .\ssociation  characterized  the 
Final  Report  of  the  HEW  Review  Panel  on  Netv 
Drug  Regulation  as  a “ph ilca.sophical  endorsement 
of  correasive  regulation'’  that  would  create  “im- 
pediments to  the  efficiency  of  the  new  cling 
appreaval  prcaccss.” 

1 hough  ccannnencling  .some  specific  reccam- 
menclaticans  and  ccamments,  including  the  ctancln- 
sican  that  the  Fcaod  and  Drug  Achninistratican  is 
neither  prea-  near  anti-industry,  PM.V  President 
C.  joseph  .Stetler  says  the  Panel  “consistently 
slides  into  the  trap  caf  statutory  and  regnlatcary 
solnticans.” 

“ Ehus  we  ccame  tea  a stunning  statistic,”  the 


Pi\l.\  ccavering  leuer  na  the  crilicpie  reads.  “.\ll 
told,  the  Panel  makes  some  hb  recommendations, 
many  ol  (hem  calling  loi  new  increments  of 
regnl.ilion— without  cane  meniican  cal  any  with- 
drawal or  lessening  ol  agency  jaowet.  While  many 
caf  these  suggestions  are  }ai()ceduial  in  natme, 
cumulatively  and  inevitably,  (hey  would  change 
cam  naticanal  policy  toward  drug  reseat  c h and  drug 
picaducts.  In  out  view,  that  change  wcanld  nn- 
cptesticatiably  be  lot  the  wcai  se  in  the  Icai  in  cal  more 
cumbersome,  ccastly  and  slower  j at cac esses.” 

PMA  said  the  Panel  displays  “insnllicient 
understanding  cal  the  real  wcai  Id  ol  science,  " that 
it  leans  “tcaward  an  adversarial  rather  than  a co- 
operative philcasopfiy  bar  FD.X-indnstry  relatican- 
ships,"  and  that  it  ignores  the  "innovative  capa- 
bilities" caf  the  .\merican  phai  inacentical  and 
device  industry,  with  its  more  than  a billican 
dcallars  a year  research  effort. 

“.\t  scame  jacaint,  regnlatcary  demands  can 
beccame  so  strict  that  gcavernment  will  have 
erected  fcarniiclable  barriers  tea  competitive  entry 
and  only  the  larger  and  best-ec|uipped  firms  can 
ccantinne  in  the  race.  In  the  process,  useful  new 
ch  ngs  w'ill  be  lost  car  delayed  and  the  ccast  caf  those 
still  available  will  be  inflated.  Government  then 
will  have  created  mcare  concentraticaii  in  an  indus- 
try where  bcath  price  and  preadnet  team  petit  ican 
have  been  intense,  with  the  benefits  flcawing 
ultimately  tea  the  ccansumer,”  PMA  asserted. 

PM.\  charged  that  in  perceptican  of  the  “drug 
lag,”  the  Panel  “manifests  further  disinterest  in 
the  industry's  R & 1)  (research)  challenges.”  I he 
Cl  iticpie  lists  mcare  than  a score  of  impiartant  drugs 
“ntaw  .'iccepted  as  safe  and  effective  in  the  U.  S., 
which  went  can  the  market  caverseas  twea  car  more 
years  ahead  of  U.  ,S.  introductican.  The  ccast  of 
these  delays  tea  ,\merican  patients,  in  hitman  terms 
alcane,  is  incalculable.” 

# # * # 

I he  American  public  has  been  getting  “a  super- 
ficial .sales  pitch  " can  the  weal  th  of  Health  .Mainte- 
nance Organizaticans  (H.MOs),  according  to  a 
study  by  the  American  Medical  .\sscaciatican. 

riie  report  dealt  with  impcariant  aspects  caf  the 
11  MO  busine.ss  that  govermnent  reports,  favorable 
tea  IlMOs,  “usually  fail  tea  reveal,  " said  the  ,\,MA. 

d lie  (iarier  Administratican  pledged  a renewed 
effcart  to  expand  HMOs  and  strengthen  the  federal 
aid  preagram.  But  the  review  by  the  AM.V  raised 
(]ue.stions  abcaut  scame  widened  public  assumpticans 
alacaut  HMOs  and  claims  made  in  their  behalf. 
Advcacates  of  HMOs  have  claimed  that  FIMOs 
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place  a special  emphasis  on  preventive  care,  “but 
recent  studies  indicate  that  fee-for-service  prac- 
titioners provide  ?norc  preventive  care  than  tlo 
HMOs,”  said  the  AMA  report. 

Much  of  the  “efficiency’'  of  HMOs  “appears  to 
be  attributable  to  (1)  skimming,  in  which  HMOs 
attempt  to  draw  their  enrollment  from  the 
healthier  segments  of  the  population,  and  (2) 
skimping,  in  which  utilization  of  covered  services 
is  not  encouraged." 

According  to  the  report,  “There  is  no  clear 
indication  that  unit  costs  (the  cost  to  provide  a 
given  item  of  medical  care)  are  lower  in  an  HMO. 
However,  premiums  for  HMO-tyjre  plans  tend  to 
be  about  25%  higher  than  those  for  conventional 
health  insurance.” 

Recent  amendments  Iry  Congiess  to  the  HMO 


Act  will  reduce  the  benefits  an  HMO  must  pro- 
vide; legitimize  “skimming,”  by  eliminating  the 
open  enrollment  provision;  allow  HMOs  to 
charge  higher-risk  enrollees  a higher  premium; 
dilute  the  “one  stop”  medical  care  concept  that 
formerly  was  the  keystone  of  the  HMO,  said  the 
report. 

Continued  the  AMA  report:  “Some  tactics  of 
dubious  legitimacy  have  been  employed,  both  to 
‘sell’  the  HMO  concept  to  the  American  people 
and  to  enroll  individuals  in  HMOs.” 

“Everything  considered,  it  seems  clear  that  the 
American  public  has  been  overpromised,  where 
HMOs  are  concerned.  Where  an  HMO  holds 
costs  down,  it  is  apt  to  be  due  to  reduced  utiliza- 
tion and  not  to  health  ‘maintenance’.” 

* * * * 


DR.  ABED  ALSALAM  ELKHOJA 

Dr.  Abed  A.  Elkhoja  has  been  accepted  into 
the  membership  of  the  Craighead -Poinsett 
County  Medical  Society.  He  was  born  in  Rakka, 
Syria,  and  received  his  M.D.  degree  in  1973  from 
Alepjxr  Medical  School  in  Syria.  Dr.  Elkhoja 
completed  an  internship  at  St.  Joseph  Hospital 
in  Memphis,  Tennessee,  and  received  residency 
training  at  the  Methodist  Hospital,  Brooklyn, 
New  York. 

Dr.  Elkhoja  has  been  in  General  Practice  at 
the  East  Arkansas  Family  Health  Center  in  Le- 
panto  since  July  1976. 


DR  WILLIAM  HOWARD  SCHEMEL 

The  Sebastian  County  Medical  Society  has  ac- 
cepted Dr.  William  H.  Schemel  into  its  mem- 
bership. 

Dr.  Schemel  was  born  in  Alden,  New  York. 
He  received  his  B.S.  degree  from  Georgetown 


University,  Washington,  D.  C.,  in  1954,  and  his 
M.D.  degree  from  Georgetown  School  of  Medi- 
cine in  1958.  Following  his  internship  at  Mercy 
Hospital  in  Buffalo,  New  York,  Dr.  Schemel 
served  in  the  Ehrited  States  Public  Health  Service 
for  two  years.  From  1961  until  1963,  he  was  in 
Anesthesiology  residency  training  at  the  'Veterans 
Hospital  in  Buffalo. 

Dr.  Schemel  was  associated  with  Sister’s  Hos- 
pital in  Buffalo  for  fourteen  years  prior  to  mov- 
ing to  Fort  Smith.  He  served  as  Clinical  As- 
sistant Professor  of  Anesthesiology  at  State  Uni- 
versity of  New  York  at  Buffalo.  Dr.  Schemel  is 
certified  by  the  American  Board  of  .Anesthesi- 
ology. His  office  is  at  216-A  North  Greenwood, 
Fort  Smith. 


DR.  HAROLD  F.  WILSON 

A new  member  of  the  Drew  County  Medical 
Society  is  Dr.  Harold  F.  Wilson.  Dr.  Wilson  was 
born  in  Monroe,  Louisiana,  and  upon  graduation 
from  high  school  served  in  the  United  States 
Navy  from  1959  to  1965. 

He  received  a B.S.  degree  from  the  University 
of  Centi'al  Arkansas  in  Conway  in  1969.  In  1974, 
he  was  graduated  from  the  University  of  Arkan- 
sas College  of  Medicine,  and  continued  at  the 
Medical  Center  for  his  internship  and  residency 
training. 

Dr.  Wilson  is  a Family  Practitioner.  He  has 
been  associated  with  the  Monticello  Medical 
Clinic  since  June  1977. 
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DR.  JACK  J.  STERNBERG 

I'hc  I’uhiski  (louiily  Medical  Society  has  an- 
iioiiiiced  that  Dr.  |ack  J.  Sieinberf>  is  a new  inein- 
her  ol  that  Society. 

Dr.  Sternbero  is  a native  of  Ihooklyn,  New 
York,  and  received  his  B.A.  degree  from  the  State 
Lhiiversity  of  New  York  at  Buffalo  in  1!)()<S.  Me 
received  his  M.D.  degree  from  State  University 
of  New  York  School  of  Medicine  at  Buffalo  in 
1972  and  interned  at  Mount  Sinai  Hospital, 
Cleveland,  Ohio. 


Dr.  Sternberg  was  in  Intel  iial  Meilitine  resi- 
dency training  at  .Mount  Sinai  Hospital  for  two 
years  and  held  a Fellowshi])  in  Medical  OiKology 
at  M.  1).  .\nder.son  Hospital,  Honston,  Texas. 
He  held  a teaching  appointment  at  tlie  I'lnvei- 
sity  of  Texas  Medical  Sdiool  in  Honston.  He 
is  certified  by  the  .American  Board  ol  Internal 
Medicitie. 

Dr.  Sternberg  speciali/es  in  Medical  Oncology 

at  .50(1  South  University,  Snite  72.7,  Little  Rock. 

* =*  # # 


PERSONAL 


MAYFLOWER  CLINIC  OPENS 

Mayflower  Medical  Clinic,  a satellite  of  the 
Cantrell  Medical  Clinic  in  Little  Rock,  has 
opened  in  Mayflower.  Dr.  Edwin  N.  Barron  of 
Little  Rock  will  practice  at  the  Mayflower  Clinic 
five  mornings  a week. 

DR.  BRIDGES  SERVES  BALD  KNOB 

Dr.  Olen  W.  Bridges  of  Searcy  is  practicing 
four  hours  each  day  in  Bald  Knob  at  the  former 
office  of  Dr.  T.  L.  Adair.  Dr.  Adair  retired  in 
August. 


DRS.  ROSS  AND  DOBBS  TO  CONWAY 

Drs.  Rex  Ross  and  John  \V.  Dobbs,  both  Fam- 
ily Physicians,  are  now  in  practice  at  their  new 
clinic  on  Highway  60  West  in  Conway.  They 
practiced  in  Searcy  four  years  prior  to  moving 
to  Conway. 


NEW  ENDOSCOPIC  OFFICERS 

New  officers  of  the  Arkansas-Oklahoma  Endo- 
scopic Society  for  1977-78  are:  Dr.  Charles  H. 
Paris,  Fort  Smith,  President;  Dr.  David  James, 
Tidsa,  Oklahoma,  Vice  President;  Dr.  Douglas 
Smart,  Little  Rock,  Seaetary;  and  Dr.  Malcolm 
Robinson,  Oklahoma  City,  Oklahoma,  Treasurer. 


DR.  DOUGLAS  SMITH  RELOCATES 

Dr.  Douglas  Smith  has  joined  Drs.  Orman  W. 
Simmons  and  James  T.  Y.  Kwee  in  the  practice 
of  Obsteterics  and  Gynecology  at  310  Doctors 
Park  Biulding  in  Little  Rock.  Dr.  Smith  former- 
ly practiced  in  Fort  Smith. 


AND  NEWS  ITEMS 


DR.  GARDNER  RECEIVES  RECOGNITION 

Dr.  Ellis  Gardner  of  Russellville  has  been  in- 
ducted into  Arkansas  Tech  Lbnversity’s  Hall  of 
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Disiiiu  lion.  Dr.  Ciarclnei  served  on  ilie  I'ecli 
Hoaicl  ot  I'rnsiees,  and  is  a past-presidenl  of  the 
l edi  .Vhnnni  Association.  He  has  been  a meni- 
f)er  of  the  Arkansas  Board  ol  lAlncation  since 
I '.ilia.  Di'.  Ciardner  was  ,<>radnated  from  .\rkansas 
lech  in  IhS.S. 

DR.  WILSON  HAS  NEW  ASSOCIATE 

Dr.  [antes  Whlson  has  announced  the  associa- 
tion cjf  Dr.  folni  Douglas  in  the  practice  of  Cardi- 
ology at  aOO.Sontli  University  in  Little  Rock. 

TWO  ADDITIONS  TO  ST.  JOSEPH  STAFF 

Drs.  Lhomas  R.  Wallace  and  Robert  \V.  Asjrell 
ha\'e  been  added  to  the  staff  of  St.  Joseph's  Mercy 


.Medical  Center  in  Hot  Springs.  Dr.  ^Vallace  is 
an  Ophthalmologist  and  Dr.  .\spell  is  a Urologist. 

DR.  McDaniel  joins  staff 

Dr.  Robert  C.  McDainel  has  joined  the  staff 
of  the  Ihiiversity  of  Arkansas  for  Medical  Sci- 
ences. He  is  Assistant  Professor  of  Pathology 
at  the  College  ol  Medicine;  .\ssociate  Piofessor 
and  Chairman  of  the  Medical  Technology  De- 
partment of  the  College  of  Health  Related  Pro- 
fessions; and  Director  of  clinical  laboratories  and 
blood  bank  at  University  Hospital. 

Dr.  McDaniel  was  previously  director  of  lab- 
oratories at  the  Snodgras  Laboratory  in  St. 
Louis,  Missotiri. 


LA 

B I T U A R Y 

ROBERT  HOMER  WHITEHEAD,  SR.,  M.D. 

Dr.  R.  H.  Whitehead,  Sr.,  died  at  the  age  of 
ninety-two  on  September  17,  1977.  He  was  born 
in  18S5  at  d ichnor,  Aikansas,  and  he  received 
his  M.D.  degree  from  St.  Louis  Ihiiversity  School 
of  Medicine  in  Mis.sotn  i in  191,5.  Prior  to  enter- 
ing the  medical  profession,  he  was  a teacher.  Dr. 
Wdiitehead  was  a general  practitioner  and  had 
practicetl  in  the  DeWitt  area  for  sixty-one  years. 
.\  wing  ol  the  DeWhtt  City  Hospital  is  named  in 
his  honor. 

Dr.  Whiteheatl  was  a life  mendter  of  the  So- 
ciety, and  a mendter  of  the  Society’s  Fifty  Year 
(did).  He  was  a member  of  the  official  board  of 
the  DeWitt  First  United  Methodist  Church, 
wheic  he  taught  the  men's  Bible  Class  for  over 
forty  years.  He  was  also  a member  of  the  Rotary 
(did)  and  the  Masonic  Lodge. 

He  is  survived  by  his  wife,  Mrs.  Lti  Ola  Hin- 
man  Whitehead;  a son.  Dr.  R.  LI.  Whitehead,  Jr., 
of  Little  Rock;  and  a daughter,  Mrs.  Courtney 
Langston  of  Little  Rock. 

ROBERT  H.  HOOD,  M.D. 

Dr.  Robert  H.  Hood,  formerly  of  Russellville, 
died  on  .September  !),  1977,  at  Tyler,  Texas,  where 
he  had  resided  since  1970. 


Dr.  Hood  was  a 1927  graduate  of  the  Llniver- 
sity  of  Arkansas  School  of  Medicine  and  he  in- 
terned at  the  Missouri  Pacific  Hospital  in  Little 
Rock.  He  practiced  in  Russellville  from  1928 
until  1951.  Dr.  Hood  had  served  as  chief  of  staff 
at  St.  Mary’s  Hosjrital,  as  jrresident  of  the  Pope- 
5'cll  County  Medical  Society,  and  as  a member 
of  the  State  Boartl  of  Medical  Examiners. 

He  was  a former  member  of  the  Rus.sellville 
School  Boaid  and  Arkansas  Tech  LJniversity 
board  of  trtrstees.  Dr.  Hood  served  as  presidetit 
of  the  Pope  County  Welfare  Board  from  f938 
until  1918  and  he  was  a past  district  chief  of  the 
Arkansas  Lions  Club. 

Dr.  Hood  had  been  a member  of  the  medical 
staff  at  the  State  Hospital  in  Little  Rock  and 
Benton. 

He  is  survived  by  his  wife,  Mrs.  Helen  Bice 
Hood;  and  a son,  Robert  W.  Hood  of  I’yler. 

WILLIAM  K.  HILL,  M.D. 

Di  . William  K.  Hill  of  Elaine  died  September 
25,  1977,  at  the  age  of  fifty-one.  He  had  practiced 
in  Elaine  for  over  twenty  years. 

Dr.  Hill  was  born  in  Greenville,  Mississippi, 
on  May  20,  1926.  He  was  a 1951  graduate  of  the 
Lhiiversity  of  Tennessee  Medical  School  in  Mem- 
phis. 

Dr.  Hill  was  a member  of  the  Phillips  County 
and  Arkansas  Medical  Societies.  He  was  a vet- 
eran of  World  War  II  and  a member  of  the 
Elaine  Methodist  Church. 

Dr.  Hill  is  survived  by  his  widow,  Mrs.  Ann 
Hill,  three  daughters,  and  one  son. 
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LEROY  E.  ELLISON,  M.D. 

Dr.  Leroy  L.  Kllisoii  ol  W'aireii  died  )idy  2'L 
1977.  llewa.s  bom  March  17.  IS9().  in  X'erinont, 
lllinoi.s.  Dr.  Ldli.soii  ser\ed  in  the  Lnited  .State.s 
.\rin\  dnriiif;  W’orld  W'ai  1 as  a First  .\id  Lot  jrs- 
inan.  .Viter  his  dischait^e  lioin  the  Army,  he 
entered  Illinois  (iollej’e  ;it  faekson\ ille  tind  re- 
eeired  his  .V.B.  degiee  in  1921.  lie  leecived  his 
medical  decree  trom  V\’a.shin<>ton  University  in 
St.  Louis,  Missouri,  in  l!>2.a.  ;nul  he  interned  at 
the  St.  Louis  l lospittil  and  the  .Missoni  i State 
I lospital  in  F'ldton. 

Dr.  F.llison  practiced  in  Maplewood.  .Missoni  i, 


pi  ior  to  loc  al  ill”  in  W'arren.  Me  c ame  to  VVhir- 
ren  to  assist  in  the  c;ne  ol  jjatients  during  a lln 
epidemic,  and  he  remained  there  over  ten  years. 
Me  retnrned  to  St.  Louis,  Missouri,  where  he 
praetited  until  his  retirement  in  1999.  Upon  re- 
tirement, he  reinrned  to  Warren. 

Dr.  Kllison  received  recognition  horn  Presi- 
dents Roosevelt  tiiid  1 riinian  tor  his  loyal  serv- 
ices to  the  government  din  ing  Wdirltl  War  II. 

Dr.  Kllison  is  survived  hy  his  widow,  .Mrs.  Rose 
King  ol  Warren,  and  one  son,  Robert  Lee  Klli- 
son. Birdshoro,  Pennsylvtinia. 

# # * # 


THINGS 


V'° 

^P^COME 


GRADUATE  MEDICAL  ASSEMBLY 

'Khe  F'orty-first  Annual  New  Orleans  Graduate 
Medical  Assembly  will  he  held  March  31st 
through  April  4,  197H.  4’he  theme  for  the  meet- 
ing is  “The  High  Risk  Patient."  The  meeting 
is  accredited  hy  the  American  Medical  A.ssocia- 
tion  (Category  I)  and  hy  the  American  Academy 
of  F'amily  Physicians. 


Registration  fee  is  ,§200  for  non-memhers. 
Complimentary  registration  for  students,  resi- 
dents, interns,  and  fellows. 

F'or  further  infonnation  contact:  New  Orleans 
Ciradnate  Medical  Assembly,  Room  l.'i.HtS,  4 iilane 
Medical  Center,  1130  Kiilane  Vveiuie,  New  Or- 
leans, Louisiana  70112,  phone  (.'301)  52:3-9930. 

* * * * 
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VOTE 

ARK-PAC 


A new  political  party? 

Hardly.  The  Arkansas  Medical  Political  Action  Committee  is  a 
voluntary  non-profit,  unincorporated  group  whose  membership  is 
open  to  all  physicians,  their  spouses,  and  other  interested  people. 

Ark-Pac  encourages  its  members  to  work  actively  for  good  govern- 
ment through  the  established  political  party  of  their  choice,  but 
Ark-Pac’s  material  resources  may  be  concentrated  for  the  bene- 
fit of  worthy  candidates  from  either  party,  thus  reinforcing  our 
efforts  toward  the  basic  objective  — electing  the  best  possible 
public  representation. 

Ark-Pac  is  your  opportunity  to  join  a winning  team. 

The  time  is  now!  Send  your  dues  payment.  Ark-Pac  achieves 
bigness  by  transforming  small  individual  contributions,  which 
might  otherwise  go  unnoticed,  into  a concerted  political  force. 
Voluntary  political  contributions  for  Ark-Pac  and  Am-Pac  (the 
American  Medical  Political  Action  Committee)  may  be  sent  to 
Ark-Pac,  Post  Office  Box  1208,  Fort  Smith,  Arkansas  72902.  $35 
is  suggested  for  family  membership  (physician  and  spouse)  and 
$25  for  an  individual.  Sustaining  membership  is  $99. 

If  your  practice  is  incorporated,  Ark-Pac  and  Am-Pac  voluntary  political  contributions  should  be  written 
on  a PERSONAL  CHECK.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor 
the  Arkansas  Medical  Society  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to 
make  PAC  contributions.  Copies  of  Ark-Pac  and  Am-Pac  reports  are  filed  with  the  Federal  Election 
Commission  and  are  available  for  purchase  from  the  Federal  Election  Commission,  Washington,  D.  C.  Con- 
tributions are  subject  to  the  limitations  of  FEC  Regulations,  Sections  110.1,  110.2  and  110.5.  (Federal 
regulations  require  this  notice.) 
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FORT  SMITH,  ARKANSAS 


OOSlONVdd  NVS  'OTl 
M . I AdVdag 

Nowt  two  dosoge  forms 

Nolfoir 

fenoprofen  calcium 

300-mg.  Pulvules^ond  600-mg.  Toblels 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 


A character 

all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  dmgs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

Valium’^ 

(diazepam)^ 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states,  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors, psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma,  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 
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Hormonal  Contraception:  Perspectives 
Part  Two.  Special  Techniques 


Gary  P.  Wood,  M.D.* 


I n the  last  few  years  a miinber  of  methods  of 
contraceptions  ha\'e  I>een  developed  which  uti- 
lize hormones  and  which  are  based  on  different 
concepts  than  the  traditional  oral  contraceptives. 
There  are  also  several  methods  of  honnonal  con- 
traceptions which  are  still  in  the  deA’elopmental 
stage  and,  even  though  some  of  these  methods 
are  not  clinically  practical  at  the  present  time, 
the  basic  concepts  are  sound  and  further  work 
may  residt  in  valuable  additions  to  our  clinical 
armamentarium. 

I.  Post  coital  contraceptions 
(The  "morning  after"  pill) 

The  concept  of  post  coital  hormonal  contra- 
ception or  “interception”  was  suggested  in  1966 
and  has  proven  to  lie  very  effective  if  properly 

•Department  of  Obstetrics  and  Gynecology,  University  of  Ar- 
kansas College  of  Medicine,  Little  Rock.  Arkansas  72201. 


administered. 1 The  only  hormone  which  is  cur- 
rently approved  for  this  use  is  diethylstilbestrol 
(DES)  (Figure  1)  but  studies  are  underway  to 
evaluate  the  effectiveness  of  conjugated  estrogens 
and  ethinyl  estradiol  for  this  use.  The  regimen 
must  be  begun  within  72  hours  after  intercourse 
and  consist  of  DE.S,  25  mg.  twice  daily  for  five 
days.  About  half  of  the  women  receiving  this 
course  of  therapy  will  exjrerience  significant  nau- 
sea and  they  should  have  ready  access  to  anti- 
emetics. Failure  rates  for  this  therapy  are  diffi- 
cidt  to  determine  since,  obviously,  the  pregnancy 
rate  woukl  not  be  100%  even  if  no  therapy  was 
used.  Using  the  best  information  available,  the 
pregnancy  rate  with  this  therajjy  is  estimated  to 
be  0.04%. 

The  major  potential  hazard  of  estrogen  ther- 
apy used  in  this  fashion  is  the  subsequent  de- 
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\elopnieiit  ol  vaginal  carcinoma  in  female  chil- 
dren who  are  exjrosecl  to  estrogens  tinring  the 
early  part  of  the  pregnancy  in  which  they  are 
conceived.  Because  of  this  threat  it  is  suggested 
tliat  women  who  I)ecome  pregnant  in  spite  of  “in- 
terception" therapy  strongly  consider  therapeutic 
abortion.  It  must  be  emphasized  that,  at  this 
time,  we  have  no  evidence  to  indicate  that  the  use 
of  estrogens  other  than  DES  will  reduce  this  risk. 

II.  Injectable  contraceptives 

.Vttempts  at  developing  an  injectaljle  estrogen 
and/or  progestin  contraceptive  which  could  be 
given  on  a monthly  l^asis  and  would  allow  cyclic 
withdrawal  bleeding  have  been  sticcessfnl  in 
terms  of  contraception  but  tmsnccessfid  in  that 
lileeding  often  becomes  erratic  with  the  develo]> 
mcnt  of  a polymenorrhea  jjattern. 

The  only  injectable  agent  which  is  currently 
approved  for  contraceptive  use  is  medroxypro- 
gesterone acetate* *  (E'igure  1)  and  it  is  approved 
for  use  only  if  conventional  agents  are  not  ac- 
ceptable. Therapy  consists  of  150  mg.  every  three 
montlis  and  will  result  in  excellent  contraception 
and  usually  amenorrhea.- A minor  problem  as- 
sociated w'ith  this  therapy  is  intermittent  spotting 
which  may  restdt  from  the  marked  endometrial 
epithileal  atrophy  which  occtirs.  If  trotiljlesome 
enough  to  warrant  therapy,  this  spotting  may  lie 
controlled  by  the  administration  of  an  oral  estro- 
gen daily  for  seven  days  (i.e.  conjugated  estrogen, 
0.025  mg.  daily).  This  may  l>e  repeated  on  a 
monthly  basis  if  necessary.  The  most  significant 
potential  problem  associated  witli  tlie  long  term 
use  of  injectable  medroxyprogesterone  acetate  is 
the  prolonged  cessation  of  ovtdation  which  may 
occur  even  after  the  injections  have  been  discon- 
tinued. Anovulation  for  as  long  as  two  years 
after  the  last  injection  is  possible  and  consetpient- 
ly,  this  form  of  contraception  is  not  advisable  for 
women  w'ho  desire  more  pregnancies. 

III.  Implants 

SuhctUaneous  implantations  of  pellets  contain- 
ing either  estrogen  or  testosterone  or  combina- 
tions of  estrogen  and  progestin  may  inhibit  ovtila- 
tion.  I'he  problems  associated  with  this  form  of 
contraception  are  many.  Both  estrogen  and 
testosterone  may  result  in  significant  side  effects 
W'ith  amounts  necessary  to  inhibit  ovulation: 
estrogen  in  the  form  of  erratic  and  heavy  uterine 
bleeding  and  testosterone  in  the  form  of  hirsut- 

• Dejjro*  Provera. 


ism,  acne  and  virilization.  Combination  estrogen/ 
progestin  pellets  also  offer  the  problem  of  erratic 
bleeding  patterns.  The  most  significant  disad- 
vantage to  the  implantable  pellet  form  of  hor- 
mone delivery  is  that  it  is  a surgical  procedure 
which  ret|uires  physician  administration.  These 
factors  make  it  undesirable  for  most  w'omen  and 
too  time  constiming  for  any  mass  contraception 
program. 

An  interesting  adaption  is  the  use  of  proges- 
terone bearing  intrauterine  devices  (lUD’s)** 
w'hich  release  progesterone  directly  into  the 
uterine  cavity.  With  this  system,  the  effect  is 
more  local  than  systemic  since  ovulation  usually 
continues.  While  this  may  develop  into  an  ef- 
fective means  of  contraception,  the  high  initial 
cost  and  the  required  yearly  replacement  make  it 
little  more  than  a curiosity  at  the  present  time. 
It  offers  no  apparent  advantages  over  other  cur- 
rently available  lUD's. 

Other  progestins,  including  norgestrel  and 
medroxyprogesterone  acetate,  have  also  been 
utilized  for  IHD  delivery  systems.  We  have  no 
reason  to  believe  that  the  problems  related  to 
these  IlJD's  are  a restdt  of  the  sjtecific  progestin 
tised  btit  are  a restdt  of  problems  inherent  to  this 
type  delivery  system. 

IV.  "Once-a-month"  pill 

Quinestrol,  an  estrogen,  and  quingestanol,  a 
progestin  (Figtire  1)  have  been  studied  as  a “one- 
pill-per-month”  oral  contraceptive.  Storage  in  fat 
depots  and  stibsequent  release  accounts  for  the 
prolonged  action  of  these  compounds.  For  this 
regimen,  the  patient  is  given  2 mg.  of  qtiinestrol 
on  the  first  day  of  the  menstrual  cycle  w'hich  is 
follow'ed  in  three  weeks  with  2 mg.  of  quinestrol 
and  5 mg.  of  (piingestanol.  I’his  combination  is 
repeated  every  four  weeks  irrespective  of  the  tim- 
ing of  withdrawal  bleeding.^  Erratic  break- 
through bleeding  and  prolonged  menses  are  sig- 
nificant prol)lems  with  this  regimen  and,  since 
ovtdation  is  not  tiniformly  suppressed,  the  preg- 
nancy rate  is  somewhat  higher  than  for  conven- 
tional OC’s.  These  honriones  have  not  been  ap- 
]>roved  for  use  in  this  country. 

V.  Danazol 

Danazol*  is  a 2,3-isozyl  derivative  of  17  ethinyl 
testosterone  (Figure  1)  which  acts  by  inhibiting 
gonadotropin  production  and  release  with  this 

**Progesasert®. 

*l)anocrine®  — Sterling  — Winlhrop  Laboratories,  RenSFelaen,  New 

York. 
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cUcct  iK'ing  more  pronouiuecl  lor  lollicle  stiimi- 
ulating  Iiormoiie  (FSH)."’  This  suj)prcssioii  ol 
FSH  very  elleelively  inhil)its  follicular  niaturation 
ami,  at  a tlosage  level  of  200  mg.  daily,  conlracej)- 
tion  is  very  effective.  Hecause  of  the  lack  of  estro- 
gen prtKluction,  Avomcn  under  treatment  with 
dana/ol  are  usually  amenorrheic.  .\s  a residt  of 
its  mild  androgenic  effect,  side  effects  with  danazol 
include  weight  gain,  acne  and  hirsutism  which 
are  usually  reversable  if  therapy  is  discontinued 
at  the  time  they  are  first  noticed.  .\t  the  present 
time  the  only  approved  use  for  danazol  is  the 
treatment  of  endometriosis  and  further  studies 
are  indicated  before  this  role  as  a contraceptive 
for  women  or  men  can  he  determined.  I'he  high 
cost  of  this  drug  would  preclude  its  use  at  the 
present  time. 

Discussion 

In  spite  of  the  multitude  of  contraceptive 
agents  available,  the  ideal  contraceptive  still 
eludes  us.  The  criteria  which  must  be  met  by 
the  ideal  contraceptive  are  that  it  must  be; 

1.  100%  effective 

2.  Safe  and  without  side  effects 

2.  Simple  enough  to  be  used  effectively  by 
those  with  minimal  education  and/or  in- 
telligence 

4.  Inexpensive 

5.  Completely  and  rajtidly  reversible 

(i.  Removed  from  the  act  of  intercourse 

7.  Easily  distributed  and  accessible  to  all. 

While  there  are  many  contraceptives  which 
meet  several  of  the.se  requirements,  none  satisfy 


all  criteria.  In  fact,  it  .seems  that  the  most  ef- 
fective methods  which  are  least  associated  with 
the  act  of  intercourse  also  have  the  most  sig- 
nificant side  effects. 

In  spite  of  the  wide  variety  of  hormonal  con- 
traceptive technitpies  available,  there  is  still  a 
significant  .segment  of  the  jxtpnlation  for  whom 
hormonal  contraception  is  ill-advised  or  even 
contraindicated.  These  would  include  those 
women  with  diabetes  mellitus,  cardiovasidar  tlis- 
ease,  or  the  presence  of  venous  variocosities  and 
a history  of  thrombophlebitis  and  thromboem- 
bolic phenomena.  Ironically,  this  includes  those 
women  with  the  greatest  need  to  avoid  pregnancy 
from  the  most  effective  forms  of  contraception. 

Even  though  there  are  many  techniques  avail- 
able for  hormonal  contraception  and  many  dif- 
ferent needs  can  be  met,  the  significant  side  ef- 
fects and  use  restrictions  indicate  that  the  full 
potential  of  these  techniques  is  yet  to  be  realizetl. 
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y\.rteriosclerotic  peripheral  vascular  disease, 
particidarly  affecting  the  legs,  continues  to  be 
one  of  the  most  challenging  problems  faced  by 
the  vascular  surgeon.  Although  many  operative 
procedures  have  been  developed  to  increase  blood 
flow  to  the  lower  extremity,  patients  continue 
to  require  amputation.  Recent  experimental  evi- 
dence by  King  and  Royle'  has  shown  that  stitch- 
ing or  other  trauma  to  an  artery  causes  exag- 
gerated atheroma  at  the  operative  site.  It  woidd, 
therefore,  seem  reasonable  that  some  procedures, 
whether  femoropopliteal  vein  bypass  or  throm- 
hoendarterectomy  may  well  hasten  rather  than 
retard  the  development  of  gangrene.  When  the 
superficial  femoral  and  popliteal  arteries  are  ob- 
structed, the  profunda  femoris  is  the  primary 
source  of  blood  flow  to  the  thigh  and  the  major 
collateral  route  for  supply  to  the  knee  and  the 
lower  pait  of  the  leg.  Thanks  to  the  pioneering 
work  of  Leeds  and  Gilfillan,-  along  with  Morris 
et  al,'^  a newer  procedure  is  available  in  these 
patients.  Profundaplasty  has  more  recently  been 
|x)pularized  by  Waibel,^  Billig  et  al,  ^ Bernhard 
et  al,'’  and  particularly  Martin. The  purpose 
of  this  report  is  to  document  our  recent  favorable 
experience  with  this  operation  in  the  treatment 
of  arteriosclerotic  vascular  insufficiency  of  the 
lower  extremity  in  77  patients. 

Anatomy 

The  profunda  femoris  artery  usually  arises 
from  the  posteriolateral  aspect  of  the  common 
femoral,  though  sometimes  from  the  posterior  or 
medial  aspect.  Its  caliber  at  the  origin  is  less 
than  that  of  the  superficial  femoral  artery.  It 
passes  inferiorly  amid  the  adductor  muscles  and 
ends  by  piercing  the  adductor  magnus  to  anasto- 
mose with  the  upper  muscular  branches  of  the 
]>opliteal  artery,  d’he  first  two  branches  are  the 
lateral  and  medial  circumflex  either  of  which 
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may  arise  from  the  common  femoral.  At  its 
origin  the  profunda-femoris  artery  is  crossed 
anteriorly  by  from  one  to  five  venous  tributaries 
wiiich  then  entei'  the  common  femoral  vein  (Fig- 
ure 1).  The  perforating  branches  of  the  artery 
give  off  branches  which  join  with  each  other  in 
front  of  and  behind  the  femur  thus  forming  a 
double  chain  of  anastomosing  vessels.  As  the 
first  perforating  branch  anastomoses  above  with 
the  gluteal,  obturator  and  femoral  circumflex 
arteries,  and  the  termination  of  the  profunda  or 
fourth  perforating  artery,  with  the  muscular 
branches  of  the  popliteal  and  tibeal  recurrent 
arteries,  this  important  chain  of  anastomoses 
which  extends  from  the  gluteal  arteries  above  to 
the  po[>liteal  and  tibial  muscular  branches  below 
is  reinforced  by  the  local  supply  from  the  pro- 
funda-femoris artery  (Figure  2).  When  the  femo- 
ropopliteal artery  is  occluded,  the  profunda-fem- 
oris artery  enlarges  and  the  collateral  may  be  so 
effective  that  the  occlusion  may  pass  unnoticed 
by  the  patient. 

METHODS  AND  MATERIAL 

.Surgery  for  arteriosclerotic  obstruction  of  the 
profunda-femoris  artery  has  been  performed  on 
103  limbs  in  77  men  aged  45-84  years  (average 
63).  In  81  instances  no  previous  surgery  had  been 
done  (primary)  while  in  the  remaining  22  previ- 
ous aortofemoral,  femoropopliteal  grafting  or 
thromboendarterectomy  performed  six  months  to 

ANATOMY  OF  PROFUNDA  FEMORIS 


The  femoral  artery  system  in  the  groin.  Numerous  venous  tribu- 
taries pass  anterior  to  the  profunda  femoris. 
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Ill  addition  to  the  standard  clinical  evaluation 
which  included  arteriographic  visualization  of 
the  aortoiliac  and  lemoro|X)plileal  segments,  two 
tyjx‘s  of  ])ei  fusion  indices  were  obtained  to  evalu- 
ate blood  flow  to  the  leg  and  c:df.  Forty-two 
patients  had  radionuclide  studies  both  prior  to 
and  after  stirgery  using  a modification  of  a tech- 
nitpie  described  by  Gerritsend^  Using  this  meth- 
od the  patient  lies  stipine  with  the  gamma  camera 
detectors  placed  under  the  gastrocnemius  muscle 
grou]).  Blood  pressure  thigh  cuffs  are  placed 
arotind  the  upper  thighs  and  inflated  to  50-100 
mm  of  mercury  above  the  patient’s  recorded 
systolic  blood  presstire  for  five  minutes.  During 
this  ischemic  interval  the  patient  is  instrticted  to 
exercise  his  ankle  against  the  foot  rail  of  the 
imaging  couch  for  at  least  two  minutes.  This  in- 
sures maximal  hyperemic.  If  significant  pain  de- 
velops the  isoto)>e  (Technetitim  99  m pertech- 
netate  8.0  mCi  in  less  than  2.0  ml  vohnne)  is  in- 
jected into  the  antecubital  vein  and  the  pressure 
cuffs  released  simultaneously.  If  pain  does  not 
develop,  the  isotope  and  the  ctdf  release  are  per- 
formed simultaneously  after  a five  minute  ische- 
mic period  (Figure  3).  The  radionuclide  arrival 
and  flow  distribution  is  monitored  on  an  oscillo- 
sco{x?  and  recorded  on  8x  10  X-ray  film  at  two- 
second  intervals.  Additional  recording  of  the  ac- 
tivity distribntion  is  carried  out  utilizing  a G.  E. 
Med  II  computer  for  later  ctirve  analysis.  Re- 
cording time  is  limited  to  60  seconds  for  technical 
reasons  with  the  curves  obtained  extrapolated  to 
99  seconds.  This  allows  direct  comparison  with 
the  residts  of  Genitsen’s^^  groups.  Replaying  the 
recorded  activity  distribution  on  an  oscillosco|K' 
allows  for  selection  of  an  area  of  interest  over 


FIGURE  2. 

Diagram  of  the  profunda  femoris  artery  sliowing  sites  of  anastamosis 
with  the  distal  superficial  femoral  and  popliteal  arter\. 


eight  years  previously,  had  failed  to  control  ische- 
mia and  relieve  pain  (secondary).  Indications 
for  operation  were  incapacitating  claudication  in 
70,  rest  pain  in  20,  gangrene  of  at  least  one  toe 
in  8,  and  ischemic  ulceration  in  5 (Table  1). 

TABLE  1 

INDICATION  FOR  SURGERY  IN  77  PATIENTS 

iVo.  of  Limbs 


Incapacitating  Claudication  70 

Rest  Pain  20 

Gangrene  Toe  8 

Ischemic  Ulcer  5 


103  Limbs 


Volume  7 A Number  7 — December,  1977 


243 


The  Role  oe  Proeundapeasty  in  Revascuearization  oe  the  Lower  Extremity 


each  gastrocnemius  muscle.  The  entire  se(|ueuce 
is  then  replayed  from  start  of  injection  to  com- 
pletion of  study.  A time  versus  activity  curve 
(histogram)  is  generated  reflecting  distriliution 
of  radioactivity  in  the.se  areas  of  interest  over  a 
jteriod  of  time.  This  curve  is  displayed  on  an 
oscilloscope  .screen  with  a Polaroid  camera  jtro- 
viding  a {x,‘rmanent  record. 

Curve  Configuration  and 
Physiological  Significance 

.-\n  initial  up.swing  of  the  curve  from  the  Itase- 
line  represents  tlie  initial  appearance  (t,,)  of  ra- 
dionuclide iti  the  tletector  area.  The  portion  of 
the  curve  from  (t.,)  to  the  peak  (t,„„x)  represents 
activity  (i.e.  hlootl)  flow  through  patent  main 
vessels  to  the  dilated  vascular  Ited  of  the  gastroc- 
nemius muscles,  d he  plateau  portion  represents 
etpiilebration  of  the  intra  and  extravascular  ac- 
tivity of  a diffusable  radionuclide.  Kety^-  has 
stated  that  effectiveness  of  circulation  is  best 
measured  by  its  total  ability  to  supply  freely  dif- 
fusable  substances.  The.se  curve  patterns  can  be 
matliematically  analyzed  to  provide  a parameter 
that  has  been  tenned  the  |>erfusion  index  (PI). 
1 he  ratio  of  the  jteak  counts  to  the  plateau 
counts  at  etjuilibrium  (99  secs.)  determines  the 
perfusioti  index  (Figure  4). 

An  aijnormal  curve  (altsence  of  the  peak  ami 
ri.se  in  activity)  indicates  an  abnormal  transport 
capacity  and  mixing  of  the  activity.  .Since  the 
peak  is  not  defined  in  the  abnormal  curve,  an 
extrapolated  reference  point  is  determined  (t,,,,,^) 
for  calculating  the  pathological  jterfusiori  index 
vahie  in  patients  with  occlusive  disease  (Figure  4). 

In  30  of  these  42  patients  Doppler  flow  indices 
were  also  determined  jtrior  to  and  following  re- 
coiEstructive  vascular  surgery.  Systolic  arterial 
pressures  is  first  obtained  in  tite  upper  extremity 


Diagrammatic  explanation  of  the  normal  (A)  and  the  pathological 
(15)  currc  analysis.  Note  the  extrapolated  tmax  and  the  Ctmax 
on  the  pathological  curve  and  that  it  is  ascending. 


using  an  ultrasonic  Doppler  flow  detector  and  a 
standard  sphygmomanometer.  Ultrasonic  exami- 
nation is  then  performed,  with  the  patient  supine 
;md  a sphygmomanometer  positioned  over  the 
calf,  ankle  systolic  blood  pressure  at  rest  is  de- 
termined at  the  posterior  tiijial  and  dorsalis  pedis 
firteries.  Tlie  Dojrpler  pressure  index  is  derived 
l)y  comparing  the  systolic  pressure  of  the  lower 
extremity  with  that  of  the  upper  extremity  and 
is  expressed  as  a percent 

(DPI  = ).!;<■ 

.Systemic  Bp  ' 

The  type  of  operative  procedure  performed  in 
association  with  profundoplasty  depended  on  the 
status  of  the  inflow  to  the  common  femoral 
artery,  the  degree  of  involvement  of  the  profunda, 
and  the  status  of  the  runoff.  In  68  limbs  (66.0%) 
a procedure  to  augment  inflow  to  the  common 
femoral  artery  was  performetl  in  addition  to  pro- 
fundoplasty: Aortofemoral  bypass  in  67  and 
femorofemoral  in  one.  Profundoplasty  alone  was 
carried  out  33  times  (32.0%).  The  lumenal  size 
was  enlarged  Ity  use  of  an  autogenous  sujrerficial 
femoral  artery  patch  in  25,  an  autogenous  saphe- 
nous vein  in  seven  and  in  one  instance  a piece 
of  Dacron  graft  was  used.  A femoropopliteal  by- 
pa.ss  to  supplement  profunda  reconstruction  was 
used  twice  (2.0%). 


RESULTS 

A correct  diagnosis  of  compromise  in  the  pro- 
funda-femoris  was  made  in  an  anterio  posterior 
arteriogiam  in  34  (33.0%)  of  the  limbs.  Recently, 
in  addition  we  have  obtained  oblique  arterio- 
grams as  recommended  by  Beales^^  in  26  limbs 
and  a correct  diagnosis  was  made  in  20  instances 
(76.9%,)  (Figures  5A  and  5B).  In  the  remaining 
49  (47.6%)  the  occlusions  were  found  only  at 
surgery.  At  operation  atheromatous  plaques  were 
found  along  the  posterior  wall  of  the  common 
femoral  and  extending  to  the  first  branch  of  the 
profunda-femoris  in  53  (48.6%);  the  profunda 
was  occluded  from  its  orifice  to  the  first  branch 
in  17  (15.6%);  the  atheromatous  disease  extended 
beyond  the  first  branch  in  19  (17.5%)  and  .seg- 
mental disease  beyond  the  first  branch  was  found 
in  14  (12.8%).  .An  additional  6 (5.5%)  of  those 
explored  had  stich  extensive  disease  that  a pro- 
fundaplasty  could  not  be  perfonned  as  the  ob- 
struction was  too  long  (Figure  6). 

Of  the  70  limbs  treated  by  profundaplasty  plus 
other  operative  procedures,  54  had  claudication, 
9 rest  pain,  4 gangrene  of  a toe,  and  3 an 
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FIGURE  5A. 


AP  arteriogram  with  partial  occlusion  both  common  iliac  arteries. 
Profunda  femoris  origins  lie  directly  behind  the  superficial  femoral 
making  evaluation  difficult. 


FIGURE  .51$. 

Oblique  arteriogram  of  same  patient.  Near  total  occlusion  right. 
Profunda  femoris  at  its  origin. 


ischemic  ulcer.  There  were  three  operative 
deaths  in  this  group  (5.8%).  One  had  a myo- 
cardial infarct  and  died  on  the  fifth  postojrera- 
tive  day,  a second  developed  gangrene  of  the 
colon  and  died  on  the  tenth  jxistoperative  day 
despite  colon  re.section,  while  the  third  had  a 
pulmonary  emltolus  and  died  three  weeks  fol- 
lowing operation.  A fourth  patient  was  admitted 
to  the  hospital  some  eight  weeks  following  opera- 
tion with  symptoms  of  a small  bowel  obstrtiction. 


5 TYPES  OF  OCCLUSION  OF  THE 
PROFUNDA  FEMORIS 


Short  block 
of  origin 

Common  illoc 
block 

extending  to 
1st.  branch 

Isolated 

plaque 

Long  segment 
occlusion 

Diffuse 

block 

15  6 % 

48  6 % 

12.8  % 

1 7.  5 % 

5.  5% 

FIGURE  6. 

Viirious  types  of  blocks  of  tlie  profunda  femoris  arteries. 


He  died  suddenly  and  at  autopsy  was  also  found 
to  have  a ptflmonary  embolus.  Of  the  remaining 
52  w'ho  were  operated  for  claudication  48  arc 
improved.  One  returned  at  16  months  with  pro- 
gre.ssive  vasctdar  instifficiency  and  a bclow-knee 
amputation  w'as  canied  otu.  Three  others  failed 
to  show'  improvement  and  at  three,  five,  and 
seven  months  autogenous  saphenous  vein  femo- 
ropopliteal  Ijypasses  were  carried  otit.  ,\11  three 
are  improved  at  the  present  time.  The  three 
survivors  w'ith  gangrene  liave  had  amptitation  of 
tlie  involved  toe  and  are  ambulatory.  The  three 
iscliemic  ulcers  have  healed.  .Six  of  the  eight 
survivors  w'ith  rest  pain  are  able  to  w'alk  w’itli 
some  difficulty  Imt  two  continued  to  have  severe 
pain,  tlieir  legs  w'ere  amputated  below  the  knee 
two  and  three  months  after  the  initial  operation 
(4’able  2). 

T here  were  no  deaths  in  the  33  where  pro- 
fundaphisty  alone  w'as  carried  out.  Of  tlie  16 

TABLE  2 

RESULTS  OF  OPERATION 


Profundaplasty  plus  other  vascular 


reconstruction 

Deaths 

Ojx'iative 

Late 

Olaudication 

Improved  48 

Retpiired  additional 

reconstruction  3 

Amputation  1 

Rest  Pain 

Improved  6 

Amputation  2 


CfangTene  — Ambulatory 
Ischemic  Ulcers  — Healed 


iVo.  of  Limbs 

70 


3 (5.8%) 

1 (1.9%) 
52 


8 

3 

3 
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with  claudication  14  arc  improved  while  two  con- 
tinue to  have  cramping  pain  on  ambulation  al- 
though their  legs  remain  viable.  Five  of  the 
eleven  with  rest  pain  continued  tcj  have  severe 
pain  necessitating  below-knee  amputations  from 
one  to  three  months  following  initial  operation. 
4'he  two  ischemic  ulcers  have  healed  and  the 
four  with  gangrenous  toes  have  had  amputations 
of  these  but  their  limbs  are  otherwise  viable 
( 1 able  3). 

The  radionuclide  flow  studies  as  well  as  the 
Doppler  pressure  indices  correlated  well  with  the 
physical  and  arteriographic  studies.  With  an  oc- 
cluded iliac,  femoral  or  popliteal  artery,  the 
4’c99m  perfusion  index  ranged  from  0.2  to  1.1 
(average  0.4)  while  the  Doppler  pressure  index 
ranged  from  0-70%  (average  35%).  The  per- 
fusion index  in  the  “normal'’  leg  varied  from 
1.4  to  2.8  and  the  Dojjpler  pressure  index  from 
80-120%,.  Following  profimdaplasty  alone  there 


TABLE  3 

RESULTS  OF  OPERATION 


No.  of 
limbs 

33 


14 

9 


Profimdaplasty  only 
Claudication 
Improved 
Unchanged 
Rest  Pain 
Improved 
Amputation 

Ciangrene  — Ambulatory 
Ischemic  Ulcer  Healed 
was  an  average  increase  in  the  jx^rfusion  index 
of  0.3  and  the  Doppler  pressure  index  of  25.  In 
four  instances  there  was  no  evidence  of  an  in- 
crease in  flow  to  the  calf  as  measured  by  either 


16 


1 1 


4 

9 


index  and  in  none  did  either  of  the  indices  rise 
to  nonnal.  Despite  the  failure  to  show  increase 
in  flow  as  measured  by  these  two  parameters,  two 
patients  had  healing  of  ischemic  ulcers.  Follow- 
ing profimdaplasty  with  a proximal  reconstruc- 
tion in  those  with  occluded  superficial  femoral 
artery  the  perfusion  index  rose  an  average  0.5 
(again  ranging  from  no  change  to  one  instance 
where  it  rose  from  0.9  to  2.4).  Likewise  in  this 
group  the  Doppler  pressure  index  rose  an  aver- 
age of  38,  ranging  from  no  change  to  one  instance 
where  it  rose  from  40  to  100.  In  six  patients  (12 
extremities)  where  the  superficial  femoral  artery 
w'as  patent  both  the  perfusion  and  pressure  in- 
dices rose  to  normal  levels  when  aortofemoral 
bypass  accompanied  profimdaplasty  (Tables  4 
and  5). 

COMMENTS 

Profimdaplasty  can  be  carried  out  under  local 
anesthesia  with  a minimal  risk  to  the  patient. 
For  this  reason  it  is  particularly  applicable  to  the 
aged  with  advanced  disease.  Llowever,  we  failed 
to  save  the  extremity  in  5 of  33  and  another 
two  have  severe  claudication.  Fifteen  of  these 
were  too  poor  a stirgical  candidate  to  have  an 
extensive  procedure,  the  popliteal  was  considered 
inadequate  for  a bypass  procedure  in  13  and  oc- 
clusion of  the  profunda  was  the  only  lesion 
present  in  five.  When  proximal  augmentation 
w'as  used  (aortofemoral  Y graft,  femorofemoral 
bypass  or  aortoiliac  endarterectomy)  general  an- 
esthesia is  required.  These  proximal  bypass  pro- 
cedures when  added  to  profimdaplasty,  increase 
the  amount  of  blood  delivered  to  the  calf  but  add 
to  the  operative  morbidity  and  mortality  (5.8%). 
Despite  the  apparent  good  results  three  of  these 
have  had  to  have  femoropopliteal  grafts  during 


TABLE  4 

TECHNETIUM  PERFUSION  INDEX 


No.  Limbs 

P.I. 

42  Occluded 

0.2-  1.1 

Ave.  0.4 

10  Normal 

1.4 -2.8 

Ave.  2.0 

Procedure 

Pre.  Op. 

Post.  op. 

Profimdaplasty  only 

0.2  - 0.9 

0.2-  1.2 

Avg.  0.4 

Avg.  0.7 

Proximal  reconstruction  and 

0.4-  1.2 

0.6  - 2.4 

profimdaplasty 

(Superficial  femoral  occluded) 

Avg.  0.6 

Avg.  1.1 

Proximal  reconstruction  and 

0.5-  1.4 

1.6 -2.6 

profimdaplasty 
(Superficial  femoral  patent) 

Avg.  0.8 

Avg.  2.0 
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TABLE  5 

DOPPLER  PRESSURE  INDEX 


\().  I.iinh.s 

30  Occluded 

30  Normal 


\o.  Limbs  Pxucdiire 

6 Profundaplasty  only 

12  Proximal  rcconstruclicjii  and 

profundaplasty 
(.Superficial  femoral  occluded) 

12  Prciximal  reccmstrncticm  and 

profundaplasty 
(Superficial  femoral  patent) 

the  postoperative  pericxl  to  alleviate  symptoms  of 
vascular  insufficiency.  As  has  recently  been 
shown,  femoropopliteal  bypass  and  endarterec- 
tomy alone  yield  poor  resnlts  over  the  long  term. 
Twenty-five  percent  failed  at  one  year  and  .50% 
by  three  years.®  Many  are  too  sick  for  extensive 
surgical  procedures  and  in  others  the  popliteal 
artery  is  of  too  ]X)or  cpiality  to  accept  a bypass 
graft.  It  would  seem  logical  to  advise  profunda- 
plasty as  a primary  operation  in  many  of  these 
elderly  with  ischemia  due  to  occlusion  of  the 
superficial  femoral  artery,  if  not  as  the  only  pro- 
cedure, then  at  least  as  an  adjunct  to  other  tech- 
niques now  irsed  to  increase  blood  flow  to  the 
leg  and  foot. 

\Ve  have  found  that  this  procedure  is  not  only 
of  value  in  a primary  situation  but  should  be 
considered  as  a secondary  operation  w'hen  other 
techniques  have  failed  to  relieve  ischemic  symjr 
toms.  Profundaplasty  has  been  used  on  22  oc- 
casions when  ischemic  signs  and  symptoms  de- 
veloped six  months  to  eight  years  following  en- 
darterectomy or  bypass  procedure.  Except  for 
amputation  of  two  gangrenous  toes  there  have 
been  no  loss  of  tissue  in  any  of  these. 

Routine  lateral  or  oblicpie  arteriograms  of  the 
femoral  system  as  have  been  abvised  by  Beales^-'’ 
and  others  were  not  available  early  in  the  study. 
Recently,  with  the  use  of  the.se  views  the  radio- 
graphic  accuracy  has  risen  from  33%  to  79%. 
The  inaccuracy  of  arteriography  in  addition  to 
the  findings  of  Bartos  et  al,  i'*  Beales  et  al,i'5  and 
Knoxi'  that  approximately  50%  of  patients  with 
claudication  operated  for  aortoiliac  disease  have 
arteriosclerotic  changes  in  the  deep  femoral 
artery  which  is  the  most  common  cause  for  late 


DP!  (%) 

0-70 
.Vvg.  35 

80-  120 

Avg.  100 

Pre.  Oj). 

Post.  Oj). 

10-50 

10-70 

Avg.  24 

Avg.  49 

30-08 

30- 100 

Avg.  10 

Avg.  78 

30-67 

80-110 

Avg.  43 

Avg.  95 

failure  of  aortoiliac  reconstruction,  has  led  ns  to 
advocate  aortofemoral  bypass  with  complete  ex- 
amination of  the  profnnda-femoris  artery,  a pro- 
cedure previously  advised  by  Moore  et  ah’®  as 
well  as  Knox.’'  We  agree  with  them  and  have 
not  noted  a high  rate  of  kinking  of  the  grafts, 
false  aneurysm  oi  wound  infection  when  the 
limbs  are  brought  below  the  inguinal  ligaments. 

In  the  past  mere  osteal  rvitlening  or  trans- 
femoral  “unplugging,"  has  been  advised  for 
stenosis  of  the  deep  femoral  artery.  One  is  rarely 
able  to  adecpiately  clean  the  profunda  to  its  first 
branch  using  this  technique  and  frctpiently  an 
intimal  flap  will  be  left  distally  which  will 
eventually  lead  to  thrombosis.  This  techniipie 
would  certainly  be  an  inadetpiate  approach  in 
30%  of  our  patients  where  the  disease  either  ex- 
tended beyond  the  first  branch  of  the  profunda 
or  presented  as  an  isolated  block  extending  bom 
the  first  branch  distally.  Although  we  have  found 
that  a 3 cm  incision  in  the  profunda  is  nsually 
adequate,  on  several  occasions  the  profunda  was 
opened  for  a distance  of  15  cm. 

It  is  not  surprising  that  the  pressure  and  flow 
indices  did  not  show  normal  flow  to  the  calf  after 
either  profundajdasty  or  profundaplasty  and 
proximal  bypass  procedure  when  the  superficial 
femoral  was  occludetl.  The  profunda-femoris  is 
mainly  the  artery  of  supply  to  the  thigh  muscles 
and  only  .secondarily  through  distal  collaterals  is 
it  an  alternative  to  blood  flow  to  the  leg  when 
the  superficial  femoral  artery  is  occluded. 
Strandness”*  has  previously  shown  that  when  the 
superficial  femoral  artery  is  occluded  ankle  blood 
pressure  after  profunda  revascularization  is  r;ne- 
ly  normal  but  there  is  some  increase  over  the 
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preoperaiive  level  and  the  symptoms  are  usually 
relieved.  Likewise,  in  our  study  we  have  had 
healing  of  leg  ulcers  and  symptomatic  improve- 
ment witli  little  if  any  improvement  in  flow  and 
pressure  indices.  Only  with  a patent  suj>erficial 
femoral  artery  was  there  a return  of  normal  calf 
flow  as  shown  by  these  indices.  We  found  the  use 
of  technetitim  99m-pertechnetate  to  measure  flow 
to  the  calf  to  be  of  value  as  an  atratimatic  scieen- 
ing  technitpie  prior  to  arteriography  for  post- 
operative evaluation  of  corrective  surgery  and  for 
long  term  follow-up.  "Lite  Doppler  pressure  in- 
dex gives  the  same  information,  is  more  readily 
oittainable  and  much  cheajter  and  therefore  a 
more  practical  method  of  evaluating  these  pa- 
tients. 

In  conclusion,  profnndaplasty  appears  to  be 
an  important  adjunct  to  present  technicpies  ti.sed 
to  revascularize  the  leg  and  foot  in  those  with 
arteriosclerotic  vascular  disease  of  the  lower  ex- 
tremities. 

SUMMARY 

Profnndaplasty  has  been  performed  on  103 
limbs  (81  primary  and  22  secondary)  in  77  men. 
Seventy  of  these  had  incapacitating  claudication, 
20  rest  {xtin,  and  13  either  gangrene  or  ischemic 
ulceration. 

In  33  treated  by  profnndaplasty  alone  there 
were  no  deaths,  Imt  five  stibsetjuently  had  am- 
ptitation  for  ischemic  pain.  In  70  witli  profun- 
daplasty  plus  other  operative  augmentation  there 
were  three  (5.8%)  operative  deaths  and  one 
(1.9%)  late  deatli.  Three  retjnired  further  opera- 
tive surgery  and  tlnee  later  required  below  knee 
amputations.  The  majority  of  those  recpiiring 
amputation  had  long  standing  disease  and  rest 
jtain.  Oblique  arteriograms  of  the  femoral  area 
are  essential  for  evahiation  of  the  profunda  fem- 
oris  artery.  Both  radionuclide  flow  and  Doppler 
pressure  studies  confirmed  physical  and  arterio- 
graphic  findings.  The  latter  would  appear  su- 
perior because  of  ease  of  availability  and  cost. 
After  proftlndaplasty  alone  and  profnndaplasty 
pins  aortofemoral  bypass  there  was  moderate  in- 
crease in  calf  blood  flow,  but  only  in  those  with 
a patent  siqrerficial  femoral  did  flow  and  pres- 
sure studies  rettirn  to  normal.  Profnndaplasty  is 
an  important  addition  to  the  armamentarium  of 
the  vasctilar  surgeon  in  dealing  wth  arterioscle- 
rotic insufficiency  of  the  lower  extremities. 
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Traumatic  Myositis  Ossificans 

Philip  H.  Johnson,  M.D.* 


N oble'’  originally  classified  myositis  ossi- 
ficans in  1924,  and  a better  classification  has  not 
been  forthcoming.  This  condition  was  divided 
into  three  major  groups. 

I.  Myositis  ossificans  progressiva.  A congen- 
ital metaltolic  disorder  of  childhood  first 
described  in  1692  Ity  Guy  Patin.  It  is  an 
inherited  Mendelian  dominant  manifested 
by  progressive  ossification  and  calcifica- 
tion of  fascia,  ligaments,  aponeuroses  and 
connective  tissue  of  muscle.  It  usually 
begins  aliout  the  neck  and  shoulders,  pro- 
ducing torticollis  and  progresses  to  a fatal 
outcome  ultimately.  Microdactyly  is  a 
prominent  feature. 

II.  Traumatic  myositis  ossificans  circum- 
scripta. The  condition  to  be  discussed  in 
this  paper  is  a result  of  local  trauma.  Ossi- 
fication of  muscle  and  connective  tissue 
occurs  in  a single  localized  area.  Repeti- 
tive occupational  injury  is  included  in  this 
category  (adductor  longus  injury  in  jock- 
eys). 

III.  Myositis  ossificans  circumscripta  without 
a history  of  trauma.  In  localized  areas, 
ossification  of  muscle  and  connective  tis- 
sue occurs  for  reasons  unassociated  with 
trauma.  .Some  of  these  conditions  are 
spinal  cord  injury  and  CNS  disease  (where 
hips,  knees,  and  thighs  are  most  often  in- 
volved), tetanus,  poliomyelitis  and  burns. 

Clinical 

The  most  common  manifestation  of  localized 
myositis  ossificans  occurs  in  the  young  adolescent 

•l>.0.  Box  '■>270.  I.ittle  Rock,  Arkansas  72215. 


football  player  who  receives  a direct  injury  to 
the  anterior  thigh  from  a football  helmet  or 
knee.  This  results  in  a localized  hematoma  evi- 
denced by  swelling,  redness,  heat,  exquisite  ten- 
derness and  a firm  mass.  Initially  this  may  be 
confused  with  a “charley-horse”  and  the  young- 
ster allowed  to  resume  play.  After  repeated  in- 
jury, progressive  swelling,  tenderness  and  re- 
striction on  knee  motion  occurs.  Jackson  et  al, 
classified  these  injuries  by  severity.'* 

1.  Mild:  local  swelling  and  tenderness  is  pres- 
ent, however,  the  patient  can  deep  knee 
bend  and  90  degrees  or  more  of  motion  is 
present  in  the  knee. 

2.  Moderate:  less  than  90  degrees  of  motion 
is  present,  there  is  an  antalgic  gait  and  the 
]>atlent  cannot  deep  knee  bend. 

3.  .Seveie:  less  than  15  degrees  range  of  mo- 
tion is  present  and  ustially  there  is  a severe 
limp,  lire  patient  will  use  crutches  by 
choice.  Effusion  of  the  knee  may  be  pres- 
ent. 

The  occurrence  of  ossification  in  the  soft  tis- 
sues can  first  I)e  .seen  by  X-ray  between  two  and 
four  weeks.  This  .seems  to  be  a result  of  not  only 
the  extent  of  the  original  injury  but  also  the 
nature  of  tlie  injured  area.  Hughston  et  al,** 
found  75  percent  of  their  cases  fell  between  ages 
14  and  bS  years.  They  felt  that  the  age  of  adoles- 
cence, associated  with  growing  bone,  increased 
the  propensity  for  bone  fomiation  in  soft  tissue. 
Reinjury  doul)led  the  occurrence  rate  of  myositis 
ossificans  and  the  length  of  convalescence.  Jack- 
son^  found  the  average  time  of  disability  for 
moderate  (juadriceps  contusion  to  be  49  days,  but 
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with  reinjury  it  was  extended  to  92  days.  The 
average  disability  in  all  cases  of  myositis  ossifi- 
cans in  this  series  was  73  days.  In  severe  cases, 
however,  it  was  as  long  as  180  days.  After  the 
initial  period  of  debility  the  o,ssification  process 
matures  and  stabilizes.  There  is  gradual  resorp- 
tion, sometimes  incomplete,  but  usually  there  is 
no  residual  functional  disability.  At  times  un- 
absorbed bone  may  obstruct  joint  motion  and  is 
an  indication  for  late  surgery. 

Pathophysiology 

As  a result  of  a direct  blow  to  the  anterior 
thigh,  hemorrhage  and  hematoma  formation 
occurs  in  the  vestus  intermedins  or  lateralis. 
Death  of  muscle  tissue  is  jwesent.  Periosteal 
stripping  from  underlying  bone  and  meta])lasia 
of  connective  tisstie  and  muscle  cells  to  chron- 
tlocytes  and  osteocytes  may  both  occur  to  start 
the  formation  of  bone.  This  proce,ss  is  much  like 
that  of  a healing  fracture,  with  callus  formation, 
which  progresses  to  full  maturation  into  bone. 
Ackermaid  descTibed  four  zones  of  tissue  micro- 
scopically. Within  the  center  of  this  lesion  there 
is  a bizane  undifferentiated  zone  of  pseudosar- 
comatous  appearing  cells  with  atypical  mitotic 
figures.  There  is  a transition  in  the  next  two 
zones  to  the  periphery  where  there  is  a mature 
pattern  of  new  bone  formation  tinder  a fibrous 
tissue  capsule.  As  the  process  matures  with  time 
tliere  is  a progre.ssion  inward  of  a more  Itenign 
ajtpearing  tissue.  Early  X-rays  of  the  lesion  show 
the  more  mature  appearing  bone  is  present  at 
the  periphery.  Serial  X-rays  every  two  to  tliree 
weeks  will  show  an  inward  progiession  of  bone 
maturity.  The  lesion  which  begins  as  a feathery, 
immature,  sometimes  sunburst  appearing  lesion 
evolves  into  mature  bone.  I'he  extraosseous  Irone 
appearing  in  the  soft  tissues  usually  is  attaclied 
to  bone  suggesting  a jxaiosteal  origin.  Occasion- 
ally, how'ever,  no  direct  attachment  to  bone  is 
seen,  suggesting  the  in  situ  transformation  of 
mesenchymal  cells  into  osteoblasts. 

Differential  Diagnosis 

Osteogenic  sarcoma  is  the  most  worrisome 
lesion  to  be  differentiated,  because  of  its  grave 
prognosis.  Usually  the  history  of  injury  followed 
by  marked  swelling,  with  the  X-ray  appearance 
two  to  three  weeks  later  of  a strictly  juxtacortical 
lesion,  followed  by  progressive  maturation  on 
serial  X-rays  will  eliminate  this  confusion.  Biopsy 
of  the  lesion  should  be  avoided  as  microscopic 


differentiation  of  the  two  conditions  is  difficult 
and  it  jjrolongs  the  recovery  period  for  myositis 
ossificans. 

A stress  fracture  of  Ijone  may  not  be  seen  on 
the  original  X-ray.  It  may  become  evident  only 
after  healing  callus  is  seen  about  the  fracture. 
Callus  is  present  about  the  circumference  of  the 
bone  and  is  located  more  subperiosteal.  Also  a 
small  lucency  may  be  seen  at  the  fracture  site  as 
initial  resorption  of  bone  at  the  fracture  site 
occurs. 

Osteomyelitis  is  evidenced  by  pain,  swelling 
and  local  reaction.  X-rays  show  periosteal  new 
bone  formation  within  the  first  10  to  14  days  if 
the  lesion  is  allowed  to  progress.  Laboratory 
work  may  be  helpful  in  differentiation  of  these 
two  lesions.  In  myositis  ossificans  rarely  is  there 
any  abnormality  where  as  in  osteomyelitis  there 
is  an  elevated  sed.  rate  and  white  count  with  a 
shift  to  the  left. 

Perostitis  is  seen  in  several  diseases  but  is  usu- 
ally not  confused  with  myositis  o.ssificans  due  to 
tlie  clear  ctit  history  of  trauma  present  in  the 
latter. 

Treatment 

Rest  is  the  mainstay  of  initial  treatment.  Ice, 
elevation,  local  pressure  dressing  and  crutch 
walking  are  indicated.  Early  weight  bearing  may 
prevent  resorption  and  healing.^  Splints  and 
casts  have  also  been  recommended  for  complete 
immobilization  and  rest.  After  tlie  local  reaction 
subsides  in  the  first  few  days,  tpiad  setting  exer- 
cises are  begtin  to  initiate  the  second  phase  of 
treatment.  Restoration  of  strong  extension  of  the 
knee  is  important  at  this  time.  Elexion  is  usually 
limited  by  the  injury  itself  and  any  attempt  at 
manipulation  or  massage  should  be  absolutely 
avoided.  Avoidance  of  reinjury  from  either  treat- 
ment or  continued  play  is  important  to  the 
earliest  recovery.  It  has  been  suggested  that  heat 
actually  anests  Osteogenesis"  but  diathermy  and 
ultrasound  are  not  indicated.  As  swelling,  pain 
and  tenderness  subside,  gradual  knee  flexion  ex- 
ercises are  begun  in  the  prone  position  at  the 
patient’s  own  pace.  Pain  produced  by  exercises 
indicate  they  should  be  avoided  or  approached 
less  aggressively.  Jackson  suggests  that  as  the 
patient  reaches  90  degvees  of  flexion  in  the  knee 
he  is  ready  for  more  vigorous  and  strenuous 
flexion  and  extension  exercises  and  the  patient 
moves  into  the  third  phase  of  rehabilitation. 
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Duriiii;  tliis  plia.sc  nimiiii*’  sport.s  may  be  pci- 
mittctl  but  repeated  injury  Irom  direct  contact 
again  slionld  be  stritigently  avoided.  Molloy  and 
McCiuiik''’  I'eel  that  myo.sitis  o.ssilicans  can  l)C 
halted  and  the  recovery  period  sliortened  by 
a.spiration  ol  the  hematoma  and  injection  witii 
Xylocaine,  Decadron  and  hya  1 uron  idase.  As 
many  as  three  weekly  injections  has  been  recom- 
mended. Recently  Diphol[)honate  by  month  has 
been  tised  to  prevent  deposition  of  calcium  jjhos- 
j)hate  in  Paget’s  disease  and  myositis  ossificans 
progressiva  and  has  been  recommended  for  this 
condition. - 

Conclusion 

A rather  innexuous  ajipearing  contusion  of 
the  thigh  can  result  in  long  term  disability.  Pro- 
gressive swelling  and  restriction  of  knee  motion 
can  halt  the  immediate  career  of  an  athlete.  Re- 
peated injury  to  this  same  area  can  result  in 
mouths  of  convalescence.  It  is  important  that  a 
(onttision  of  the  thigh  be  rested  until  the  initial 


reaction  subsides.  (Complete  painless  range  of 
motion  and  strong  cpiadriceps  strength  is  a pre- 
recpiisite  for  resuming  contact  .s|K)rt.s. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Anwer  on  Page  260) 

46-year-old  male  admitted  with  severe  chest  pain. 

1.  What  is  the  diagnosis? 

2.  Three  days  later  the  patient  developed  a systolic  murmur  and  the  ECG  axis  shifted 
to  the  right.  What  has  happened? 

3.  How  would  you  make  the  diagnosis  in  the  CCU? 


Mary  Richards,  M.D.,  Assistant  Professor,  Division  of  Cardiology 
University  of  Arkansas  College  of  Medicine 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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INTRODUCTION 

It  has  generally  been  assumed  that  quality 
athletes  suffer  from  mild-to-moderate  toe-in 
problems,  but  tliis  has  never  been  extensively 
studied.  Mothers  often  carry  a small  child  into 
the  office  complaining  that  since  his  recent  onset 
of  walking,  he  is  quite  l)ow-legged  and  clumsy. 
If  the  father  accompanies  the  child,  it  may  be 
noted  that  he  sidfers  from  a similar  affliction, 
but  on  closer  (piestioning,  was  a quality  athlete 
in  high  school,  particidarly  in  sprinting  and 
other  short-distance  events.  What  then  is  the 
physician  to  tell  the  concerned  mother  regard- 
ing a decision  to  undertake  a period  of  extensive 
and  expensive  bracing  or  to  leave  the  child  un- 
corrected? ^\hll  the  child  with  bow-legs  and 
torsional  proltlems  tmnecessarily  have  ortho- 
paedic complaints  when  older?  Is  this  child  like- 
ly to  become  a better-performing  athlete  than 
the  knock-kneed  child  witli  a toe-out  alignment? 

HISTORY 

Many  historians  believed  that  football  was 
played  as  early  as  500  B.C.  by  the  Greeks  and 

•Division  of  Sports  Medicine,  Department  of  Orthopaedics,  Uni- 
versity of  Arkansas.  Fayetteville,  Arkansas  72701. 

••University  of  .Arkansas,  1977. 


Romans.  The  foundation  for  the  modern  game 
of  football  was  laid  by  the  English  about  1600 
A.D.  Football  made  an  appearance  in  the  United 
States  during  the  early  nineteenth  century,  and 
by  1866,  Henry  Chadwick  had  outlined  the  rules 
of  Rugby  Football.  Football  continued  to  grow 
in  popularity  and  interest,  but  it  was  not  until 
after  World  War  I that  historians  were  given  any 
indication  on  just  how  popular  football  was 
going  to  be. 

In  the  early  twentieth  century,  footijall  games 
w'ere  won  by  power  plays  into  the  opfxknent’s 
line;  therefore,  very  jjowerful  and  large  jdayers 
were  chosen  for  the  teams.  It  was  not  until  the 
second  decade  of  the  twentieth  century  that  the 
forward  pass  became  legal,  which  subsequently 
contributed  to  the  appeal,  versatility,  and  scien- 
tific nature  of  the  game,  which  has  made  it  so 
popular  today.  With  the  advent  of  science  and 
strategy,  football  players  had  to  have  more  than 
just  weight  and  muscle. 

An  analysis  of  the  game  made  it  jxjssible  to 
pre-determine  ability  in  football;  for  one  could 
predict  pet  formance  in  any  sport  that  hatl  com- 
ponent factors  which  could  be  measured  and 
analyzed.  An  analysis  of  sports  revealed  that 
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agility,  stiengih,  speed,  and  power,  were  essential 
general  athletic  ipialitiesd 

Prediction  tests  are  an  important  part  of 
physical  education  as  they  are  in  other  fields  of 
education.  Several  tests  have  been  developed  in 
some  areas  of  athletics,  while  for  several  sports, 
such  as  football,  very  little  has  been  done. 

Fhe  proper  selection  of  football  players  for 
the  various  positions  on  the  team  has  become  a 
very  imjxrrtant  problem  for  the  coach.  I’he  late 
Knnte  Rockne  indicated  that  care  must  be  taken 
in  the  selection  of  football  personnel  when  he 
.said:  “A  coach  and  his  system  are  just  as  good  as 
his  players,  not  an  iota  better.  Give  me  great 
players  and  they  can  win  without  a system. 

Football  coaches  seek  young  men  who  have 
the  ability  to  win.  Any  time  football  coaches 
gather,  a popular  subject  is  the  outstanding  per- 
sonnel of  the  past  season.  Comments  usually 
heard  are  that  a player  is  tpiick,  agile,  and 
])owerful;  has  great  balance;  is  hard  to  stop  or 
has  great  drive.  Leahy  pointed  out  that  sell- 
confidence,  intelligence,  poi.se,  speed,  ability  to 
relax,  competitive  desire,  endurance,  strength, 
agility,  size,  and  excellence  in  performing  skills 
were  the  tpialities  he  would  like  to  have  in  his 
football  players.-'* 

Coaches  are  interestetl  in  these  same  general 
and  specific  tpialities,  but  most  ol  them  admit 
they  are  often  wrong  in  predicting  these  tpialities 
in  a young  man.  Time,  money,  and  energy  are 
wastetl  on  young  men  who  do  not  have  the  capa- 
bilities of  playing  on  the  varsity. 

Most  football  coaches  still  rely  on  subjective 
analysis  for  predicting  playing  ability.  In  college 
recruiting  an  athlete  with  the  ability  to  play  on 
the  varsity  is  one  of  the  most  important  aspects 
of  coaching.  For  this  reason,  there  is  a definite 
need  for  an  improved  understanding  of  these 
traits  which  have  contributed  to  a successful  foot- 
ball player.  Coaches  have  needed  an  objective 
method  of  predicting  playing  ability. 

d he  following  hypothesis  expressed  as  a cpies- 
tion  was  tested:  Is  there  a general  test  battery 
which  can  be  used  to  predict  football  playing 
ability? 

Although  there  were  several  factors  in  predict- 
ing ability,  the  major  areas  of  concentration 
were:  anatomy,  strength,  power,  and  balance. 
All  the.se  measurements  were  Important  to  a suc- 
cessful football  player.  In  the  review  of  related 


research,  there  were  no  studies  using  the  ana- 
tomical tests  of  internal  hip  rotation,  external 
hip  rotation,  tibial  torsion,  and  bow-legs. 

REVIEW  OF  THE  LITERATURE 

No  previous  studies  were  found  relating  the 
prediction  of  athletic  ability  and  orthopaedic 
anatomical  characteristics.  The  studies  indicate 
the  clinical  methods  of  determining  tibial  torsion, 
external  hip  rotation,  internal  hip  rotation,  and 
bow-legs.  Reliability  has  not  been  significantly 
accurate,  as  the  most  accurate  tests  have  been 
done  on  cadavers.  No  research  was  found  on 
athletes  utilizing  these  measures.  Review  of 
studies  to  relate  balance  and  strength  to  athletic 
ability  revealed  few  studies  which  investigated 
the  importance  of  strength  in  frecpiently  used 
balance  tasks.  However,  .several  studies  indicate 
that  there  is  a high  correlation  between  the 
strength  tests  and  balance  tests.  Research  re- 
vealed that  the  best  method  of  testing  strength 
was  the  cable  tensiometer,  developed  by  Clarke, 
which  had  a reliability  of  between  .90  and  .96, 
also  indicating  the  slight  relationship  between 
strength  and  athletic  ability.^ 

Power  is  the  amount  of  work  done  divided  by 
the  time  in  which  the  work  is  done.^  The  suc- 
cessful perfonnance  of  most  kinds  of  muscular 
activity  requires  the  appropriate  application  of 
muscular  power.  It  has  been  demonstrated  that 
muscle  speed  and  strength,  in  some  fashion  and 
in  varying  degrees,  plays  a role  in  the  successful 
application  of  power  in  physical  performance. 

Analysis  of  a study  by  Start  et  al  reviewed 
power,  speed,  isometric  strength,  and  anthropo- 
metric measures  in  the  lower  limb.  The  major 
conclusion  was  that  speed  had  a considerable 
similarity  to  power,  and  little  to  strength,  and 
the  latter  two  factors  appeared  reasonably  sep- 
arate entitles. 

Margaria,  Aghermo,  and  Rovelli  developed  a 
method  of  measuring  muscular  power  (anaerobic) 
in  man.  The  subjects  were  asked  to  run  at  top 
speed  up  ordinary  stairs,  two  (of  17.5  cm  each)  at 
a time.  The  time  employed  to  cover  an  even 
number  of  jumps  was  measured  with  an  elec- 
tronic clock  sensitive  to  .01  second,  driven  by  two 
photoelectric  cells.  The  results  indicated  that 
anaerobic  power  seemed  to  increase  with  age  to 
reach  a maximum  of  1.5  to  1.6  kg-m/kg-sec.  at 
twenty  to  thirty  years  and  then  to  decrease  pro- 
gressively to  a value  less  than  half  at  about  sev- 
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eniy  years  of  age.  I’he  data  for  athletes  were 
significantly  higher  than  the  data  for  untrained 
non-athletic  subjects,  d'he  advantages  to  this  test 
were:  (1)  It  was  a measure  of  a meaningfnl  phys- 
ically well-defined  character  namely  power  ont- 
ptit;  (2)  No  partictilar  knowledge  or  skill  was  re- 
tpiired  for  the  operator;  (3)  No  expensive  ergo- 
metric  apparatus  was  retpnred;  a common  stair- 
case of  known  dimensions  and  an  acenrate  timer 
being  stdficient  to  this  |)tirpose;  (4)  Exercise  was 
habitual  for  everyone  and  did  not  retpiire  par- 
ticidar  training  or  skill;  (5)  It  did  not  lead  to 
exhaustion;  (6)  Exercise  involved  a very  large 
fraction  of  the  mnsetdar  masses  of  the  hotly;  and 
(7)  It  conld  find  wide  application  in  popidation 
stirveys.*’ 

AVithin  limitations  of  the  investigation  one 
might  conclude  that  power  production  of  the  legs 
and  lower  trunk  ;is  measured  by  Margaria's  test 
of  anaerobic  power  was  a characteristic  com- 
ponent of  sticcessftd  college  football  players,  and 
that  anaerobic  power  was  found  to  be  significant- 
ly different  among  various  playing  positions." 

The  snccessfnl  |>erformance  of  most  kinds  of 
mnsetdar  activity  required  the  appropriate  appli- 
cation of  mnsetdar  jxtwer.  I'he  most  common 
methods  of  determining  power  were  standing 
broad  jump,  vertical  jtimp,  and  Margaria’s  test 
for  anaerobic  power.  Margaria's  test  for  anaero- 
bic {X)wer  was  one  of  the  best  because  of  the 
simplicity  of  the  activity  performed  and  the  small 
amotint  of  ecpiipment  needed  to  test  subjects. 

I.  Methods  and  Materials  — The  pnrjxtses  of 
this  sttidy  were  to  determine  the  value  of  (1)  ana- 
tomical measnrements,  including  tibial  torsion, 
bow-legs,  internal  hip  rotation,  and  external  hip 
rotation,  (2)  jx)wer  measurements,  consisting  of 
the  Margaria-Kalamen  Power  Test  and  forty- 
yard  dash,  (3)  strength  measurements,  containing 
hip  abduction,  knee  flexion,  knee  extension,  and 
plantar  flexion,  (4)  a static  balance  test,  and 
(5)  historical  data,  including  height  and  weight; 
to  determine  which  tests  were  most  practical  and 
trseftil  to  college  coaches  for  measuring  playing 
ability  in  football;  and  to  develop  a statistical 
etpiation  for  predicting  success  in  playing  college 
footitall. 

A.  The  .Subjects  — The  subjects  of  this  study 
were  fifty-six  scholarship  football  players  from 
the  University  of  Arkansas  squad  during  the  1975 
sea.son.  The  players  w'ere  divided  into  two 


group.s,  offense  and  defense,  l)ascd  on  tlie  posi- 
tions they  })layed  during  tlie  1975  season.  There 
were  twenty-nine  offensive  players  and  twenty- 
.seven  defensive  players  tested. 

B.  Anatomical  Measurements 

1.  Bnw-legs.  Bow-legs  was  one  of  the  anatomi- 
cal meastirements.  To  measure  bow-legs,  the  stib- 
ject  stootl  with  the  malleoli  together  and  feet 
pointing  forward.  A straight  rtder  was  used  to 
determine  the  distance  between  the  mid  points 
of  the  patellas  and  the  distance  was  recorded  to 
the  nearest  one-eighth  of  an  inch.  Crane  noticed 
that  bow-legs  and  tibial  torsion  were  common, 
so  he  measured  the  distance  between  patellas  and 
compared  it  with  tibial  torsion  and  discovered 
that  bow-legs  and  toeing-in  (internal  tibial  tor- 
sion) were  commonly  associated.^ 

2.  Tibial  torsion.  The  next  anatomical  meas- 
ure was  tibial  torsion.  Tibial  torsion  is  the  com- 
monly accepted  term  used  to  desaibe  any  twist 
or  rotation  of  the  tibia  on  its  longittidinal  axis 
which  produces  a change  in  alignment  of  the 
jdanes  of  motion  of  the  proximal  and  distal 
articulations.  The  main  concern  in  this  study 
was  the  toeing-in  or  internal  tibial  torsion, 
fltitter,  by  using  a goniometer,  measured  the 
angle  of  malleolar  torsion,^  and  in  this  sttidy  the 
same  techniqtie  was  used.  The  subject  asstimed 
a sitting  position  at  the  edge  of  a bench  with 
his  knees  at  a ninety  degree  angle.  1 he  angle 
from  the  jxisterior  aspect  of  the  medial  malleolus 
to  the  anterior  as}>ect  of  the  lateral  malleohis 
was  measured  by  the  goniometer.  The  investi- 
gator assumed  a standing  |>osition  and  kxtked 
down  at  the  knee  to  the  ankle  to  meastire  the 
angle. 

3.  Internal  hip  rotation.  The  third  anatomical 
meastirement  was  internal  hiji  rotation.  Internal 
hip  rotation,  according  to  Crane,  is  the  internal 
angle  of  the  femur  and  is  the  measurement  of 
the  tw'ist  of  the  shaft  of  the  femur  which  directs 
the  femoral  head  and  neck  forward  in  relation 
to  the  plane  of  the  femoral  condyles.^*’  .Swanson’s 
method  of  determining  internal  hip  rotation  was 
used.“  The  stibject  assumed  a sitting  position 
with  his  knee  flexed  at  ninety  tlegrees.  The  outer 
edge  of  the  foot  was  held  by  the  examitier  in 
one  haiul  and  the  other  hand  was  placed  on  the 
top  of  the  patella.  4 he  lower  leg  was  rotated 
outward,  and  with  a goniometer  the  angle  of 
deviation  of  the  lower  leg  from  the  perpendictilar 
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ivas  measured.  The  angle  was  recorded  on  the 
data  sheet  to  the  nearest  degiee. 

4.  External  hip  rotation.  External  hip  rota- 
tion was  the  last  anatomical  measurement.  Ex- 
ternal hip  rotation  is  the  external  angle  of  the 
femur  and  measures  the  twist  of  the  shaft  of  the 
femur  which  directs  the  head  and  neck  of  the 
femur  backward  in  relation  to  tlie  plane  of  the 
femoral  condyles.  Swanson’s  method  was  re- 
peated to  determine  external  hip  rotation.^-  The 
subject  assumed  the  same  jxisition  as  in  internal 
hip  rotation  hut  the  lower  leg  was  rotated  inward 
instead  of  outward.  The  angle  of  deviation  of 
the  lower  leg  from  the  perpendicular  was  re- 
corded on  the  data  sheet. 

C.  Strength  measures  — Four  measures  of 
strength  were  included:  (1)  hip  abditction;  (2) 
knee  flexion;  (3)  knee  extension;  and  (4)  plantar 
flexion.  All  the  measures  were  performed  on  a 
testing  bench  developed  by  Clarke  for  calile 
tensiometry.^'’’  According  to  Clarke’s  research, 
these  strength  meastirements  had  a reliability  of 
between  .90  and  .96.’ ^ 

1.  Hip  abduction.  The  first  strength  measure 
was  hip  ahdtiction.  Hip  abduction  is  the  move- 
ment of  the  lower  extremity  away  from  the  mid- 
dle of  the  liody.  The  movement  included  the 
following  muscles:  (1)  Gluteus  Medius;  (2)  Glu- 
teus Minimus;  (3)  Gemelli;  (4)  Sartorius;  and 
(.6)  Tensor  Fasciae  Latae.  The  stihject  assumed 
a stipine  position  on  the  bench  with  his  lower 
leg  extended  over  the  edge  of  the  liench  and  his 
knee  flexed  at  ninety  degiees.  His  arms  were 
folded  across  his  chest.  The  tensiometer  was  con- 
nected to  a wire,  and  the  wire  was  attached  to  a 
strap  which  was  placed  arotind  the  leg  just  above 
the  patella.  The  leg  was  placed  at  a twenty 
degree  angle  from  the  midline  of  the  body.  On 
(ommand,  tlie  subject  ptilled  his  leg  away  from 
the  midline  of  his  body.  The  reading  was  re- 
corded on  tlie  data  slieet  and  later  converted  to 
potnids  of  force. 

2.  Knee  extension.  Knee  extension  is  the  move- 
ment of  the  lower  leg  as  it  is  extended  from  90 
degrees  to  180  degiees.  Extension  results  from 
the  contraction  of  four  large  muscles  of  the  thigli 
known  as  the  quadriceps  gToup.  The  movement 
is  very  significant  in  locomotive  activities,  such 
as  walking  and  running,  and  is  of  prime  im- 
portance in  specific  skills,  such  as  jumping,  kick- 
ing, and  dodging.  The  muscles  included  in  the 


grotip  are:  (1)  Rectus  Femoris;  (2)  Vastus  Inter- 
medins; (3)  Vastus  Lateralis;  and  (4)  Vastus 
Medialis. 

To  test  for  knee  extension  strength,  the  sub- 
ject assumed  a sitting  position  with  the  knee  of 
his  right  leg  at  an  angle  of  115  degiees.  His  arms 
were  placed  at  the  side  of  the  liench  so  that  his 
hi})s  were  at  ninety  degrees  and  his  elbows  were 
locked.  A strap  was  placed  around  his  lower  leg 
at  the  midpoint  lietween  the  ankle  and  the  knee. 
The  strap  was  connected  to  a wire,  and  the  tensi- 
ometer was  attached  to  the  wire.  On  command, 
the  subject  tried  to  extend  his  knee.  The  score 
from  the  tensiometer  was  recorded  on  the  data 
sheet. 

3.  Knee  flexion.  Knee  flexion  was  the  third 
strength  measure.  Knee  flexion  is  caused  by  the 
action  of  eight  muscles  and  is  one  of  the  im- 
portant movements  in  walking  and  running 
(during  the  recovery  pha.se  of  the  stride).  There- 
fore, it  is  one  of  the  most  frequently  used  move- 
ments. The  muscles  included  in  this  action  are: 
(1)  Biceps  Femoris;  (2)  .Semimemliranosus;  (3) 
Semitendinosus;  (4)  Gastrocnemius;  (5)  .Sartorius; 
(6)  Gracilis;  (7)  Plantaris;  and  (8)  Popliteus. 

To  determine  the  strength  of  knee  flexion,  the 
subject  in  a prone  jxisition  extended  his  lower 
leg  beyond  the  edge  of  the  table  with  his  patella 
resting  at  the  edge  of  the  table,  and  his  arms 
folded  under  his  chin.  The  leg  being  tested  was 
flexed  at  the  kniee  joint  to  165  degrees.  A strap, 
hooked  to  the  cable  wire,  was  placed  at  the  mid- 
point of  his  lower  leg  between  the  ankle  and  the 
knee.  The  tensiometer  was  connected  to  the 
wire.  On  command,  the  subject  flexed  his  knee 
and  the  score  was  recorded  on  the  data  sheet. 

4.  Plantar  flexion.  The  last  strength  test  was 
plantar  flexion.  Plantar  flexion  is  {performed  by 
eight  muscles,  seven  of  them  being  multi-joint 
muscles.  One  muscle  (gastrocnemius)  extends 
beyond  the  knee  joint  and  contributes  to  knee 
flexion.  Five  other  muscles  extend  into  the  foot 
and  contribute  to  foot  movements.  Plantar 
flexion  is  a jxiwerful  mo^'ement  because  it  is 
caused  by  the  strong  muscles  of  the  calf,  and  their 
mechanical  ratios  are  reasonably  good  in  this 
movement.  This  is  one  of  the  most  significant 
movements  because  of  its  contribution  to  walking 
and  running.  The  muscles  are  the  following: 
(1)  Gastrocnemius;  (2)  .Soleus;  (3)  Peroneus  Lon- 
gus;  (4)  Peroneus  Brevis;  (5)  Tibialis  Posterior; 


256 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


J AMIS  A.  Aknoi  I),  M.l).,  Tom  P.  (aikkr,  M.I).,  and  Rai  ph  Pi  ri  r Miciin  i,  Pii.I). 


(('))  Flexor  Digitoruin  I.ongiis;  (7)  Flexor  Hallucis 
Foiigus;  and  (8)  Plantaris. 

Fo  measure  plantar  flexion,  the  subject  as- 
sumed a supine  position  with  his  legs  extended 
at  the  hip  and  knee  joint  to  180  degrees  and  his 
arms  folded  aaoss  his  chest.  "Fhe  foot  being 
tested  was  dorsiflexed  at  the  ankle  joint  to  ninety 
degrees.  His  shoulders  were  braced  against  blocks 
and  a stirrup  was  placed  on  the  ball  of  his  foot. 
To  aid  in  comfort,  a flat  block  of  wood  approxi- 
mately as  wide  as  his  foot  was  placed  between 
his  foot  and  the  stirrup.  On  command,  the  sub- 
ject attempted  to  extend  his  foot  while  his  knee 
and  hip  remained  locked.  I'he  .score  on  the  tensi- 
ometer was  recorded  on  the  data  sheet. 

D.  Power  tests  — The  power  tests  in  this  study 
consisted  of  the  Afargaria-Kalamen  Test  of  An- 
aerobic Power  and  the  Forty-Yard  Dash.  These 
tests  comprise  two  of  the  best  methods  for  de- 
termining lower  body  explosive  power,  which 
was  deemed  very  important  in  the  prediction  of 
football  playing  ability. 

The  Margaria-Kalamen  Anaei'obic  Power  Test, 
a method  of  measuring  explosive  power  through 
a formula  using  body  weight  and  time,  gives  the 
horsepower  generated  by  a subject. Costill  and 
others  used  this  test  to  predict  playing  position 
and  playing  ability.  Costill  found  significant  dif- 
ferences in  vertical  speed  and  anaerobic  jiower 
among  ability-grouped  players  and  athletes 
grouped  by  playing  position. The  results  in- 
dicated that  the  investigator  was  ninety-five  per- 
cent correct  in  his  predictions  of  playing  position 
and  playing  ability. 

In  order  to  calculate  horsepower,  body  weight 
in  kilograms,  time,  and  distance  in  meters  were 
needed.  The  subject  was  weighed  and  was  given 
eight  trials,  with  the  best  time  being  recorded  on 
the  data  sheet.  A Dekan  timer  (|:>erformance 
analyzer)  was  used  to  record  time  to  the  hun- 
dredth of  a second.  The  subject  started  and 
stojiped  the  timer  by  touching  impact  pads  with 
his  foot.  The  test  consisted  of  a flight  of  nine 
stairs,  1.05  meters  in  length.  The  pads  were  placed 
and  the  third  step  (start)  and  the  ninth  step 
(stop).  The  subject,  taking  a fifteen  foot  running 
start,  stepped  on  the  third  stair  to  start  the  timer, 
then  stepped  on  the  sixth  stair,  and  finally 
stepped  on  the  ninth  stair  to  stop  the  timer.  The 
liest  time  of  the  eight  trials  was  used  to  determine 
horsepower,  and  the  horsepower  was  recorded 
on  the  data  sheet. 


1 he  forty-yard  dash  is  a measure  of  explosive 
power  and  speed.  'I’wo  timers  using  stop  watches 
recorded  the  time  to  the  nearest  tenth  of  a second. 
Fhe  watches  were  started  on  the  first  movement 
of  the  suliject  and  sto]){x.'d  as  the  runner  liroke 
the  plane  at  forty  yards.  I’he  better  of  two  trials 
was  recorded  on  the  data  sheet. 

E.  Balance  Balance  was  also  coiisideied 

an  important  aspect  of  football  ability.  Fleish- 
man’s method  of  static  balance  was  used  in  this 
study.i^  The  subjects  stepped  on  a board  one- 
inch  wide  and  twelve  inches  long,  with  the  length 
of  the  foot  parallel  to  the  length  of  the  board. 
The  hands  were  placed  on  the  hips  and  the  eyes 
were  closed.  The  subject  raised  his  free  foot,  and 
using  a stop  watch,  the  amount  of  time  he  re- 
mained balanced  on  one  foot  was  determined. 
The  score  w'as  the  sum  of  two  ti  ials. 

F.  Criterion  Variable  — 'The.  purjxtse  of  this 
study  was  to  jiredict  football  playing  ability.  In 
order  to  develop  a battery  of  tests  to  predict  foot- 
ball ability  a criterion  measure  was  needed,  d'he 
measure  consisted  of  a two-item  ability-rating 
scale  to  be  comjileted  by  six  assistant  coaches  at 
the  Ihiiversity  of  Arkansas.  There  were  three 
offensive  assistants,  who  rated  only  offensive 
players,  and  three  defensive  coaches,  who  rated 
only  defensive  jilayers.  The  scale  w^as  a subjective 
evaluation  of  playing  ability. 

Fruit  adapted  the  scale  in  1969  for  his  thesis 
on  football  ability  and  achieved  a reliability  of 
.95  for  the  study.i®  Fruit's  adaptation  was  used 
as  the  criterion  measure  in  this  study.  There 
were  two  items:  (1)  playing  his  position;  and 
(2)  attitude  toward  coaching.  The  scale  was 
based  on  five  points  ranging  from  excellent  to 
unplayable.  The  points  from  the  two  items  were 
summed.  The  maximum  points  were  forty-five 
and  the  minimum  points  were  nine.  Each  de- 
fensive player  received  three  scores  and  the  of- 
fensive players  were  also  given  three  ratings  each. 

Item  one,  “Flaying  his  position,”  consisted  of 
four  sections:  (1)  knows  every  duty  well  and  has 
first  team  ability;  (2)  analyzes  changes  in  offen- 
sive and  defensive  situations  (juickly;  (8)  blocks 
and  tackles  with  skill,  accuracy,  and  body  con- 
trol; and  (1)  is  aggressive  and  has  football  “know 
how.” 

Item  two,  “Attitude  toward  coaching,”  con- 
tained five  areas;  (1)  listens  to  coach  at  all  times 
and  carries  out  instructions;  (2)  plays  for  team 
to  win  and  never  thinks  of  his  own  glory;  (3) 
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^Yorks  constantly  to  improve  fundamentals  and 
conditioning;  (1)  very  aggressive;  and  (5)  tries 
hard  and  never  quits. 

C.  Reliabilities  — The  test-retest  was  used  to 
determine  the  relial)ility  of  the  testing  proce- 
dures. 

II.  Statistical  Analysis  — The  primary  statis- 
tical techniipies  nsetl  in  developing  the  regression 
eijiiations  were  Polynomial  Regression  and  Stejr- 
Wise  Multiple  Regression  utilizing  the  Univer- 
sity of  Arkansas'  IBM  360/50  SSP  III  Computer. 

1 lie  means  and  standard  deviations  for  the 
criterion  measure  of  subjective  coaches’  rating  of 
loothall  ability  and  the  predictor  variables  are 
presented  in  Table  1.  These  data  represent  the 
calculations  from  fifty-six  sulqects. 

1 he  correlation  matrix  for  the  criterion  mea,s- 
itre  and  the  predictor  variables  of  selected  ana- 
tomical, strength,  Ijalance,  and  power  measures 
are  presented  in  Table  2.  At  the  .05  level,  a cor- 
relation coefficient  of  at  least  ±-263  was  required 
for  significance. 

III.  Discussion 

A.  Orthopaedic  Measures  — The  basic  meas- 
ures were;  (1)  internal  hip  rotation;  (2)  external 
hip  rotation;  (3)  tibial  torsion;  and  (4)  bow-legs. 
1 he  reasearch  revealed  that  these  measures  had 
never  been  used  as  a method  of  predicting  foot- 


dicated  that  bow-legs  (.445)  and  tibial  torsion 
( — .344)  had  the  highest  correlations  with  the 
criterion  variable.  The  average  tibial  torsion  was 
42.6  degrees,  while  in  Elftman’s  study,  the  normal 
tibial  torsion  was  27.40  degrees.  This  indicated 
that  scholarship  football  players  have  greater 
lil.iial  torsion  than  normal  subjects.^^ 

B.  Strength  Measures— In  the  current  study, 
the  strength  measures  had  low  correlations  with 
the  criterion  variable.  The  strength  tests  were: 
(1)  hip  abduction;  (2)  knee  flexion;  (3)  knee  ex- 
tension; and  (4)  plantar  flexion.  Hip  abduction 
had  the  highest  correlation  (.175),  but  it  was  not 
significant  at  the  .05  level.  These  results  seem 
to  agree  with  the  literature. 

C.  Power  Measures  — In  the  present  study,  the 
forty-yard  dash  and  the  Margaria-Kalamen  Power 
Test  were  used  as  measures  of  power.  The  cor- 
relations wdth  football  ability  were  —.064  for 
the  forty-yard  dash  and  .255  for  horsepower  of 
the  Margaria-Kalamen  Test.  Neither  reached  the 
critical  level  of  ±.263  to  be  significant  at  the  .05 
level,  although  horsepower  was  very  close.  The 
correlation  for  horsepower  was  the  fourth  best 
measure  of  football  ability  in  the  polynomial  re- 
gression progTam.  Other  sttidies  have  shown  that 
the  Margaria-Kalamen  Power  Test  was  a good 
method  of  predicting  football  ability. 


ball  abili 

ty.  The  results  in  the  present  study  in-  Within  limitations  of  the  investigation,  one 

TABLE  1 

THE  MEANS  AND  STANDARD  DEVIATION  FOR  THE  CRITERION 

MEASURE  AND  SELECTED  ANATOMICAL,  STRENGTH, 

BALANCE,  AND  POWER  MEASURES 

standard 

Number 

Variable 

Type 

Mean 

Deviation 

1. 

Subjective  Rating  by  Coaches 

Criterion 

97.27 

16.83 

2. 

Internal  Hip  Rotation 

Predictor 

36.75 

7.58 

3. 

External  Hip  Rotation 

Predictor 

39.27 

8.50 

4. 

Tibial  Torsion 

Predictor 

42.59 

6.62 

5. 

Bow  Legs 

Predictor 

6.18 

0.74 

6. 

Hip  Abduction 

Predictor 

49.86 

10.73 

7. 

Knee  Extension 

Predictor 

281.89 

55.30 

8. 

Knee  Elexion 

Predictor 

193.07 

39.39 

9. 

Plantar  Elexion 

Predictor 

319.93 

74.70 

10. 

Time  (Margaria  Kalamen) 

Predictor 

0.48 

0.04 

11. 

Horsepower  (Margaria  Kalamen) 

Predictor 

2.84 

0.29 

12. 

Forty-Yard  Dash 

Predictor 

4.89 

0.24 

13. 

Balance 

Predictor 

3.76 

1.34 

14. 

Fleight 

Predictor 

73.84 

2.11 

1,5. 

Weight 

Predictor 

215.,54 

25.09 

258 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


I AMI  S A.  ArNOI  I),  M.l)..  I ()M  P.  (]()K1R,  M.l).,  AM)  R aI  PH  Pi  11  R MlC  lIl  I I,  Pll.l). 


might  conclude  (li;it  power  production  ot  tlie  legs 
and  lower  trunk  as  measured  l)y  Margaria’s  d'est 
ol'  anaerobic  power  was  a characteristic  com- 
ponent ol  successl  id  college  loot  hall  players  and 
that  anaerol)ic  power  was  lound  to  he  signilicant- 
ly  different  among  various  ])laying  positions.-® 
In  the  pre.sent  study,  horsepower  and  time  were 
related  significantly  at  the  .05  level  to  tlie  forty- 
yard  dash,  d'he  forty-yard  dash  was  highly  cor- 


related with  hip  abduction,  knee  e.xtension, 
plantar  flexion,  height,  and  weight.  I'he  iXfar- 
garia-Kalamen  Power  "Pest  correlated  highly  with 
hip  abduction,  knee  extension,  knee  flexion, 
forty-yard  dash,  height,  and  weight,  d’he  results 
agree  with  the  literature  that  the  iMargaria-Kala- 
men  Power  Test  is  significantly  related  to  the 
forty-yard  dash,  and  is  a good  measure  of  football 
ability. 


TABLE  2 

THE  CORRELATION  MATRIX  FOR  THE  CRITERION  MEASURE 
AND  FOURTEEN  PREDICTOR  VARIABLES 


Coaches 

Rating 

Internal 

Hip 

External 

Hip 

Torsion 

Tibial 

lUnv 

Regs 

bduction 

Hip 

Extension 

Knee 

1. 

Coaches  Rating 

*1.000 

0.031 

—0.070 

*—0.344 

*0.445 

0.175 

0.001 

2. 

Internal  Hip 

— 

*1.000 

0.002 

— 0.220 

— 0.155 

-0.157 

— 0.004 

3. 

External  Hip 

— 

— 

*1.000 

0.200 

0.072 

—0.243 

0.031 

4. 

Tibial  Torsion 

— 

— 

— 

*1.000 

— 0.104 

—0.134 

0.088 

5. 

Bow  I^egs 

— 

— 

— 

— 

*1.000 

0.1,54 

0.048 

6. 

Hip  Abduction 

— 

— 

— 

— 

— 

*1.000 

0.080 

7. 

Knee  Extension 

— 

— 

— 

— 

— 

— 

*1.000 

8. 

Knee  Elexion 

— 

— 

— 

— 

— 

— 

— 

9. 

Plantar  Elexion 

— 

— 

— 

— 

— 

— 

— 

10. 

Time  (Al.  Kalamen) 

— 

— 

— 

— 

— 

— 

— 

11. 

Horsepower  (AI.  K.) 

— 

— 

— 

— 

— 

— 

— 

12. 

40-Yd.  Dash  Time 

— 

— 

— 

— 

— 

— 

— 

13. 

Balance 

— 

— 

— 

— 

— 

— 

— 

14. 

Height 

— 

— 

— 

— 

— 

— 

— 

15. 

Weight 

— 

— 

— 

— 

— 

— 

— 

Knee 

Elexion 

Flexion 

Plantar 

(M.K.) 

Time 

Horsepower 

(M.K.) 

lO-Yd. 

Dash 

Ilalanre 

Height 

fVeigbt 

1. 

Coaches  Rating 

0.042 

—0.088 

-0.077 

0.255 

—0.004 

—0.075 

— 0.208 

0.217 

2. 

Internal  Hip 

-0.217 

0.010 

—0.250 

0.050 

— 0.019 

0.039 

— 0.030 

—0.127 

3. 

External  Hip 

-0.095 

—0.249 

— 0.120 

0.100 

0.017 

— 0.1  11 

0.070 

0.013 

4. 

I’ibial  Torsion 

-0.052 

—0.033 

0.128 

— 0.070 

0.070 

0.00)7 

0.008 

0.028 

5. 

Bow  Legs 

0.035 

—0.003 

— 0.103 

0.183 

— 0.189 

— 0.101 

— 0.030 

0.081 

0. 

Hip  Abduction 

*0.301 

*0.311 

*0.298 

0.121 

0.199 

— 0.009 

0.139 

*0.310 

7. 

Knee  Extension 

*0.440 

*0.348 

0.053 

*0.490 

*0.345 

0.127 

*0.350 

*0.409 

8. 

Knee  Elexion 

*1.000 

0.182 

0.108 

0.27.5 

0.231 

0.001 

0.010 

*0.307 

9. 

Plantar  Elexion 

— 

*1.000 

0.110 

0.181 

*0.300 

0.018 

*0.42,5 

0.234 

10. 

l ime  (AI.  Kalamen) 

— 

— 

*1.000 

—0.170 

*0.047 

-0.150 

*0.300 

*0.502 

11. 

Horsepower  (AI.K.) 

— 

— 

— 

*1.000 

*0  292 

0.020 

*0.370 

*0.701 

12. 

10-A'd.  Dash  Time 

— 

— 

— 

— 

*1.000 

— 0.121 

*0.589 

*0.085 

13. 

Balance 

— 

— 

— 

■— 

— 

*1.000 

— 0.088 

— 0.075 

11. 

Height 

— 

— 

— 

-- 

— 

— 

*1.000 

*0.572 

15. 

Weight 

— 

— 

— 

— 

— 

— 

— 

*1.000 

* — 0.263  was  statistically  icciiiircd  for  signifi;aiicc  at  the  .0,6  level. 
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1\'.  Summary 

A.  During  the  s{)riiig  semester  of  1976,  at  the 
University  of  Arkansas,  fifty-six  scholarship  foot- 
liall  players,  who  were  members  of  the  1975 
squad,  volunteered  to  participate  in  the  current 
study.  Fourteen  measures  were  determined  on 
each  of  the  fifty-six  players.  In  addition,  six  as- 
sistant football  coaches,  three  offensive  and  three 
defensive,  rated  each  offensive  and  defensive 
player,  respectively,  d’his  rating  on  football  abil- 
ity was  trsed  as  the  criterion  measure. 

.Ste|>Wise  Multiple  Regression  and  Polynomial 
Regression  were  utilized  to  form  predictive  equa- 
tions whereby  fourteen  measures  were  mtilti- 
correlated  with  the  niterion  variable. 

The  results  of  the  study  seem  to  justify  the 
following  conclusions  for  the  prediction  of  foot- 
ball ability  for  scholarship  football  players  at  the 
llniversity  of  Arkansas: 

1.  Tibial  torsion,  bow-legs,  standing  height, 
body  weight,  Margaria-Kalamen  Anaerobic 
Power  Test,  and  knee  flexion  are  the  best 
meastires  for  the  prediction  of  football 
ability. 

2.  Strength  tests  using  a cable  tensiometer  are 
not  good  predictors  of  football  ability. 

3.  Fleishmann’s  Static  Balance  Test  is  not  a 
good  indicator  of  football  ability. 
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ANSWER  — Electrocardiogram  of  the  Month 

1.  Hyper  ocute  changes  of  antero  septal  myocardial  in- 
farction. Occasional  premature  nodal  beats,  some  with 
aberrancy. 

2.  Patient  ruptured  his  septum  and  ECG  criteria  of  right 
heart  strain  is  developing.  The  differential  should  also 
include  papillary  muscle  rupture  and  left  posterior 
hemi  block  with  mitral  regurgitation  secondary  to  ab- 
normal contraction  pattern. 

3.  The  diagnosis  can  be  made  by  placing  a Swan-Ganz 
while  obtaining  Oi;  saturations  in  the  vena  cava,  RA, 
RV,  and  PA.  The  O2  saturation  should  increase  more 
than  5%  between  the  RA  and  PA.  If  there  is  no 
step  up,  then  the  Swan-Ganz  should  be  floated  out 
of  the  wedge  position,  and  pressures  recorded.  A 
large  V wave,  pressure  wave  during  systole  if  blood 
drawn  from  this  position  has  near  100%  saturation, 
suggests  papillary  muscle  rupture.  Another  clue  to 
this  would  be  very  easy  withdrawal  of  blood  from 
the  Swan-Ganz  when  in  the  wedge  position. 
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Cooperative  Health  Manpower  Statistics  System 

Elizabeth  Ingram* 


T 

_L  he  division  of  Health  Statistics,  Arkansas 
Dejxirtment  of  Health,  is  under  contract  to  the 
National  Center  for  Health  Statistics  to  collect, 
tabulate,  and  process  statistical  data  on  thirteen 
health  professions.  Annual  surveys  are  conducted 
in  order  that  timely,  reliable,  and  comparable 
data  concerning  the  supply,  distribution,  and 
selected  characteristics  of  health  manpower  in 
Arkansas  may  be  made  available  at  the  State  and 
local  levels.  This  information  is  also  forwarded 
to  NCHS  for  inclusion  in  the  Cooperative  Health 
Statistics  System  at  the  national  level.  The  sur- 
veys are  completed  voluntarily  by  the  licen.sed 
professionals.  The  resjxtndents  are  guaranteed 
confidentiality.  Any  pidjlication  or  release  of 
these  data,  except  to  NCHS,  is  in  summary  form 
such  that  individuals  are  combined  into  groups 
and  therefore  cannot  be  identified. 

Some  of  the  highlights  of  the  1977  surveys: 

• Average  hours  of  patient  care  per  week  for 
physicians  (M.D.)  is  ,'30.2  hours. 

• Ratio  of  all  physicians  (M.D.),  not  known  to 
be  inactive,  to  population  is  1:975,  statewide. 
Highest  county  ratio  is  1:367  in  Pulaski  County; 
lowest  county  ratio  is  1:6500  in  Lincoln  County. 

• 55.5  percent  of  physicians  (M.D.)  respond- 
ents graduated  from  the  University  of  Arkansas 
iSfedical  School.  Their  average  age  is  48. 

• The  average  age  of  responding  dentists  is 
47.  99  percent  of  dentists  are  male;  56.4  percent 
are  licensed  by  more  than  one  state. 

• 63.5  percent  of  dentists  are  in  solo  practice. 
68.0  percent  are  in  general  practice. 

• The  average  age  of  responding  physical 
therapists  is  37;  45.8  percent  are  male. 

•Statistician,  Division  of  Health  Statistics,  Arkansas  Department 
of  Health,  4815  West  Markham,  Little  Rock,  Arkansas  72201. 


• 79.1  percent  of  physical  therapists  hold  bac- 
calaureate degrees;  9.6  percent  hold  masters  or 
higher  degrees. 

• The  average  age  of  nursing  home  adminis- 
trators is  47;  52.5  percent  are  female. 

• 57  jx:rcent  of  active  Arkansas  registered 
nurses  are  graduates  of  diploma  programs  and 
17  percent  hold  baccalaureate  or  higher  degrees. 
26  percent  hold  associate  degrees. 

• The  average  age  of  resjxtnding  chiropractors 
is  .54;  6 j>ercent  are  female.  Average  hours  of 
patient  care  jaer  week  for  chiropractors  is  35.3 
hours. 

• 28.3  percent  of  physicians  (M.D.)  respond- 
ents are  in  solo  practice  while  32.0  percent  are 
in  jaartnerships  or  group-owned  practices. 

• 2.8  percent  of  veterinarians  are  female.  41.5 
percent  of  veterinarians  are  solo  practitioners 


1077 

1077  Total 

Total  No. 

No.  .l(  live 

Licensed  by 

Resjioudeiits 

Health  Professioji 

.iikarisas  Hoards 

in  .■lrka)>sas 

1.  Chiropractor 

250 

116 

2.  Dentist 

1,030 

653 

3.  Dental  Ffygienist 

335 

179 

4.  Physician 

3,824 

1,935 

5.  Osteopath 

36 

10 

6.  Registeied  Nurse 

10,206 

6,349 

7.  Licensed  Practical 

N urse 

9,416 

6,067 

8.  Nursing  Home 
Administrator 

396 

310 

9.  Optometrist 

219 

170 

10.  Pharmacist 

2,010 

1,138 

11.  Physical  Therapist 

177 

98 

12.  Podiatrist 

24 

21 

13.  Veterinarian 

508 

239 
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while  21.2  percent  are  in  partnerships  or  group- 
owned  practices. 

• (il.5  jiercent  of  dental  hygienists  hold  as- 
sociate degTees  and  23.9  percent  hold  baccalau- 
reate or  Iiigher  degrees.  The  average  age  of  re- 
sponding hygienists  is  31. 

• 73.2  percent  of  dental  hygienists  are  em- 
ployed by  an  individual  practitioner  while  5.6 


jrercent  are  employed  by  partnerships  or  group- 
owned  practices. 

• 59  jrercent  of  physicians  (M.D.)  are  licensed 
in  more  than  one  state. 

• Average  age  of  physicians  (D.O.)  is  59.  58.8 
percent  listed  their  private  office  as  their  princi- 
pal setting  and  20.6  percent  listed  a hospital  as 
their  principal  setting. 


It's  Harder  for  Some  to  Lose  Weight 

Alfred  Kahn,  Jr.,  M.D. 


“Lose  some  weight”  is  a freejuent  admonition 
to  jratients  liy  medical  practitioners  in  general 
medicine  and  all  specialties.  But  it  is  becoming 
increasingly  apparent  that  it  is  harder  for  some 
patients  to  lose  than  others.  For  example,  chil- 
dren who  are  overfed  in  infancy  and  puberty 
tend  to  have  more  fat  cells  than  children  of 
normal  nutrition;  this  seems  to  play  an  important 
role  in  obesity  in  later  life.  Distmlied  fat  metabo- 
lism is  a practical  problem. 

T he  medical  literature  is  lieginning  to  demon- 
strate many  papers  on  fat  metabolism.  Michael 
P.  Czech  has  published  on  the  “Cellular  Basis  of 
Insulin  Insensitivity  In  Large  Rat  Adijxicytes” 
(/.  Clin.  Investigation,  Vol.  57,  p.  1523,  June, 
1976).  As  Czech  points  out,  it  has  been  known 
for  some  ten  years  that  obese  human  fat  tissue 
utilizes  gluco,se  in  reduced  amounts,  even  with 
insulin  present.  The  same  is  true  of  obese  rats; 
these  animals  have  a high  blood  insulin  level 
presumably  due  to  cleaeased  utilization.  The 
author  wanted  to  investigate  in  this  pajaer  why 
large  fat  cells  from  obese,  old  rats  did  not  metabo- 
lize glucose  as  well  as  small  fat  cells  from  normal 


rats.  "Fhe  upshot  of  his  investigations  were  that 
the  poor  insulin  stimulatory  resjxinse  in  large  fat 
cells  was  due  to  some  alteration  in  the  enzymatic 
intracelhdar  activities.  It  was  not  due  to  the 
glucose  transport  system,  the  insulin  receptors, 
or  the  coupling  mechanism.  This  defective  in- 
tracellular enzyme  response  to  insulin  in  fat  cells 
occurs  principally  when  the  glucose  concentra- 
tion is  high  — not  at  low  or  normal  levels. 

Karakash,  Assimacopoulos— Jeannett  and  Jean- 
renaud  have  studied  obese  hyperglycemic  mice 
which  show  many  similarities  to  human  maturity 
onset  diabetes  (/.  Clin.  Investig.,  Vol.  57,  p.  1117, 
May,  1976).  These  mice  and  humans  with  ma- 
turity onset  diabetes  have  hyperinsnlinemia; 
hyperinsidinemia  is  related  to  obesity,  according 
to  Karakash,  and  jrerhaps  it  is  causally  related. 
Inasmuch  as  instdin,  which  is  pancreatically  de- 
rived, has  to  pass  through  the  liver,  these  investi- 
gators felt  that  hyperinsnlinemia  might  result 
from  faulty  extraction  in  the  liver.  To  test  this 
idea,  livers  from  lean  mice  were  perfused  with 
insulin  and  the  amount  removed  was  calculated; 
the  same  was  done  with  fat  mice.  The  livers 
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from  the  obese  mice  did  not  remove  insidin  as 
well  as  from  lean  mice  — and  thus  more  insulin 
was  available  to  elevate  the  peripheral  blood  in- 
sulin level,  rite  authors  point  out  that  up  to  the 
point  of  saturation,  the  liver  removes  insulin  in- 
creasingly as  the  concentration  of  the  insulin  in- 
creases. The  liver  from  obese  mice  became  satu- 
rated with  insulin  at  a lower  level  than  normals. 
This  leads  to  their  conclusion  that  chronic  hyper- 
insulinemia  may  he  partly  responsible  for  the 
decreased  ability  of  livers  from  obese  mice  to 
extract  insulin. 

In  the  May,  197(),  issue  of  The  Journal  of 
Clinical  Investigation,  Olef.sky  described  “De- 
creased Insulin  Binding  d o Adipocytes  and  Cir- 
culating Monocytes  From  Obese  .Subjects”  (Vol. 
57,  p.  1165,  May,  1976).  He  was  also  struck  by 
the  “decreased  insidin  binding  to  tissues  from 
genetically  and  spontaneously  obese  rodents  — 
the  potential  relationships  between  hyperinsu- 
linemia,  decreased  insulin  receptors,  and  insulin 
resistance.”  The  same  findings  were  obtained  in 
overweight  humans.  He  studied  insulin  binding 
to  fat  cells  in  9 of  14  obe.se  humans  who  weie 
hyperinsulinemic  and  16  controls.  The  9 obese 
humans  had  fat  cells  w’ith  diminished  ability  to 
bind  insulin:  the  other  5 were  judged  not  in- 
sulin resistant  as  they  had  normal  insulin  levels 
and  normal  insulin  binding  by  fat  cells.  .Similar 
findings  were  noted  w’ith  mononuclear  cells  of 
the  blood.  The  obese  individuals  who  were  not 
insidin  resistant  in  this  study  were  young  — and 
the  resistant  individuals  w'ere  older.  Olefsky  con- 
cludes that  he  is  not  certain  if  obesity  leads  to 
decreased  receptors  and  this  leads  to  insulin  re- 
sistant mice  and  hyperinsulinemia,  or  if  obesity 
is  first  as.sociated  with  hyperinsulinemia  — and 
this  in  turn  causes  a decrea.se  in  receptors  and 
resistance. 

All  of  the  studies  in  this  field  are  not  in  total 
harmony  — with  regard  to  an  explanation  be- 
tween the  interaction  of  insulin  and  fat  cells. 
Belfiore,  Lo  Vecchio,  Borzi,  and  lannello  (Metab., 
Vol.  25,  p.  723,  July,  1976)  compared  fat  and 
lean  diabetics  intracellular  metabolism.  They 
studied  NADPH  — forming  dehydrenases  of 
adepose  tissue.  These  enzymes  perform  im- 
portant intracellular  functions.  Surprisingly,  the 
enzyme  level  in  lean  diabetics  was  quite  depressed 
whereas  in  obese  diabetics  the  results  were  nor- 
mal. The  authors  discount  insulin  production 


differences  in  lean  and  obese  diabetics  as  a cause 
of  this  enzyme  change. 

Insulin  is,  of  coin.se,  not  the  only  hormone 
involved  in  fat  metabolism.  I'lie  blootl  fats  — 
triglycerides  — are  responsive  to  the  glucose  an- 
tagonist glucagon.  Pharmacological  but  not 
physiological  doses  of  glucagon  can  bring  about 
a fairly  precipitous  drop  in  the  triglyceride  level 
of  patients  with  high  blood  triglycerides  as  dem- 
onstrated by  Elkeles  and  Hambley  {Lancet,  p.  IH, 
Vol.  II,  July  3,  1976).  There  was  no  evidence  of 
resistance  to  glucagon  as  a cause  of  the  hyjier- 
triglyceridemia. 

The  relation.shij)  of  fat  metaboli.sm  to  insulin 
and  other  endocrines  is  an  intricate  fabric  with 
many  inter-relationships  which  as  yet  are  incom- 
pletely understood.  So  when  you  say  to  a patient 
“lose  weight,”  it  may  be  a much  more  difficult 
task  for  some  patients  because  of  their  metabolic 
and  endocrine  make-up. 


THINGS 


TO 

COME 


SYMPOSIUM  ON  PHILOSOPHY  AND  MEDICINE 

The  .Seventh  Symposium  on  Philosophy  and 
Medicine,  “Moral  Use  ol  New  Knowledge  in  the 
Biomedical  Sciences”,  will  be  held  at  the  Ibiiver- 
sily  ol  .Missouri  in  Tolumbia,  March  2,  3,  and  1, 
1978. 

For  further  information  contact:  Professor 
\Villiani  Bondeson,  Director,  College  of  General 
•Studies,  University  of  Missouri-Columbia,  120 
Cfeneral  Classroom  Building,  Columbia,  Missouri 
65201,  phone  (314)  882-3875. 

OFFICE  MANAGEMENT  OF 
MUSCULOSKELETAL  CONDITIONS 

cour.se,  designed  to  emphasize  recent  ad- 
'v'ances  in  the  treatment  of  musculoskeletal  conili- 
tions  encountered  in  office  practice,  is  being  of- 
fered by  the  University  ol  Washington  .School  of 
Medicine,  Division  of  Continuing  Medical  Edu- 
cation, the  Department  of  Family  Medicine,  the 
Department  of  Orthopaedics,  and  Wa.shington 
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State  Medical  Association,  d'he  sessions  will  be 
held  March  20th  through  March  24,  1978,  at  Elk- 
horn  at  Snn  Valley,  Idaho.  'Ehere  will  be  sessions 
from  7:30  A.M.  to  10:30  A.M.  and  from  4:30  P.M. 
to  0:30  P.M.  The  course  is  approved  for  Cate- 
gory 1 of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association.  Prescribed 
credit  from  the  American  Academy  of  Family 
Practice  has  been  recjnested.  Registration  fee  is 
,‘|>250.00  and  must  be  paid  by  March  3,  1978. 

For  further  information  and  course  registration 
contact:  Continuing  Medical  Education,  School 
of  Medicine,  University  of  Washington;  E-3()3 
USB,  SC-5(),  Seattle,  Washington  98195,  tele- 
phone  (206)  543-1050. 


POSTGRADUATE  COURSE 

The  University  of  Chicago  Section  of  Gastroen- 
terology and  Liver  Study  Unit  is  sponsoring  a 
three-day  postgraduate  course  on  Approaches  to 
Clinical  Problems  in  Gastroenterology  and  Hepa- 
tology on  February  21-23,  1978.  Topics  will  in- 
clude peptic  ulcer,  gastrointestinal  cancer,  inflam- 
atory  bowel  disease,  hepatobiliary  disorders, 
small  bowel  disease/nutrition,  and  functional 
disorders. 

I bis  program  has  been  approved  for  22  hours 
Category  I credit  by  the  American  Medical  Asso- 
ciation. For  further  information  contact  Dr. 
Sumner  G.  Kraft,  Course  Director,  950  East  59th 
Street,  Chicago,  Illinois  60637,  telephone  (312) 
947-5567. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

Burdened  heavily  with  Administration  energy 
jiroposals  and  tax  reform  measures  the  first  ses- 
sion of  the  95th  Congress  staggers  toward  adjourn- 
ment with  a number  of  important  health  bills 
still  far  from  resolved. 

.\mong  these  important  health  bills  are:  The 
Hospital  Cost  Containment  Plan,  the  flealth. 
Education  and  WTlfare  Appropriation,  a sweep- 
ing overhaul  of  Federal  Drug  Administration 
jirocedures.  Medicare  and  Medicaid  amendments, 
new  federal  controls  over  clinical  laboratories, 
aid  for  rural  health  clinics,  guidelines  for  genetic 
research,  easing  required  U.  .S.  medical  school  ad- 
mission of  foreign  medical  graduates,  postponing 
the  proposed  saccharin  ban,  amending  the  black 
lung  and  renal  disease  programs,  expanded  aid 
for  maternal  and  child  health  care,  continued 
higher  pay  for  federal  and  military  physicians 
and  excuse  from  income  tax  of  federal  medical 
scholarship  income. 

* # # * 

However,  the  Medicare- Medicaid  anti -fraud 
and  abuse  bill  has  won  overwhelming  House  ap- 


proval on  the  way  to  expected  final  passage  this 
year.  Stricken  from  the  measure  was  a provision 
to  guarantee  medical  records  privacy. 

Ihe  bill,  cleared  by  a 362-5  vote,  vaults 
Professional  Standards  Review  Organizations 
(PSROs)  into  major  monitoring  bodies  to  detect 
fraud  and  abuse  in  federal  health  jirograms. 

The  legislation  also  directs  HE4V  to  develop 
ambulatory  care  review  methodologies  for  PSRO 
tise;  directs  HEAV  to  require  capable  PSRO’s  to 
undertake  ambulatory  care  review  within  two 
years  after  designation  as  a PSRO;  makes  “com- 
petent" PSRO  reviews  of  services  conclusive  for 
purposes  of  federal  payment,  if  the  PSRO  has 
entered  into  a memorandum  of  understanding. 

Fraud  and  abuse  information  detected  by  a 
PSRO  woidd  be  provided  to  federal  and  state 
investigative  agencies.  Patient  records  in  the 
PSRO  would  not,  however,  be  subject  to  sub- 
poena or  discovery  proceedings  in  a civil  action. 

Other  provisions  of  the  bill  provide; 

• increased  Medicare  penalties  by  upgrading 
fraudulent  acts  from  misdemeanors  to  felonies; 

• suspension  from  participation  in  Medicare 
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and  Afcdicaid  lor  practitioners  convicted  of  a 
criminal  offense  related  to  involvement  in 
Medicare  or  Medicaid; 

• anntial  disclosure  Ity  Afedicarc  and  Medicaid 
institutional  providers  of  tlte  identity  of  any 
person  with  a five  percent  or  more  ownership 
in  the  instittition; 

• authority  for  siih|K)enas  for  information  and 
review  of  Social  Sectirity  health  programs. 

The  bill,  worked  out  jointly  by  the  House 

Ways  and  Means  and  House  Commerce  Com- 
mittees, also  requires  HEW  to  establish  uniform 
reporting  systems  for  health  services  institutions. 

* # # # 

Hearings  earlier  on  the  Senate  version  of  the 
House-passed  Medicare-Medicaid  anti-fraud  and 
abuse  bill  drew  testimony  from  the  AMA  as  to 
the  importance  of  providing  strong  safeguards 
against  the  abuse  of  the  confidentiality  of  patient 
records.  Testifying  before  the  Senate  Finance 
Subcommittee  on  Health,  Robert  B.  Hunter, 
M.D.,  Chairman  of  the  AMA  Board  of  Trustees, 
said  “inappropriate  distribution  of  individual 
medical  records  adversely  affects  the  individual’s 
constitutionally  protected  right  of  privacy.” 

Dr.  Hunter  supported  a provision  approved  by 
the  House  Commerce  Committee  that  prohibits 
PSROs  from  disclosing  to  the  government  PSRO 
records  on  individual  patients  not  covered  by 
federal  programs  without  their  written  consent. 

Dr.  Hunter  said  the  success  of  the  patient- 
physician  relationship  depends  to  a great  extent 
on  the  willingness  of  the  patient  to  discuss  freely 
with  his  physician  all  subjects  relating  to  in- 
dividual health  no  matter  how  personal  or  sensi- 
tive. “Should  either  party  feel  that  this  informa- 
tion, discussed  privately,  will  become  a matter 
of  public  record,  the  foundation  of  the  patient- 
physician  relationship  would  be  irreparably 
harmed.” 

# * * * 

HEW  has  issued  detailed  guidelines  for  health 
planners  that  included  a goal  of  fewer  than  four 
hospital  beds  per  1,000  population. 

“The  guidelines  will  help  put  brakes  on  con- 
struction of  new  hospital  bed  space  and  high-cost 
specialty  services  such  as  open-heart  surgery  and 
computerized  X-ray  scanning,”  said  HEW  Secre- 
tary Joseph  Califano. 

The  proposals,  which  are  not  final,  would  im- 
merse the  federal  government  deeply  into  alloca- 


tion of  health  resources  in  communities  and 
regions  across  the  nation. 

Regional  Health  Systems  Agencies,  provided 
in  the  Health  Planuiiig  Law  and  challenged  in 
court  by  the  American  Medical  Association,  not 
only  are  told  to  aim  for  a four  per  1,000  bed  ratio, 
but  in  later  years  “will  be  required  to  indicate 
how  they  will  reach  a bed  population  ratio  of 
3.7  |X'r  1,000,”  according  to  HEW. 

The  current  national  average  is  4.4  beds  per 
1,000  population.  The  reductions  proposed  by 
HEW  would  eliminate  some  100,000  beds  of  the 
present  one  million  beds  over  the  next  seven 
years.  4'he  number  of  beds  at  present  “is  sig- 
nificantly in  excess  of  what  is  actually  needed 
. . . and  contributes  to  the  high  cost  of  hospital 
care  with  little  or  no  recognizable  health  bene- 
fits,” said  HEW. 

The  guidelines  propose  that  there  should  be 
an  average  annual  occupancy  rate  of  at  least  80 
percent  for  all  non-federal,  short-term  hospital 
beds  except  under  extraordinary  circumstances. 
Exceptions  woidd  include  small  rural  hospitals 
and  facilities  in  areas  with  large  seasonal  changes 
in  population. 

The  205  local  Health  Systems  Agencies  were 
also  advised  on  obstetrical  services,  {:)ediatric  in- 
patient services,  neonatal  intensive  care  units, 
open-heart  surgery,  cardiac  catheterization  units, 
radiation  therapy,  computed  tomographic  scan- 
ners, and  end-stage  renal  disease. 

A spokesman  for  the  American  Hospital  As- 
sociation commented  tliat  the  proposals  were  too 
detailed  and  would  provide  less  flexibility  for 
local  planning  agencies  if  Congress  grants  flEW 
the  power  to  put  them  into  effect. 

However,  three  members  of  the  Senate  Human 
Resources  Subcommittee  on  Health  — Sens.  Ed- 
ward Kennedy  (D.-Mass.),  Jacol)  Javits  (R.-N.Y.), 
and  Richard  Schweiker  (R.-Penn.)  — wrote  .Secre- 
tary Califano  that  they  were  “pleased  that  HFAV^ 
has  ‘bitten  the  bullet’.”  The  time  has  come,  they 
said,  “to  set  numerical  standards.” 

If  the  recommendations  were  accomplished, 
HEW  officials  said,  the  nation  would  save  more 
than  $2  billion  annually.  HEW  pins  its  hopes 
for  the  guidelines  on  Congiess  approving  a law 
giving  the  federal  government  more  teeth  over 
localities  in  enforcing  and  mandating  standards. 
The  planning  law  comes  before  Congress  for  ex- 
tension and  revision  next  year. 

In  addition  to  the  number  of  beds  and  occu- 
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pancy  rate  recommendations,  here  is  what  the 
jrroposed  regs  set  forth; 

• Obstetrical  services:  there  slionkl  he  at  least 
2000  deliveries  annnally  in  an  oijstetrical 
unit  located  in  an  area  with  a jtopidation  of 
100,000  or  more  and  at  least  500  deliveries 
in  an  area  with  a smaller  population. 

“In  view  of  declining  birth  rates  and  the 
mounting  nnder-ntilization  of  obstetrical  beds, 
obstetrical  standards  for  the  minimum  nnmher 
of  deliveries  and  occnpancy  rates  are  designed 
to  discourage  unnecessary  duplication  and  in- 
appropriate jiroliferation  of  services,  and  to  main- 
tain (piality  of  care,”  said  HEW. 

• Pediatric  inpatient  services;  there  should 
he  a minimum  of  20  beds  in  a pediatric  unit, 
except  in  rural  areas. 

Pediatric  units  shonld  maintain  average  an- 
imal occnpancy  rates  related  to  the  number  of 
jK'diatric  beds  (exchisive  of  neonatal  intensive 
care  units)  in  the  facility.  For  a facility  with  20- 
39  pediatric  beds,  the  average  annual  occupancy 
rate  should  he  at  least  65  percent;  for  a facility 
with  40-79  pediatric  beds,  the  average  annual  oc- 
cupancy rate  shoidd  lie  at  least  75  percent:  for 
facilities  with  80  or  more  pediatric  beds,  the  aver- 
age annual  occupancy  rate  should  he  at  least  80 
percent. 

• Neonatal  intensive  care  units:  the  total 
number  of  neonatal  intensive  care  beds 
shoidd  not  exceed  four  per  thousand  live 
births  per  year  in  a defined  neonatal  service 
area.  A single  neonatal  intensive  care  unit 
should  contain  a minimum  of  20  beds. 

• Open  heart  surgery:  there  shoidd  he  a mini- 
mum of  200  procedures  performed  annually 
in  any  institution  in  which  ojien-heart  sur- 
gery is  performed.  No  new  open  heart  units 
should  he  opened  unless  each  existing  or 
previously  approved  unit  in  the  health  serv- 
ice area  (or  areas)  to  be  served  is  operating 
and  is  expected  to  continue  to  operate  at  a 
minimum  of  350  open-heart  surgery  cases 
per  year. 

• Cardiac  catheterization:  there  should  be  a 
minimum  of  300  procedures  (intracardiac 
and/or  coronary  artery  catheterization)  per- 
formed annually  in  any  adidt  cardiac  cath- 
eterization unit  plus  a minimum  of  150 
cardiac  catheterizations  performed  annually 
in  any  pediatric  cardiac  catheterization  unit. 
No  new  cardiac  catheterization  units  opened 


in  any  facility  not  jrerforming  open-heart 
surgery.  No  new  adult  cardiac  catheteriza- 
tion units  opened  unless  the  projected  num- 
ber of  studies  per  year  is  greater  than  500. 

• Radiation  therapy:  a megavoltage  radiation 
therapy  unit  should  serve  a population  of 
at  least  150,000  persons  or  at  least  450  new 
cancer  cases  per  year.  No  new  megavoltage 
units  opened  unless  each  existing  or  ap- 
proved megavoltage  unit  in  the  Health 
Service  Area(s)  is  performing  and  is  ex- 
pected to  continue  to  perform  at  least  7,500 
treatments  per  year. 

• Computed  tomogi'aphic  scanners:  computed 
tomoner  (head  and  body)  shonld  operate  at 
a minimum  of  2,500  patient  procedures  per 
year.  There  should  be  no  CT  scanners  ap- 
proved unless  each  existing  or  approved  CT 
scanner  in  the  service  area  is  perfomiing  at 
a rate  greater  than  4,000  patient  procedures 
]ier  year. 

• End-stage  renal  disease:  the  health  systems 
plans  established  by  Health  Systems  Agen- 
cies should  he  consistent  with  standards  and 
procedures  contained  in  the  HEW  regtda- 
tions  governing  conditions  for  coverage  of 
suppliers  of  end-stage  renal  disease  services. 

# # # # 

At  the  request  of  President  Carter,  the  HEW 
Department  is  developing  recommendations  for 
a national  health  insurance  (NHI)  proposal  to 
he  introduced  into  the  Congress  early  next  year. 

In  order  to  obtain  a wide  range  of  views  on 
NHI,  Secretary  Califano  has  asked  each  of  the 
HPiW  regional  offices  to  solicit  the  views  and 
recommendations  of  concerned  citizens  in  their 
area. 

Tlie  AMA  via  state  medical  societies  has  en- 
couraged selected  physicians  to  attend  some  100 
scheduled  meetings  across  the  country  in  order 
to  present  the  viewpoints  of  the  medical  profes- 
sion. 

# # # * 

Eight  months  after  publication  of  a botched 
list  of  physicians  receiving  substantial  Medicare 
payments  in  1975,  the  government  has  published 
a new  list  reworked  from  top  to  bottom.  After 
a protest  last  spring  from  the  AMA  over  the 
high  enor  rate,  HEW  Secretary  Califano  apolo- 
gized and  promised  release  of  a conected  list. 

I.ast  March,  responding  to  requests  from  the 
news  media,  HEW  printed  the  names  and 
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amounts  received  ol  10!)  physicians  and  1,750 
groups  that  did  more  than  .'iJ  100,000  ol  Medicare 
business  in  1075.  The  Freedom  ol  Inlormation 
Law  compelled  tliis  disclosure,  MF’W  said. 

The  .\MA  checked  the  original  list  and  louncl, 
in  a sizable  sample,  an  error  rate  ol  more  than 

00  percent. 

IIEW'^  ollicials  have  annonneed  that  next  time 
they  will  list  all  physicians  who  received  any 
Medicare  j)aymcnts  at  all  in  1970.  Estimated 
costs  to  the  gc:)vernment  ol  preparing  this  annual 
listing  is  Irom  700,000  to  SI  million  at  the  start 
and  .some  S300,000  annually  alterward.  No  esti- 
mates have  been  made  ol  how  much  added  cost 
would  lall  on  the  carriers  who  have  prime  re- 
s]X)nsii)ility  lor  gathering  such  data. 

* * * * 

“Operation  Common  Sense”  to  make  readable 
the  0,000  pages  ol  HE^V  Department  regulations 
has  been  latmched  by  HEW  Secretary  Calilano. 

Along  the  way  some  provisions  will  be  elimi- 
nated in  the  “topto-bottom”  overhaul  that  will 
take  years,  Calilano  said. 

“Long  complicated  regulations,  olten  taking 
years  to  issue,  have  too  long  been  the  hallmark 

01  the  lederal  government  in  general  and  this 
department  in  particular,”  Calilano  said.  “The 
President  has  vigorously  declared  his  desire  to  see 
shorter,  clearer  regulations  issued  in  timely  lash- 
ion.  I am  determined  that  this  department  lead 
the  lederal  government  in  the  direction  charted 
by  the  President.” 

Eorty-live  pages  ol  material  were  issued  to  the 
press  to  explain  Operation  Common  Sense.  In 
reply  to  a cpiestion  aljotit  this  Irom  a reporter, 
Calilano  said  with  a smile  that  sometimes  clarity 
isn't  served  by  brevity. 

* * * # 

The  government  has  proposed  regulations  to 
strengthen  the  Medicaid  child  health  screening 
program  (EPSDl’). 

The  regulations  set  lorth  by  the  Health  Care 
Einancing  Administration  (HCF'A)  clarity  and 
update  existing  provisions  dealing  with  penalties 
lor  states  that  lail  to  comjtly  and  method  used  in 
carrying  out  the  saeening  ol  children.  One  pur- 
pose is  to  give  states  greater  Ilexibility  in  ad- 
ministering the  plan. 

HCFA  said  “states  have  a responsibility  to  pro- 
vide scheduling  assistance,  transportation,  and 
lollow-tip  services  to  eligibles  in  order  to  remove 


signilicant  obstacles  that  program  experience 
clearly  indicates  eligibles  generally  have  in  ob- 
taining FiP.SDT  services.” 

The  regulation  adds  immunization  to  the 
screening  package  rather  than  as  an  item  to  be 
determined  lor  treatment  later. 

* # * # 

Named  Special  Assistant  lor  National  Health 
Insurance  at  the  HEW  Department  is  James 
Mongan,  M.D.,  a top  stall  member  ol  the  Senate 
Finance  Subcommittee  on  Health. 

Dr.  Mongan  was  selected  by  HEW  lor  the  new 
post  where  the  physician  will  report  to  Secretary 
Calilano  and  to  Assistant  Secretary  lor  Health, 
Julitis  Richmond,  M.D.  In  announcing  the  se- 
lection, Calilano  said  “I  am  conlident  that  NHI 
will  emerge  as  the  premier  domestic  accomplish- 
ment ol  the  Carter  Administration.” 

Dr.  Mongan,  lormerly  ol  San  Francisco,  was  a 
Public  Health  Service  physician  belore  joining 
the  Finance  Committee  stall  seven  years  ago. 

In  another  HEW  Department  personnel  move, 
M.  Keith  Weikel,  PhD.,  acting  director  ol  the 
Medicaid  Bureau,  is  resigning  to  take  a post  otit- 
side  ol  government. 


PHYSICIAN'S  WIVES  HONORED 

'Lhe  Lhiion  County  Medical  .Auxiliary  honored 
the  wives  ol  physicians  who  have  recently  located 
in  El  Doratlo.  Mrs.  Henry  B.  Rogers  was  the  hos- 
tess ol  a collee  given  in  their  honor  at  her  home. 
She  was  assisted  by  Mrs.  W.  M.  Scurlock,  Mrs.  f. 
F".  Wise,  and  Mrs.  [ames  E.  .Seale.  I hose  honored 
were  Mrs.  Ronald  L.  Baldwin,  Mrs.  John  P. 
McOraw,  Mrs.  R.  1).  |ennings,  Mrs.  Robert  Sykes, 
Mrs.  R.  It.  Pinkerton,  Mrs.  Steve  Jones,  and 
Mrs.  \Varren  Riky. 
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DR.  JACKSON  TALKS  WITH  FIRST  GRADERS 

Dr.  Jabcz  Jackson, Sr., recently  visited  with  a first 
,<>rade  class  in  Newport.  He  demonstrated  the 
vai  ions  “tools  of  the  trade"  to  the  youngsters  and 
answered  their  questions  regarding  medicine.  Dr. 
Jackson  is  a retired  Newport  physician. 

DR.  JANECKI  SERVES 

Dr.  Chet  Janecki,  an  Orthopaedic  Surgeon  with 
the  Veterans  Administration  Hospital  in  Little 
Rock,  is  one  of  six  arthritis  specialists  who  travel 
throughout  Arkansas  fotir  times  each  year  in  the 
■Artliritis  Foundation's  professional  education 
program.  The  educational  program  is  designed 
to  instruct  hospital  medical  personnel  and  phy- 
sicians in  the  latest  technicjues  and  treatment  of 
arthritis.  The  specialists  discuss  the  latest  find- 
ings concerning  arthritis  with  the  physicians  and 
often  advise  them  about  special  cases  they  are 
treating. 

DR.  MEEK  DIRECTS  NEW  SERVICES 

Dr.  Gary  Meek  has  lieen  appointed  the  Afedical 
Director  of  the  new  Outpatient  Diagnostic  and 
Treatment  Center  of  St.  Joseph’s  Mercy  Medical 
Center  in  Hot  Springs. 

DR.  LAWRENCE  JOINS  RUSSELLVILLE 
PHYSICIANS 

Dr.  Frank  M.  I.awrence  has  joined  Drs.  Ellis 
(iardner  and  Max  Mobley  in  the  practice  of  Oph- 
thalmology in  Russellville. 

DR.  SALTZMAN  SPEAKS 

Dr.  Ben  Saltzman  of  I.ittle  Rock  was  the  fea- 
tured speaker  at  a public  forum  on  “Ethics  and 
\hdue  Issues  of  Medical  Science  on  Aging’’  which 
was  recently  held  in  North  Little  Rock. 

DR.  ELLIS  NAMED  DIRECTOR 

Dr.  Jacob  P.  Ellis  has  been  named  director  of  the 
.Area  Health  Education  Center  in  El  Dorado.  Dr. 
Ellis  is  the  Center’s  first  full-time  director. 

DR.  WILBUR  TO  PRACTICE  IN 
MOUNTAIN  HOME 

Dr.  Paul  Wilbur  has  joined  Dr.  Robert  Kerr  in 
Family  Practice  at  Mountain  Home.  Dr.  Wilbur 
is  a 1976  graduate  of  the  University  of  Arkansas 
College  of  Medicine. 

DR.  KEAGY  LOCATES 

Dr.  Charles  L.  Keagy,  a General  Practitioner, has 
joined  the  staff  of  the  Eureka  Springs  Clinic.  Be- 
fore moving  to  Eureka  Springs,  Dr.  Keagy  prac- 
ticed for  twenty-four  years  in  Delano,  California. 


NEW  PHYSICIAN  MOVES  TO  LAKE  VILLAGE 

Dr.  Jo.se ph  E.Swanton  recently  opened  his  office 
for  the  practice  of  Obstetrics-Gynecology  in  Lake 
\hllage  in  the  new  Doctors  Biulding.  He  formerly 
practiced  in  Senatobia,  Mississippi. 

FELLOWSHIPS  AWARDED 

The  following  physicians  recently  were  named 
Fellows  of  the  American  Academy  of  Family  Phy- 
sicians at  the  annual  convention  in  Las  Vegas, 
Nevada:  Dr.  Edward  P.  Hammons  of  Forrest  City, 
Drs.  William  R.  Mashburn  and  George  P.  Queen 
of  Hot  Springs,  and  Drs.  William  H.  Riley  and 
Charles  H.  Rodgers  of  Little  Rock. 

OPEN  HOUSE  IN  SHERWOOD 

The  Sherwood  Family  Practice  Clinic  in  Sher- 
wood recently  held  ojren  house  to  accjuaint  the 
residents  of  that  community  with  the  facilities 
available.  Drs.  J.  Roland  Anderson  and  James  L. 
Miller  were  on  hand  with  other  members  of  the 
staff  to  welcome  guests. 

DR.  KOLB  SPEAKS 

Dr.  W.  Payton  Kolb  of  lattle  Rock  was  the  fea- 
tured speaker  at  the  Western  Arkansas  Mental 
Health  Association  meeting  in  Fort  Smith  on 
November  Mth.  Dr.  Kolb  also  was  the  speaker 
at  the  first  meeting  of  the  Association  twenty  years 
ago. 

DR.  JANSEN  PRESIDES 

Dr.  G.  Thomas  Jansen  of  Little  Rock,  1976-77 
])resident  of  the  Southern  Medical  Association, 
presided  at  SMA’s  Annual  Scientific  Assembly 
November  6-9,  in  Dallas,  Texas.  Dr.  Jansen  also 
conductetl  installation  ceremonies  for  SMA’s  in- 
coming president  , Dr.  Andrew  F.  Giesen,  Jr.,  of 
Fort  Whdton  Beach,  Florida. 

DR.  MARIS  SPEAKS  AT  SEMINAR 

Dr.  Mahlon  Maris  of  Harrison  spoke  on  Na- 
tional Health  Insurance  to  a group  of  professional 
journalists  during  a .seminar  at  the  Lbiiversity  of 
Arkansas  at  Little  Rock  on  December  3rd.  The 
general  topic  of  the  seminar  was  the  various  issues 
confronting  medical  care  in  the  State,  with  sub- 
jects inchiding  NHI,  malpractice,  cost  of  hospital 
care,  and  some  of  the  ethical  issues  involved  in 
patient  records. 

DES  ARC  GAINS  PHYSICIANS 

The  community  of  Des  Arc  recently  gained  Dr. 
Minh  Quang  Le  and  his  wife.  Dr.  Van  Minh 
Nguyen,  as  full  time  physicians.  They  came  to 
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Arkansas  in  1975,  aiul  recently  eomjileted  addi- 
tional train  ill”  at  the  University  of  Arkansas 
Uollege  of  Medicine. 

PHYSICIANS  HAVE  EXHIBIT 

Dr.  H.  A.  Ted  Bailey  and  Dr.  James  J.  Pappas  of 
Little  Rock  had  an  exhibit  at  the  American 
Academy  of  Ophthalmology  and  Otolaryngology 
meeting,  October  2-6,  in  Dallas,  Texas.  The  title 
of  their  exhibit  was  “Hearing  Aid  Dispensing 
Within  the  Otology-Aitdiology  Clinic”. 

DR.  WILLIAMS  ASSISTS 

Dr.  Doyne  Whlliams  of  Little  Rock  assisted  in 
the  surgical  separation  of  conjoined  infant  girls 
at  University  Hospital  in  Little  Rock  in  October. 


Dr.  Steve  Golladay  hetided  the  surgical  team 
which  also  inclndcd  Dr.  Hugh  15m  nett  and  Dr. 
Lee  Forest ierc. 

DR.  BAKER  ENTERTAINER 

Dr.  Max  Baker  is  more  than  a Fort  Smith  Psy- 
chiatrist. He  is  President  of  the  Broadw'ay  The- 
atre League  and  has  had  acting  and  singing  roles 
in  nnmeroiis  plays  and  productions  in  the  city.  He 
recently  appeared  in  Fort  Smith’s  Little  ’I'heatre 
production  “Magic  of  Musical  Broadway”. 

While  attending  college,  he  played  tympani  for 
the  St.  Louis  Philharmonic  Orchestra,  and  during 
his  internship  he  sang  with  the  Civic  Choir  in 
Rochester,  New  York.  Dr.  Baker  is  President  of 
the  Arkansas  P.sychiatric  Association. 


DR.  JAMES  C.  DeGUEURCE,  III 

Dr.  James  C.  DeGnenrce,  III,  has  been  accepted 
into  the  membership  of  the  Sebastian  County 
Aledical  Society.  Dr.  DeGnenrce  was  born  in 
Shreveport,  Louisiana,  and  received  his  pre-medi- 
cal education  from  Louisiana  State  Lbiiversity  in 
Baton  Rouge,  giadnating  with  a B.  S.  degree  in 
1968.  He  received  his  M.  D.  degree  from  Louisi- 
ana State  University  at  New  Orleans  in  1972.  Dr. 
DeGnenrce  completed  his  internship  and  a resi- 
dency in  Obstetrics-Gynecology  at  the  Confeder- 
ate Memorial  Medical  Center  in  Shreveport. 

Prior  to  moving  to  Arkansas,  Dr.  DeGnenrce 
practiced  in  Rnston,  Louisiana,  for  one  year.  Dr. 
DeGnenrce  is  associated  with  Holt-Krock  Clinic 
at  1500  Dodson  Avenue  in  Fort  Smith  and  special- 
izes in  Obstetrics-Gynecology. 

JEFFERSON  COUNTY'S  NEW  MEMBERS 

The  Jefferson  County  Medical  Society  has 
added  the  following  new  memljers  to  its  member- 
ship roll: 


DR.  DONALD  G.  EAKIN  was  born  in  San  An- 
tonio, Texas.  Dr.  Eakin  received  his  B.  A.  degree 
from  the  University  of  Texas  at  Austin,  and  w'as 
graduated  from  the  University  of  Texas  Health 
Sciences  Center  in  1977.  He  is  participating  in  the 
Family  Practice  Residency  Program  at  the  Area 
Health  Education  Center  in  Pine  Bluff. 

DR.  ROGER  DALE  HOUSE  is  a native  of  Eort 
Smith.  He  received  his  pre-medical  education  at 
Arkansas  Polytechnic  College  in  Russellville,  re- 
ceiving his  B.  A.  degree  in  1972.  Dr.  House  was 
graduated  from  the  University  of  Arkansas  Col- 
lege of  Medicine  in  1977.  He  is  participating  in 
the  Family  Practice  Residency  Program  at  the 
Area  Health  Education  Center  in  Pine  Bluff. 

DR.  JOSEPH  B.  PIERCE  was  born  in  Pine 
Bluff.  Dr.  Pierce  received  his  B.  S.  degree  in  biol- 
ogy from  the  University  of  Arkansas  in  Monti- 
cello  in  1968.  He  attended  the  Autonomous  Uni- 
versity of  Guadalajara  from  1972  to  1976,  and  he 
was  graduated  from  ilie  University  of  Arkansas 
College  of  Medicine  in  1977. 

Dr.  Pierce  is  participating  in  the  Family  Prac- 
tice Residency  Program  at  the  Area  Health  Edu- 
cation Center  in  Pine  Bluff. 

PULASKI  COUNTY  ADDITIONS 

Pulaski  County  Medical  Society  has  added  the 
following  new  members  to  its  memliership  roll: 

DR.  ERNEST  J.  FERRIS.  Born  in  Adams, 
Massachusetts,  Dr.  Ferris  attended  the  College  of 
the  Holy  Cross  in  Boston,  Massachusetts,  where 
he  received  his  B.  S.  degree  in  1954.  He  was  grad- 
uated from  Tufts  University  School  of  Medicine, 
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Boston,  in  1958.  Following  his  internship  at 
Boston  City  Hospital,  Dr.  Ferris  received  training 
in  Medicine  at  Boston  Veterans  Administration 
Hospital.  From  19(11  until  1964,  he  was  in  resi- 
dency training  in  Radiology  at  Boston  City  Hos- 
pital. 

Dr.  Feiris  is  board  certified  Ity  the  American 
Board  of  Radiology.  He  is  Professor  and  Chair- 
man of  the  Department  of  Radiology  at  the  Flni- 
versity  of  Arkan.sas  College  of  Medicine. 

DR.  AN'FHONY  C.  HOOPER  was  born  in 
Ancon,  Panama  Canal  Zone.  He  received  his  B.  S. 
degree  from  Arkansas  .State  University  in  }one.s- 
horo  in  1967  and  w'as  graduated  from  the  Flni- 
versity  of  Arkansas  College  of  Medicine  in  1971. 
Dr.  Hooper  interned  at  Maricopa  Cotmty  Gen- 
eral Hospital  in  Phoenix,  Arizona.  He  was  in 
Radiology  residency  at  the  Ihiiversity  of  Arkansas 
Medical  Center  from  1971  until  1977. 

Dr.  Hooper  is  certified  by  the  American  Board 
of  Radiology.  He  is  with  the  Department  of 
Radiology  at  the  University  of  Arkansas  College 
of  Medicine. 

DR.  RICHARD  P.  PUCKETT  is  a native  of 
Taylorville,  Illinois.  Dr.  Ptickett  obtained  his 


pre-medical  edtication  at  the  University  of  Illi- 
nois, Champaign,  and  Southern  Illinois  Univer- 
sity, Carbondale,  receiving  his  B.  A.  degree  in 
Zoology  in  1966.  He  wxts  graduated  from  the  Uni- 
versity of  Illinois  College  of  Medicine,  Chicago, 
in  1979.  Dr.  Puckett  interned  at  the  University  of 
Iowa  Hospital  and  Clinics,  Iowa  City. 

He  was  in  residency  training  in  Radiology  at 
the  University  of  Arkansas  Medical  Center  from 
1974  to  1977.  Dr.  Puckett  is  associated  with  the 
Department  of  Radiology  at  the  University  of  Ar- 
kansas College  of  Medicine. 

DR.  C.  DON  GREEN  WAY  was  born  in  Para- 
gould.  He  received  his  pre-medical  education  at 
Arkansas  State  University  in  Jonesboro  and  was 
graduated  fi'om  the  Lhiiversity  of  Arkansas  Col- 
lege of  Medicine  in  1973.  Dr.  Gi-eenway  is  serving 
a Fellowship  in  Gastroenterology  at  the  Uni- 
versity of  Arkansas  Medical  Center. 

DR.  ROBERT  E.  HOLDER  was  born  in  Mem- 
phis, Tennessee.  He  received  his  pre-medical  edu- 
cation at  Arkansas  State  University  in  Jonesboro, 
and  gradtiated  from  the  University  of  Arkansas 
College  of  Medicine  in  1975.  Dr.  Holder  is  a resi- 
dent in  Eamily  Practice  at  the  Medical  Center. 


PROCEEDINGS 

OF 

SOCIETIES 


MINUTES 

COUNCIL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Fire  Conned  of  the  Arkansas  Medical  Society 
met  at  1 1:90  A.M.  on  Sunday,  Septemirer  18,  1977, 
in  the  Canielot  Inn,  Little  Rock.  President  were: 
Btirge.  Kolb,  Wynne,  Shuffield,  Lilly,  Dtizan,  Os- 
boi  ne,  J.  Bell,  Gray,  P.  Bell,  Irwin,  Jameson, 
Harris,  Andiews,  Clark,  Orr,  Jouett,  Henry, 
Kntait,  Wilkins,  Chudy,  Crow',  Watson,  Saltzman, 
P.  Smith,  Edgar  Easley,  George  Mitchell,  Roltert 
Benafield,  James  Welrer,  Wendell  Ross,  James 


Wellons,  George  Warren,  1 homas  Bruce,  Steven- 
ison  Elanigan,  Henry  Kirby,  Mrs.  Kemal  Kntait, 
Mr.  Paul  Schaefer,  Mr.  Robert  Shoptaw,  Mr. 
Eugene  Warren,  Mr.  Mike  Mitchell,  Mr.  Max 
Blake,  Mr.  LaMastus,  C.  C.  Long,  and  Miss 
Richmond. 

I he  Coimcil  transacted  btisiness  as  follows: 

1.  James  Wellons,  Chairman  of  the  Annual  Ses- 
sion Committee,  reported  to  the  Council  on 
tlie  plans  for  a revised  format  for  the  1978 
convention  program. 

2.  Upon  motion  of  P.  Bell,  the  Cotmcil  unani- 
mously elected  Hertl  Stone  of  Holly  Grove  as 
jtinior  cotincilor  for  the  third  district. 

3.  Upon  motion  of  Irwin,  the  Cotmcil  named 
Ken  Lilly  of  Eort  Smith  as  the  third  memljer 
of  the  Btidget  Committee  to  fill  a vacancy. 

4.  44ie  Council  voted  to  request  that  T.  E. 
'Fownsend  be  asked  to  represent  the  Society 
on  a panel  program  as  part  of  a pid>lic  forum 
on  national  healtli  insurance  being  sponsored 
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l)y  tlie  l)ej)artnicm  oi  MEW'  in  Little  Rock 
on  October  25. 

5.  Upon  motion  of  Henry,  the  Coniicil  voted  to 
work  toward  amendment  of  Act  3.S()  of  1977 
(Spinal  Cord  Disability  Act)  at  the  next  ses- 
sion of  the  Legislattire. 

t).  The  Council  approved  apjtointments  to  the 
Medicaid  Drug  lUilization  Review  Ccmmiit- 
tee  of  Hhie  Cross-Rltie  Shield  as  follows  : 
Northwest— Dr.  (iene  Ring,  Dardanelle 

Dr.  Joe  H.  Lyford,  Russellville 
-Alternate:  Dr.  Ralph  Jngram, 
Northeast —Dr.  Charles  G.  Swingle, 

A [ arked  Tree 
Dr.  Asa  Crow,  Paragonld 

Central Dr.  Jtdian  Foster,  Little  Rock 

Dr.  Guy  Farris,  Little  Rock 

South Dr.  Joseph  Robinette, 

Pine  Blidf 

Dr.  R.  H.  N'tinnally,  Camden 

7.  George  Mitchell  discussed  the  status  of  Ar- 
kansas Bine  Cross-Bine  Shield  implementa- 
tion of  its  statewide  fee  schedule.  He  reported 
that  Bine  Shield  plans  to  begin  the  new'  pro- 
gram January  1,  197S. 

8.  Following  discussion  of  the  Bureau  of  Health 
Insurance’s  experimental  program  for  Ar- 
kansas, and  upon  motion  of  Kutait,  the 
Council  voted  to  ajtpoint  a committee  to  ex- 
plore the  possibility  of  negotiating  with  the 
Federal  Government  for  an  acceptable  fee 
schedule  for  the  physicians  of  Arkansas. 

9.  'Lite  Council  received  a report  from  the  Meil- 
cal  School  Committee  regarding  the  atlmis- 
sions  fx>licy  of  the  school.  I’he  report  was  re- 
ceived for  information. 

10.  I’he  Council  approved  actions  of  tlie  Execu- 
tive Committee  as  follow's: 

(a)  approvetl  date  of  Sejttemljer  18th  for 
next  Council  meeting; 

(b)  suggested  atlvice  of  -Mr.  AVarren  Ite  ob- 
tained in  drafting  of  statement  on  nurse 
practitioners: 

(c)  considered  a proposed  .statement  of  pol- 
icy for  tlie  Private  Insurance  Review 
Committee  anil  voted  to  give  further 
study  to  the  statement: 

(d)  considered  a reijuest  from  the  Afedical 
School  dean  for  nominees  from  the  So- 


ciety for  the  admissions  committee  ol  tlie 
school  ;nid  voted  to  have  each  memlier 
of  the  Executive  Committee  submit 
nominations  to  the  Detiii  after  consulta- 
tion with  pliysicians  in  their  Iionie  tneas; 

(e)  .selecteil  the  date  of  November  27th  for 
the  w'inter  meeting; 

(f)  voted  to  have  representatives  of  the  So- 
ciety appear  at  a Legislative  committee 
meeting  to  oppose  jiolicies  of  the  Spinal 
Commission. 

1 1.  d’he  Council  received  for  information  a state- 
ment regarding  nurse  jiractitioners. 

12.  FJpon  motion  of  Whlkins,  the  Council  ap- 
proved a policy  statement  regarding  the  Pri- 
vate Insurance  Review  Committee  (state- 
ment appears  on  following  page). 

13.  "Lite  Council  reconsidered  its  action  regard- 
ing the  president's  expense  allowance  and, 
upon  motion  of  AVilkins,  directed  that  the 
Budget  Committee  include  in  each  year’s 
Inidget  a proposed  estimate  for  the  presi- 
dent's travel  allowance. 

14.  "Fhe  Council  rescinded  its  previous  action  re- 
garding frequency  of  Council  meetings  and 
approvetl  a motion  liy  AVilkins  that  Council 
meetings  be  held  quarterly  or  as  needed. 

15.  Heard  a recommeiulation  by  the  chairman  of 
the  Aledical  Services  Review  Committee  that 
there  be  a Cardiovascidar  Surgeon  atlded  to 
the  specialty  sub-committee  for  AISRC. 
Doyne  AA'illiams  of  Little  Rock  was  selected 
for  a]>pointment  to  the  subcommittee  lor 
that  type  of  practice. 

1().  "Lite  Council  ileferred  a ilecision  on  whether 
or  not  to  pursue  a program  aimed  toward  a 
constitutional  change  for  professional  mal- 
practice liability.  I'he  Legislative  Commit- 
tee is  to  re|)ort  on  this  matter  at  the  next 
meeting. 

17.  The  Cottncil  received  for  information  a man- 
ual prepared  by  the  ad  hoc  Legislative  Assis- 
tance Committee  and  voted  to  commend  the 
committee  for  its  work. 

18.  "I’he  Cottncil  heard  a report  from  the  presi- 
dent anil  legal  counsel  regarding  .Act  879  of 
1977  (the  so-called  “Living  AVhll"  legislation). 

APPROATD:  John  P.  Burge,  Al.D. 

Chairman  of  the  Council 
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PRIVATE  INSURANCE  REVIEW  COMMITTEE 
ARKANSAS  MEDICAL  SOCIETY 
Policy  Statement 
of 

Organization  and  Responsibility 

riie  conimittee  was  created  by  the  Council  for 
tlie  purpose  of  providing  peer  review  services  to 
private  insurance  companies.  The  committee 
shall  be  composed  of  five  memliers  of  the  Arkan- 
sas Medical  Society  representing  various  fields  of 
practice,  including  at  least  one  general  practi- 
tioner, one  general  surgeon,  and  one  orthopaedic 
surgeon.  Members  shall  be  appointed  for  three- 
year  staggered  tenns,  with  a maximum  tenure  of 
six  years. 

The  committee  is  charged  with  reviewing 
claims  submitted  by  private  insurance  companies 
and/or  physicians  concerning  differences  of  opin- 
ion regarding  reasonable  fees  for  physicians’  ser- 
vices. The  committee  will  consider  only  those 
cases  involving  a disputed  amount  in  excess  of 
."^lOO.  The  committee  decisions  will  be  based  on 
the  “usual,  customary,  anti  reasonable’’  concept, 
taking  into  account  specific  circumstances  of  each 


case,  riie  committee  will  make  its  recommenda- 
tion on  the  basis  of  personal  experience  and  con- 
sultation with  peers  in  the  specialty  field  con- 
cerned. The  committee  may  request  further  clari- 
fication of  details  of  the  case  from  either  the  phy- 
sician or  the  insurance  company.  The  commit- 
tee’s policy  shall  be  that  the  determination  of  the 
applicable  fee  for  any  service  is  up  to  the  individ- 
ual physician  and  the  physician’s  fee  is  the  respon- 
sibility of  the  patient.  The  committee’s  opinion 
is  advisory  only  and  is  not  binding  on  either  the 
insurance  company  or  the  physician.  The  com- 
mittee shall  not  judge  the  appropriateness  of  the 
physician’s  fee,  it  shall  only  provide  a recommen- 
dation to  the  insurance  company  and/or  physi- 
cian regarding  a reasonable  fee  to  assist  in  the  de- 
termination of  benefits  under  insurance  coverage. 

The  Council  shall  determine  the  fee  for  services 
provided  by  the  committee.  Committee  members 
shall  be  paid  for  time  in  committee  meetings  at 
the  rate  of  $35  per  hour,  plus  out-of-town  travel 
reimbursement  at  the  rate  of  15j^  per  mile. 

Insurance  companies  shall  submit  six  copies  of 
case  files  for  which  review  is  requested.  The  head- 
quarters office  of  the  Society  will  furnish  adminis- 
trative staff  support  for  the  committee. 
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MEMBERSHIP  ROSTER 
December  1, 1977 


HEADQUARTERS  OFFICE: 

214  NORTH  12TH  STREET 
POST  OFFICE  BOX  1208 
FORT  SMITH,  ARKANSAS  72902  ‘ 
TELEPHONE:  501  782-8218 


MEMBERSHIP  ROSTER  OF  THE  ARKANSAS  MEDICAL  SOCIETY  1977-78 


Type  of 
Practice 

Member's  Name 

FP 

FP 

Cross,  Joseph  E 

FP 

FP 

FP 

GS 

FP 

GP 

GP 

GP.. 

Northcutt,  Carl  E 

GP... 

FP 

R 

Speer,  Hoy  B.,  Jr 

GP 

# 

Whitehead.  R.  H 

Address 

ARKANSAS  COUNTY 


Box 


. DeWitt  72042 

21-D,  Stuttgart  72160.. 


220  W.  Gibson,  DeWitt  72042 

Route  I.  Box  21-D,  Stuttgart  72160.. 
Route  I,  Box  21-D,  Stuttgart  72160.. 
Route  I,  Box  21-D,  Stuttaart  72160.. 
509  S.  Main.  Stuttgart  72160 


Ill  S.  Jackson,  DeWitt  72042.. 


FP 

GP 

FP... 


GP. 

FP.. 

GP. 

GP. 

FP.. 


Bradley,  William  G 

Bui,  Thieu 

-Burt,  Frederick  N 

Cothern,  William  R.. 
Edwards,  Lawrence  E 

Mask.  Don  L 

.Rankin,  James  D.,  Jr. 

Ripley,  C.  E 

.Salb,  Robert  L 

.Ton,  De  That 

Toon.  D.  L 


ASHLEY  COUNTY 

..Santa  Fe.  New  Mexico 

..P.  O.  Box  248,  Wilmot  71676 

.310  N.  Alabama,  Crossett  71635. 

P.  O.  Box  577,  Crossett  71635 

..Shallmar,  Florida 
..Alexander  City,  Alabama 
..P.  O.  Box  232,  Hamburg  71646... 
.317  N.  Alabama.  Crossett  71635. 

..113  Pine,  Crossett  71635 

P.  O.  Box  248,  Wilmot  71676 

.310  N.  Alabama,  Crossett  71635. 


CDS Abraham,  K.  Simon. 

GP.... Arnold.  Carl  B 

GP Beard,  Arthur  L 

FP  Bozeman,  Jimmy  G.. 

IM Cheney,  Maxwell  G.. 

R .DeLany,  Clarence  L.. 

PTH Douglas,  Donald  S.. 

GP -.Ducker,  David  E 

FP Dunbar.  James  C 

R Fontenot,  Edwin,  Jr.. 

GS Grasse,  A.  Meryl 

FP Guenthner.  John  F.... 

D Hardin,  Philip  R 

GS Hawkins.  Michael  L.. 

RD Hildebrand,  Eugene. 

FP Kelley,  Lawrence  A.. 

GP Kerr.  Robert  L 

OPH  Massey,  James  Y 

FP Moody,  Michael  N. 

FP  Penly.  Don  H 

PTH Peterson.  Hubert  C.. 

OPH Sneed,  John  W.,  Jr.. 

R Tullls.  Joe  M 

FP .Wilson,  Jack  C 

R Wilson.  M.  Carolyn. 


PD Allen.  L.  Barry 

FP Arkins  James  H 

P Ball.  Eugene  H 

Casebeer.  R.  L 

GP Clower,  John  D 

GP Cohagan,  Donald  I 

FP Compton,  Nell  E 

R Cooper,  Edward  M.... 

R Davies,  Dale  H. 

PTH Denman,  David  A 

OBG Elkins,  James  P 

FP Floyd,  Louis  C 

GP  Garrett,  John  L 

GP Hall,  Billy  V 

PD Harmon,  Harry  M 

GP Hitt,  Jerry  L 

FP Howard,  Willard  H.... 

FP Hull,  Robert  R. 

GP Jennings,  William  E.. 

ORS Kendrick,  Carl  M 

R Knapp,  James  R. 

IM Miles,  Richard  W 

FP McCollum,  E.  N 

OPH McNair,  James  R 

OS Pearson,  Richard  N... 

OPH Pickens,  James  L 

OTO  Reese.  Michael  C 

PH Robbins,  Robert  H 

GP.  Rollow.  John  A 

GP Ronald,  Douglas  C... 

P Steele,  Marion  A 

U Turley.  Jan  Thomas.,  .. 

GP Warren,  Grier  D 

FP Webb,  William  F 

GP White.  Harry  M 

GP Willi  amson,  Robert  R. 

IM,.  Wilson,  Stewart  M 


GS Bell  Thomas  E 

R Bennett,  Joe  D 

P Butts,  Donald  R 

OTO.  Chambers,  Carlton  L 


BAXTER  COUNTY 

...Green  Valley  Drive,  Mountain  Home  72653 

...Salem  Clinic,  Salem  72576 

...126  W.  6th,  Mountain  Home  72653 

...Highway  9 North,  Salem  72576 

.353  E.  8th,  Mountain  Home  72653 

..Fulton  County  Hospital,  Salem  72576 

...Route  5,  Box  168,  Mountain  Home  72653 

..P.  O.  Box  547,  Salem  72576 

..P.  O.  Box  410,  Mountain  Home  72653 

..P.  O.  Box  356,  Bull  Shoals  72619 

..P.  O.  Box  438.  Calico  Rock  72519 

,.126  W.  6th,  Mountain  Home  72653 

..Bull  Shoals  Hospital  & Clinic,  Bull  Shoals  72619. 

..P.  O.  Box  349,  Mountain  Home  72653 

..Route  3,  Box  190,  Mountain  Home  72653  (Res.). 

..P.  O.  Box  356,  Bull  Shoals  72619 

..P.  O.  Box  432,  Mountain  Home  72653 

..P.  O.  Drawer  H,  Mountain  Home  72653 

..Highway  9 North,  Salem  72576 

..603  W.  Market,  Horseshoe  Bend  72512 

..Route  5,  Box  168,  Mountain  Home  72653 

P.  O.  Drawer  H,  Mountain  Home  72653 

..P.  O.  Box  373,  Mountain  Home  72653 

..353  E.  8th,  Mountain  Home  72653..... 

..P.  O.  Box  373,  Mountain  Home  72653 

BENTON  COUNTY 

..1014  W.  Poplar,  Rogers  72756 

..216  N.  Main,  Bentonville  72712 

..Route  2,  Box  53,  Rogers  72756 

Sun  City,  Arizona 

P.  O.  Box  737,  Rogers  72756  

..408  N.W.  "I,''  Bentonville  72712 

.,1040  W.  Walnut,  Rogers  72756 

..North  Chelsa  Road  Bella  Vista  72712 

..13  Britten  Circle,  Bella  Vista  72712  (Res.)  

.,12th  and  Walnut,  Rogers  72756 

..1014  W.  Poplar  Rogers  72756 

5 Professional  Drive,  Bella  Vista  72712 

P.O.  Box  369,  Gravette  72736 

..P.  O.  Box  369,  Gravette  72736 

.1014  W.  Poplar  Rogers  72756 

..P.  O.  Box  737,  Rogers  72756 

..P.  O.  Box  30,  Bentonville  72712 

..1301  W.  Persimmon,  Rogers  72756 

..P.  O.  Box  737,  Rogers  72756 

.,1225  W.  Walnut,  Rogers  72756 

..Rogers  Memorial  Hospital,  Rogers  72756 

P.  O.  Box  737,  Rogers  72756  

P.  O.  Box  127  Decatur  72722 

P.  O.  Box  1 197,  Rogers  72756  

.,1223  W.  Walnut,  Rogers  72756 

P.  O.  Box  128  Rogers  72756 

..II 10  W.  Elm.  Rogers  72756  

..122  See  Street.  Rogers  72756  (Res.) 

.308  N.W.  Sixth  Bentonville  72712  

..5  Professional  Drive.  Bella  Vista  72712 

..P.  O.  Box  677,  Gentry  72734 

.1217  W.  Walnut,  Rogers  72756 

..P.  O.  Box  737,  Rogers  72756 

P.O.  Box  127,  Decatur  72722 

.P.  O.  Box  737,  Rogers  72756  

.P.  O.  Box  369.  Gravette  72736 

• P.  O.  Box  737,  Rogers  72756 

BOONE  COUNTY 

P,  O.  Box  I I 16  Harrison  72601 

651  N.  Spring,  Harrison  72601  

P.  O.  Box  1214,  Harrison  72601 

Bower  at  Pine,  Harrison  72601 


Telephone 

Number 


.946-1676 
.673-721 1 
.673-7211 
.946-3637 
.673-7211 
673-7211 
673-7211 
.673-8571 
.673-721 1 
673-2331 
946-3156 
673-7211 
.673-3670 
673-7291 


.473-2274 
364-2137 
.364-611 1 


.853-8271 
.364-51 13 
.364-2138 
473-2274 
364-5762 


425-6991 

895-3281 

425-3131 

895-2541 

425-3125 

895-3124 

425-8411 

895-3215 

425-2020 

445-4292 

297-3726 

425-3131 

...455-4292  Ext.  35 

425-6988 

491-5240 

...._ 445-4292 

425-6971 

425-6026 

895-2541 

670-5147 

425-8411 

425-6026 

425-3141 

425-3125 

425-3141  Ext.  459 


...636-9234 

..,273-9056 

...636-8307 

...636-271 1 
. 273-5543 
...636-271 1 
...855-3781 
.855-9477 
...636-0200 
...636-0300 
...855-3781 
...787-5221 
...787-5221 
...636-9234 
...636-271  I 
.273-5551 
,..636-7004 
,..636-271  I 
636-9607 
...636-0200 
...636-271 1 
.752-3233 
636-0238 
.636-541 1 
.636-3220 
.636-01 10 
. 975-1506 
.273-7497 
...855-3781 
.736-8900 
.636-9669 
636-271 1 
.752-3233 
636-2711 
787-5221 
636-2711 


.365-6418 

.741-9667 

.741-3915 

.741-7684 
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Type  of 

Telephone 

Practice 

Member’s  Name 

Address 

Number 

PD 

Chambers,  Elizabeth  S 

741-7684 

FP 

--  - Daniel.  Charles  D 

P.  O.  Box  E,  Marshall  72650  

448-3327 

U 

Ferguson,  Noel  F 

P.  O.  Box  1276,  Harrison  72601 

741-9481 

GP 

Fowler,  Ross  E 

215  W.  Stephenson,  Harrison  /260I 

365-8651 

IM 

Garland,  William  J.,  Jr.... 

741-3459 

GS 

Gladden.  Jean  C 

P.  O Box  1 1 18  Harrison  72601 

741-8775 

GP 

Haller,  Harold  H. 

446-2203 

GP 

446-2203 

GS 

Hoberock,  Thomas  R 

741-9858 

TS 

• Hudson,  William  A 

P.  O.  Box  237'  Jasper  72641 

446*2489 

FP  ... 

Jackson,  Ulys 

365-5333 

GP  ,, 

- .. Kirby,  Henry  V 

365-5022 

OPH  

741-9492 

FP 

Langston,  Robert  H 

741-8786 

ORS 

Ledbetter,  Charles  A, 

741-8289 

OBG 

Mahoney,  Paul  L.,  Jr., 

, . P.  O.  Box  1241,  Harrison  72601 

741-7334 

FP 

Maris.  Mahlon  O 

741-8247 

FP. 

741-5303 

FP 

McCoy,  O.  B 

365-3592 

# . . 

Owens,  D.  L 

Harrison 

FP 

Reese,  Ronald  R 

. 741-8247 

R 

Robinson,  G.  Allen 

365-2763 

GP. 

Scroggins,  Sam  J..  .. 

741-6373 

OBG 

Simpson.  Thomas  J 

741-2441 

IM 

Smith.  Van 

P 0 Box  1077  Harrison  72601 

741-3459 

R 

74 1 -966>7 

ORS 

-..Vowel  1 , Don  R 

224  Erie  Harrison  72601 

741-8289 

FP, 

Wallace.  Oliver  

. 438*5218 

ORS  . .. 

-.  Williams,  Ralph  E.. 

...  . 423-3338 

GS  

..Williams,  Rhys  A 

P.  O.  Box  1 118  Harrison  72601 

..  . 741-8275 

FP  

. ..  Wilson.  Joe  B 

741-8286 

BRADLEY  COUNTY 

GP  

Crow,  Merl  T 

.205  E.  Church  Warren  71671 

226-5811 

FP.  . 

Marsh,  James  W 

302  N Main  Warren  71671 

226-21 12 

FP 

Whaley,  W.  C. 

226-581 1 

FP. 

Wynne,  George  F 

226*2844 

CHICOT  COUNTY 

GS 

71653 

265-5343 

GS 

Burge,  John  P 

71653 

265-5343 

GP 

71653 

265-5343 

# 

Smiley,  Georoe  W... 

Lake  Village 

GP 

Smith.  Malor  E. 

P.  O.  Box  310,  Dermott  71638. 

F88-57I7 

GP 

Talbot.  Allen  G 

71653 

265-5343 

GP 

Thomas,  H.  W.. 

538-3979 

GP 

Weaver,  William  J 

355-4376 

GP 

Wilson,  Thomas  C. 

115  E.  Peddicord.  Dermott  71638... 

538-5253 

CLARK  COUNTY 

Anderson.  P.  R P.  O,  Box  758,  Arkadelphia  71923 

Balav,  John  W 416  Main,  Arkadelphia  71923 

Gs  -Blackmon,  James  T 1008  Pine,  Arkadelphia  71923 .. 

RD Clark,  Charles  G 1108  Huddleston  Arkadelphia  71923  (Res.) 

FP  Gary,  Eli P.  O.  Box  475  Arkadelphia  71923 , 

PH  Kennedy,  Jack  W. . ..Clark  County  Health  Dept.,  Arkadelphia  71923 

FP  Luck,  Herman  D , , Route  I Box  25.  Arkadeinhia  71923 

FP  Mann,  R.  Jerry  416  Main,  Arkadelphia  71923 

NP.  ...Parsons,  Earl 117  N.  I Ith,  Arkadelphia  71923 

FP Peeples,  Georoe  R 305  E.  Ntain,  Gurdon  71743 

FP  Stover.  Curtis  E 204  N.  26th,  Arkade'ohia  71923 

RD  .Toombs,  Vernon  L Route  2,  Box  312-4,  Gurdon  71743  (Res.) 


.246-2431 

.246-2431 

.246-6734 

.246-4493 

.246-2491 

.246-4471 

246-2471 

.246-2431 

.246-8364 

.353-4422 

7,14.5866 

.353-2935 


CLEBURNE  COUNTY 


OPH Baldridge,  Max P.  O.  Box  431,  Heber  Springs  72543 

RD Barnett,  James  C..  ..  Front  St.,  Heber  Springs  72543  (Res.) 

GP Barnett,  Michael  E Fourth  and  Spring,  Heber  Springs  72543. 

FP  Cranford,  Harrol  L . 401  W.  Searcy,  Heber  Springs  72543 

GP  . ...Hinkle,  Richard  A.  . ..  P.  O.  Box  128,  Ouitman  72I3I 

FP  ...  McClanahan,  D.  H .401  W.  Searcy,  Heber  Springs  72543  

FP  Potf,  Nathan  L. 401  W.  Searcy,  Heber  Springs  72543 

R Scruggs,  Joe  B . P.  O.  Box  510,  Heber  Springs  72543 

IM  Sharp,  Jack  V P.  O.  Box  70.  Heber  Springs  72543 

GP  Smith  W.  Wayne P O.  Box  272,  Heber  Springs  72543  

FP Wells,  William  M 300  E.  Roosevelt  Rd.,  Little  Rock  72206 


362-3479 

362-2786 

362-3143 

362-2414 

...589-2600 

.....362-2414 

362-2414 

.362-3121  Ext.  45 

362-3316 

362-2451 

372-8361 


EP 

FP 

FP 

R, 

GP 

FP 

GS, 

FP 

GP 

GS 

GP 

FP... 

FP. 

RD 


COLUMBIA  COUNTY 

...Alexander,  John  E.  .707  N.  Washington.  Magnolia  71753 

- Farmer.  John  M. 104  E.  Columbia  Magnolia  71753 

Griffin.  Rodney  L.  123  N.  Jackson  Magnolia  71753 

-Hunter  Robert  W Rt.  4,  2602  Crestview,  Magnolia  71753  (Res.) 

..  .Jones,  T.  H P.  O.  Box  387.  Waldo  71770 

Kelley  Charles  W 1327  N.  Washington,  Magnolia  71753 

...  McMahen,  H.  Scott ..P.  O.  Box  647,  Magnolia  71753 

-Pullig,  Thomas  A 105  W.  North,  Magnolia  71753 

...Ruff,  John  L.  104  Hospital  Rd.,  Magnolia  71753 

. Rushton,  Joseph  F. 219  N.  Washington,  Magnolia  71753 

. ..Strange.  Vance  M. P.  O.  Box  67,  Stamps  71860  

...Walker,  Jack  T 123  N.  Jackson,  Magnolia  71753. 

-Weber,  C.  H. 1 10  W.  North  Magnolia  71753  

Wilson,  John  H 904  Lawton  Circle,  Magnolia  71753  (Res.) 


.234-2288 
.234-2230 
.234-30^0 
.234-6117 
.693-5634 
234-5544 
234-3340 
.234-8570 
234-2144 
.234-1168 
533-2438 
234.30'<0 
234-441 1 
.234-1545 


CONWAY  COUNTY 

FP  Buchanan  Thomas  L.  . . . 200  S.  Moose.  Morrllton  721 10 354-4637 

FP Evans  Clifford  L P.  O.  Box  677,  Morrllton  72110 354-2456 

FP Hickey.  Thomas  H 1109  E.  Broadway,  Morrllton  72110 354-4624 

GP Owens,  Gastor  B P.  O.  Box  536,  Morrllton  72110 354-4505 

FP Wells.  Charles  F .....601  S.  Moose.  Morrllton  72110 354-2123 

GP White,  Henry  B P.  O.  Box  230.  Morrllton  72110 354-4623 
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Type  of 
Practice 


Member's  Name 


Address 


Telephone 

Number 


D 

R 

OBG.. 

RD 

OBG.. 

OPH., 

P 

U 

IM 

IM.... 

HEM 

ORS. 

OTO. 

ORS.. 

GP 

GS 

FP 

R 

OTO 

R 

IM 

P...„ 

GP 

GP 

R 

P 

AN 

PD 

GS 

PD 

OBG.. 

PTH.... 

FP 

GP 

ORS... 

AN 

FP 

RD.._.. 

OPH.. 

EM..._ 

GP..._. 

GP..._. 

GP 

P 

PD 

GP 

FP 

P 

FP 

D 

GS 

U 

RD 

ORS.. 

IM 

GP 

GP 

AN.... 

PTH.. 

FP 

EM... 

OBG. 

RD 

FP 

GP 

FP 

FP 

OPH. 

FP.... 

PTH.. 

OPH, 

U 

GS... 

PTH.. 

GP.... 

GP.... 


FP.. 

FP. 

GP. 

FP.. 

GP. 

GP. 


R 

FP 

FP 

OBG. 

OBG. 

GP...., 

PD 

GS 

OPH. 

GS 

FP 

FP 

JM... 


CRAIGHEAD-POINSEn  COUNTY 


....Alston,  Herman  D 

...Aston.  J.  Ken 

...Basinger  James  W 

...Bell,  William  K 

...Berry,  Donald  M 

. Blanton.  M.  E. 

Blaylock,  Jerry  D 

. . Bogaev,  Leonard  R 

...Burns,  Richard  G 

..  Clopton,  Owen  H.,  Jr, 

....Cohen.  Robert  S 

Davis,  Thomas  N.,  III.. 

....Dickson,  Glenn  E 

...Eddington,  William  R, 

....Edwards,  Harvey  O 

. Elkhoja,  Abed  A 

....Faris,  John  C 

....  Forestiere,  A.  J 

Garner.  William  L 

Gossett.  Clarence  E... 

....Green,  William  R 

...Guinn,  Donald  _R . 

Guthrie,  Alastair  N 

...Harper,  T.  P 

....Hogue,  Ernest  L 

Holland,  James  A.. 

James,  Frank  M 

Johnson,  Larry  H.... 

lohnson,  Roehl  W.. 

Jones,  R.  J 

....Keisker,  H.  W 

Kemp,  Charles  E 

.... Kirkley.  John  B 

Kroe,  Donald  J - 

...Lawrence,  Robert  O 

Ledbetter,  Joseph  W — 

Mahon,  Larry  E 

Mitchell,  George  E 

... Modelevsky,  A.  C — — 

McCurry,  John  H 

....McKee,  Bobby  E 

Peeler,  M.  O. - 

Plunk,  Hermie  G — 

Poff,  Joseph  H 

. — Poole,  Grover  D 

Price,  Edwin  F — — 

Rainwater,  W.  T — 

Raney,  Bascom  P 

Reynolds,  Roland  C 

Richardson,  William  W 

Robinette.  James  M — 

Rogers,  James  F 

Sanders,  James  W — 

....Scriber,  Ladd  J 

Shanlever,  R.  C 

Shanlever,  William  T — .. 

Shepherd,  W.  F 

Smith,  Floyd  A.,  Jr 

Smith,  Vestal  B 

Sparks,  E.  Barrett 

Stainton,  Robert  M.,  Jr 

Stallings,  Joe  H — 

Starnes,  C.  Wayne - 

St.  Clair,  John  T.,  Jr — 

Stroud,  Paul  T 

....Swingle,  Charles  G 

Taylor,  G.  Wayne 

....Tedder,  Michael  E 

Thomas.  James  F 

Utley.  Phillip  M 

....Verser,  Joe 

Vollman,  Don  B.,  Jr 

Webb.  James  W 

Williams,  E.  Walden 

Wilson,  Francis  M 

Wilson,  Joseph  T.,  Jr — 

Winters,  W.  L 

Wisdom,  G.  D 


816  Cobb,  Jonesboro  72401 

2000  Timber  Trails,  Jonesboro  72401  (Res.) 

P.  O.  Box  1478,  Jonesboro  72401 

517  W,  Jefferson,  Jonesboro  72401  (Res.) 

P.  O.  Box  1478,  Jonesboro  72401 

P.  O.  Box  1268,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

812  Cobb,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

223  E.  Jackson,  Jonesboro  72401 

.Farmington,  Missouri 

505  E.  Matthews,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

-924  S.  Main.  Jonesboro  72401 

-102  W.  Broad,  Lepanto  72354 

..907  Union,  Jonesboro  72401 

P.  O.  Box  106,  Harrisburg  72432 

224  E.  Matthews,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

828  Cobb,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

2711  S.  Caraway  Rd.,  Jonesboro  72401 

- -P.  O.  Box  C,  Monette  72447 

505  E.  Matthews,  Jonesboro  72401 

P.  O.  Box  1124,  Jonesboro  72401 

2920  McClellan,  Jonesboro  72401 - 

— — 818  Cobb,  Jonesboro  72401 

- 505  E.  Matthews.  Jonesboro  72401 

- — Barksdale  AFB,  Louisiana 

- 505  E.  Matthews,  Jonesboro  72401 

.—505  E.  Matthews,  Jonesboro  72401 — — — — — 

—  — P.  O.  Box  1478,  Jonesboro  72401 

411  E.  Matthews,  Jonesboro  72401 

—  - 417  E.  Matthews,  Jonesboro  72401 

—  804  S.  Church,  Jonesboro  72401 

—  — 810  Jeter  Dr.,  Jonesboro  72401 

- 818  Cobb,  Jonesboro  72401 

-..-P.  O.  Box  1427,  Jonesboro  72401 — — 

2631  S.  12th,  St.  Louis,  Missouri  63118 

505  E.  Matthews,  Jonesboro  72401 — 

— 224  E.  Matthews,  Jonesboro  72401 — 

— 5005  E.  Nettleton,  Jonesboro  72401 

401  W.  Searcy,  Searcy  72543 

— P.  O.  Box  10,  Jonesboro  72401 

—  — P.  O.  Box  5033,  Jonesboro  72401 — — 

- 505  E.  Matthews.  Jonesboro  72401 

403  E.  Matthews,  Jonesboro  72401 

801  Osier  Dr.,  Jonesboro  72401 — — — 

—  2920  McClellan,  Jonesboro  72401 

— 801  Osier  Dr.,  Jonesboro  72401 — 

505  E.  Matthews,  Jonesboro  72401 

— 505  E.  Matthews,  Jonesboro  72401 

812  Cobb,  Jonesboro  72401 

—  - 1103  Wilkins,  Jonesboro  72401  (Res.) 

—  924  S.  Main,  Jonesboro  72401 

J505  E.  Matthews,  Jonesboro  72401 

—  — 415  W.  Main,  Trumann  72472 

— P.  O.  Box  614,  Marked  Tree  72365 

- ...818  Cobb,  Jonesboro  72401 

-411  E.  Matthews,  Jonesboro  72401 

- .417  E.  Matthews.  Jonesboro  72401 

— 224  E.  Matthews,  Jonesboro  72401 

- 505  E.  Matthews.  Jonesboro  72401 

—  - -.P.  O.  Box  818,  Jonesboro  72401  (Res.) 

— P.  O.  Box  267,  Marked  Tree  72365 — — 

— 211  E.  Matthews.  Jonesboro  72401 

— 801  Osier  Dr.,  Jonesboro  72401 

Southgate  Plaza,  Jonesboro  72401 _.. 

- 920  S.  Main,  Jonesboro  72401 

- — P.  O.  Box  106,  Harrisburg  72432 

- 411  E.  Matthews,  Jonesboro  72401 — 

920  S.  Main,  Jonesboro  72401 

812  Cobb,  Jonesboro  72401.-..  

505  E.  Matthews,  Jonesboro  72401 

411  E.  Matthews,  Jonesboro  72401 

— -801  Osier  Dr.,  Jonesboro  72401 

—  - .505  E.  Matthews,  Jonesboro  72401 


„.  932-4570 

935-5727 

935-3990 

_...932-91l3 

.....935-3990 

932-8433 

_...935-0360 

932-2926 

932-1198 

932-1198 

972-0063 

932-1820 

935-8132 

972-0110 

475-2977 

935-8470 

.-...578-5443 

932-7458 

935-8132 

932-0639 

932-1 198 

932-0692 

486-2131 

932-8127 

......932-7458 

972-4039 

932-4211 

...935-6012 

932-4581 

935-6012 

......935-3990 

932-7430 

972-0550 

935-5454 

......935-9123 

932-421 1 

932-0980 

......  N F 

935-6396 

.972-4288 

932-1181 

362-2414 

932-2634 

.-...972-0290 

.935-6012 

935-5529 

932-2423 

972-4039 

932-2423 

.935-4755 

932-4875 

932-2926 

932-2450 

......935-9123 

.932-8121 

...._483-641 1 

.......358-281 1 

......932-421 1 

932-7430 

972-0550 

972-4288 

935-3990 

.932-3284 

.358-2036 

972-1570 

932-2423 

935-8510 

932-8221 

578-5443 

.932-7430 

932-8221 

.....932-2926 

932-1987 

932-5150 

932-2423 

.932-8121 


CRAWFORD  COUNTY 

Darden,  L.  R P.  O.  Box  623,  Van  Buren  72956 .....474-2336 

Durmon,  Beuford  T 1103  Chestnut,  Van  Buren  72956 474-2361 

Edds,  Millard  C._ 1103  Chestnut,  Van  Buren  72956 474-2361 

Hopkins,  Ed  G 1103  Chestnut,  Van  Buren  72956 474-2361 

Parkhurst,  Yale  E... 1103  Chestnut,  Van  Buren  72956 474-2361 

Shearer,  F,  E - P.  O.  Box  458,  Alma  72921 474-9539 

CRITTENDEN  COUNTY 

Bequette,  Margaret  A.  T P.  O.  Box  248,  West  Memphis  72301 735-1500 

Bernstein,  Lawrence  D Muncie,  Indiana 

Croom,  D.  Wayne - P.  O,  Box  518,  West  Memphis  72301 735-3846 

Deneke,  Milton  D P.  O.  Box  607,  West  Memphis  72301 735-1170 

Ferguson,  T.  Murray 200  S.  Rhodes,  West  Memphis  72301 ...735-2150 

Ford,  Robert  C.,  Jr 200  S.  Rhodes,  West  Memphis  72301 735-2150 

■ Hamilton,  Ralph  B - 300  S.  Rhodes,  West  Memphis  72301 735-1170 

.Haynes,  Max  G 228  Tyler,  West  Memphis  72301 735-0833 

.Jay,  Gilbert  D.,  Ill 200  S.  Rhodes,  West  Memphis  72301 735-4612 

Kennedy.  Keith  B _...P.  O.  Box  489,  West  Memphis  72301 735-7680 

.Lanford,  H.  G - 308  S.  Rhodes,  West  Memphis  72301 735-3664 

.Lubin,  tvlilton ....200  S.  Rhodes,  West  Memphis  72301 735-3919 

..Miller,  James  L - 300  S.  Rhodes,  West  Memphis  72301 735-1170 

Peeples,  Chester  W 228  Tyler,  West  Memphis  72301 ...735-1973 
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Practice 
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Number 


Plat.  Robert  D 

GS Schoettle,  Glenn  P 

FP Smith,  Bedford  W 

IM Taylor,  C.  Herbert,  Jr. 

R Utley.  L.  Thomas 

OBG Westbrook.  H.  Wade. 

FP Wright,  William  J 

FP Young,  S.  Morris 


GP Beaton.  K.  E 

GP Bethell,  Robert  D 

FP Burks.  Willard  G 

FP Crain.  Vance  J.... 

GP Hayes.  Robert  A.. 

FP Jacobs.  James  R.. 

FP Young,  J.  Hosea. 


FP Delamore.  John  H 

FP Dobson.  Jack  T 

FP Howard,  Don  G.... 

FP Nutt.  Hugh  A 

GP Taylor,  George  D.. 


FP  Harris,  Howard  R 

GP  Hoagland,  Robert  A. 

GP  Moss  Swan  B 

FP Prosser.  Robert  L.,  Ill 

FP  Robinson.  Guy  U 

GP  Turney,  Lonnie  R. 

FP Young,  James  E. 


FP  ..  ...  Blnns,  Van  C 

fP Busby,  Arlee  K 

# Crane,  Henry  A.,  Jr. 

GP Hicks,  Charles  E 

FP Holder.  J.  B 

GP Price.  J.  P 

FP Wallick.  Paul  A 

FP Wilson.  Harold  F 


RD Archer,  Charles  A.,  Jr 

# Banister.  Benjamin  F.,  Jr, 

FP Banister.  Bob  G 

AN Beasley.  Margaret  D.  

FP  Beasley.  T.  O. 

ADM Benafield,  Robert  B 

GP Daniel,  Sam  V 

FP Dobbs.  John  C 

FP Doss.  John  R 

RD Downs,  J.  H 

IM Furlow,  William  C 

OPH Gardner.  Dan  R. 

R Garrison,  James  S. 

FP Gordy,  Fred,  Jr 

OPH Magie,  Jimmie  J 

FP Ross,  Rex  W 

FP  Sessions,  Leslie  H 

FP Smith,  John  D 


GP Calaway.  Robert  L. 

FP Ewing,  Jon  R. 

FP Ewing,  Rebecca  F.  .. 

FP Gibbons,  David  L 

ADM Long,  C.  C 


IM Adams,  Frank  M. 

IM Arnold,  W.  O 

OTO Atkinson,  Robert  H 

R Bohnen,  Loren  O 

IM Bond,  John  B..  Jr 

OTO Borg,  Robert  V 

OPH Bracken,  Ronald  J. 

GS Brunner.  John  H. 

U ..Burrow.  Thomas  E. 

GS Burton.  Frank  M.  

GS Chamberlain.  Joe  W. 

GS  Chamberlain  Warren  W. 

RHU Clardy,  E.  K 

RD Daniel,  R.  L 

GP  ..  Davis.  James  H 

IM  Dembinski,  T.  Henry 

OPH Dodson,  John  W 

ORS Durham,  Thomas  M 

GS Elsele,  W.  Martin 

R Fore,  Robert  W. 

GP Fotioo,  George  J 

GS French.  James  H 

EM Frye,  Ivan  L 

FP Gardlal,  J.  Richard 

FP  Gardner,  James  L 

RD Garner,  Onyx  P 

GP Graham,  Richard  F. 

NS  Guota,  Surlnder  N 

OBG Haggard,  John  L 


..Berlin,  Wisconsin 

...308  S.  Rhodes,  West  Memphis  72301 

...300  S.  Rhodes.  West  Memphis  72301 

. 200  S.  Rhodes.  West  Memphis  72301 

P.  O.  Box  248,  West  Memphis  72301 

...200  S.  Rhodes.  West  Memphis  72301 

...160S  2nd.  Earle  72331 

...228  Tyler,  West  Memphis  72301 

CROSS  COUNTY 

P.  O.  Box  158.  Wynne  72396.. 

...P,  O.  Box  158,  Wynne  72396 

...P,  O.  Box  158.  Wynne  72396 

P.  O.  Box  158,  Wynne  72396 

...P,  O.  Box  E,  Wynne  72396 

..P.  O.  Box  E.  Wynne  72396 

P.  O.  Box  E,  Wynne  72396 

DALLAS  COUNTY 

...P.  O.  Box  351,  Fordyce  71742 

,.P.  O.  Box  816,  Fordyce  71742 

..P.  O.  Box  506,  Fordyce  71742 

..P.  O.  Box  506,  Fordyce  71742 

..P.  O.  Box  36,  Sparkman  71763 

DESHA  COUNTY 

, 207  S.  Elm,  Dumas  71639. 

.145  W.  Waterman,  Dumas  71639 

...P.  O.  Box  652,  McGehee  71654 

,..P.  O.  Box  707,  McGehee  71654 

...207  S.  Elm.  Dumas  71639 

.101  S.  3rd,  McGehee  71654 

._P.  O.  Box  707.  McGehee  71654 

DREW  COUNTY 

...203  E.  Trotter.  Monticello  71655 

..733  Doctors  Dr,.  Monticello  71655 

..  Monticello 

.232  S.  Main,  Monticello  71655 

Qtrs.  I4E,  VA  Hospital.  North  Little  Rock  72114  (Res. 

.232  S.  Main,  Monticello  71655 

P.  O.  Box  660  Monticello  71655 

■ P.  O.  Box  660,  Monticello  71655 

FAULKNER  COUNTY 

..411  Western  Ave.,  Conway  72032  (Res.) 

..Conway 

..923  Parkway  Conway  72032 

. P.  O.  Box  404,  Conway  72032 

..P.  O.  Box  1386,  Conway  72032 

P.  O.  Box  2181,  Little  Rock  72203 

..574  Locust,  Conway  72032 

..P.  O.  Box  1327,  Conway  72032 

P.  O.  Box  1386.  Conway  72032 

.,P.  O.  Box  56  Nashville  71852  (Res.) 

..P.  O.  Box  1367,  Conway  72032 

.1504  Caldwell,  Conway  72032 

..College  & Western,  Conway  72032 

..552  Locust,  Conway  72032 

..P.  O.  Box  1284,  Conway  72032 

..P.  O.  Box  1327.  Conway  72032 

.923  Parkway,  Conway  72032 

-.923  Parkway,  Conway  72032 

FRANKLIN  COUNTY 

. P.  O.  Box  C,  Mulberry  72947 

..604  W.  Commercial,  Ozark  72949 

604  W.  Commercial,  Ozark  72949 

..P.  O.  Box  136,  Ozark  72949 

..P.  O.  Box  1208,  Fort  Smith  72902 

GARLAND  COUNTY 

. 236  Central.  Hot  Springs  71901 

..1002  Central  Tower  Bldg.,  Hot  Springs  71901 

. 303  Central  Tower  Bldg.,  Hot  Springs  71901 

..901  W.  Grand.  Hot  Springs  71901 

.101  Whittington.  Hot  Springs  71901 

..4409  Central,  Hot  Springs  71901 

.505  W.  Grand,  Hot  Springs  71901 

.101  Whittington,  Hot  Springs  71901 

..903  W.  Grand,  Hot  Springs  7I90I 

..101  Whittington.  Hot  Springs  71901 

..330  6th.  Hot  Springs  71901 

..330  6th,  Hot  Springs  71901 

..P.  O.  Box  850,  Hot  Springs  71901 

.105  Lowery,  Apt.  1203,  Hot  Springs  7I90I  (Res.) 

..P.  O.  Box  315  Mount  Ida  71957 

. 8047^  Central.  Hot  Sorlngs  7I90I 

. 505  W.  Grand.  Hot  Springs  71901 

..505  W.  Grand,  Hot  Sorlngs  71901 

,101  Whittington,  Hot  Springs  71901 

.901  W.  Grand,  Hot  Springs  71901 

.505  Central  Tower  Bldg..  Hot  Springs  71901 

..101  Whittington.  Hot  Springs  71901 

..9600  W.  !2th.  Little  Rock  72205 

.125  Greenwood,  Hot  Springs  71901 

..125  Greenwood,  Hot  Springs  71901 

6808  Central.  Hot  Springs  71901  (Res.) 

..505  W.  Grand.  Hot  Springs  71901 

..606  Central  Tower  Bldo.,  Hot  Springs  7I90I 

..101  Whittington,  Hot  Springs  71901 


735-3664 

735-1170 

735-2071 

.735-1500  Ext.  218 

735-2150 

735-4400 

732  4690 


238-2321 

238-2321 

238-2321 

...238-2321 

238-3261 

._...238-7360 
238-3261 


...352-71 17 
..352-5125 
...352-3151 
...352-5144 
...678-2406 


.382-4425 

.382-4878 

.222-3141 

.222-6131 

382-4425 

.222-4044 

.222-6131 


.367-3531 

..367-3246 

367-2473 

..372-3505 

.367-2475 

.367-6868 

367-6867 


329-3412 

329-3824 

329-8742 

329-2946 

378-2164 

329-61 1 1 

329-2948 

329-2946 

845-2265 

327-1325 

327-4444 

,329-3831  Ext.  171 

329-6881 

327-4444 

329-2948 

329-3824 

329-3824 


.997-3941 
...667-41 1 r 
.667-4111 
. 667-2285 
...782-9218 


...623-8751 
...624-1397 
623-6101 
.623-6693 
...321-2229 
...624-5422 
...624-4478 
...321-2229 
...623-8110 
...321-2229 
. .623-4477 
.623-4477 
...624-1281 
.623-9753 
...867-2175 
...623-9781 
...623-4541 
...623-7717 
...321-2229 
..623-6693 
...623-5121 
...321-2229 
...227-2300 
.623.3373 
...623-0904 
...525-8752 
.623-4391 
.321-1329 
321-2229 
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OTO  . Harper,  Edwin  L.  ..4<09  Central,  Hot  Springs  71901  624-5422 

RD.  . Hebert,  Gaston  A.  902  Prospect,  Hot  Springs  71901  (Res.) 623-7216 


GS 

..905  W.  Grand,  Hot  Springs  71901 

623-9581 

FP 

125  Greenwood,  Hot  bprings  71901 

623-3373 

IM 

624-4581 

D 

600-1  Main.  Hot  Springs  71901  

321  9455 

GYN 

..P.  O.  Box  2067,  Hot  Springs  71901 

.623-6628 

CD 

2513  Malvern.  Hot  Springs  71901 

321-2513 

PTH 

623-2518 

OPH 

624-7106 

GP 

408  #8  Highway,  Glenwood  71943 

356-3155 

RD  

610  Ramble,  Hot  Springs  71901  (Res.).  . 

623-8185 

AN 

623-9216 

RD 

230  Pecan,  Hot  Springs  71901  (Res.) 

623-2540 

PTH 

Lee^  W.  R 

P.  O.  Bex  1460,  Hot  Springs  71901 

623-2518 

GP 

624-1211 

IM 

805  Central  Tower  Bldg.,  Hot  Springs  71901 

623-1545 

IM 

...99  Little  Pine,  Hot  Springs  71901  

623-4453 

GS 

905  W.  Grand,  Hot  Springs  71901 

.623-9581 

U 

.903  W,  Grand.  Hot  Springs  71901 

623-81 10 

ORS 

623-7717 

ORS 

715  W.  Grand,  Hot  Springs  71901 

623-5300 

OBG 

321-2217 

PD  

321-1314 

PD  

321-2546 

OBG 

.101  Whittington,  Hot  Springs  71901  

.321-2229 

GP  .. 

624-332? 

GP 

624-3341 

IM 

231  Central.  Hot  Springs  71901 

624-5567 

AN  

624-3868 

GP  

623-3102 

FP 

623-3373 

OBG 

321-2229 

GP 

624-1207 

IM 

623-3373 

PD 

624-441 1 

IM 

623-5581 

GS 

Sammons,  Vernon  E.,  Jr. 

905  W.  Grand.  Hot  Springs  71901 

623-9581 

RD 

624-2869 

GP. 

922-0540 

Smith.  Oliver  A 

Houston.  Texas 

R 

623-6693 

R 

623-6693 

RD 

623-4265 

n 

624-0673 

OPH.. 

Thomas,  Wallace  A 

624-1204 

OBG 

..Thompson.  Thomas  P.,  Jr 

101  Whittington.  Hot  Springs  71901 



321-2229 

PD 

321-2546 

U 

Wade.  H.  Kina,  Jr 

231  Central.  Hot  Sorings  7I90I  

624-5641 

GS Wright,  Jack ..211  Hobson,  Hot  Springs  71901 623-6677 


GRANT  COUNTY 

pp  -Clark,  Curtis  B 200  S.  Rose.  Sheridan  72150 942-3155 

GP Irvin,  Jack  M 205  W.  High,  Sheridan  72150 942-3171 

RD Kelly,  Miles  F. P.  O.  Box  247,  Sheridan  72150  (Res.) - 942-4152 

pp Paulk.  Clyde  D 200  S.  Rose,  Sheridan  72150 942-3155 


R Baker,  Augustus  J 

GP  Baker,  Clark  M.. 

PTH Boggs,  Dwight  F 

PP  Bonner,  J.  Darrell 

GP Boyles,  Gerald  D 

FP Bradsher,  Omer  E 

PP Collier,  George  H.,  Jr, 

FP Collier.  Jon  D 

FP Crow,  Asa  A 

GS.  .. Duckworth,  Gordon  L.. 

FP Duckworth,  Hillard  R... 

FP Futrell,  J.  B 

GP Harper,  Bland  R 

ORS Hazzard,  Marion  P 

FP Hobby,  George  A 

GS Lawson,  J.  Larry 

AN .Martin,  Richard  O 

GP Mitchell.  Bennie  E 

FP  Muse,  Jerry  L 

RD McKelvey,  Earle  D 

FP Page,  Billie  C 

FP  Price,  Robert  E 

R Purcell,  Donald  I 

PTH Richmond,  Jack  G 

GS ...Sellars,  John  R 

FP Shedd,  Leonus  L .... 

FP.. Watson,  Samuel  D 

FP Williams,  Jacob  M 


GREENE-CLAY  COUNTY 


..P.  O.  Box  339,  Paragould  72450 236-7733  Ext.  177 

...115  W.  Court,  Paragould  72450 236-635£» 

...#l  Medical  Drive,  Paragould  72450 239-404^^ 

..1015  W.  Kingshlghway.  Paragould  72450 - 239-4076- 

...602  West  2nd,  Corning  72422 857-3589 

...#l  Medical  Drive,  Paragould  72450 236-6956 

.130  S.  14th,  Paragould  72450 236-6946 

...130  S.  14th,  Paragould  72450 236-6946 

...  # I Medical  Drive,  Paragould  72450 239-8504 

...425  W.  Jackson,  Piggott  72454 598-2237 

...425  W.  Jackson,  Piggott  72454. 598-2237 

...414  W.  2nd,  Rector  72461 595-3332 

...P.  O.  Box  C,  Monette  72447 486-2131 

..#1  Medical  Drive,  Paragould  72450 236-6996 

...#1  Medical  Drive.  Paragould  72450 239-8579 

...#l  Medical  Drive,  Paragould  72450 239-5916 

...P.  O.  Box  339,  Paragould  72450 236-7733  Ext.  194 

...901  W.  Kingshlghway,  Paragould  72450 239-8576 

...425  W.  Jackson.  Piggott  72454 598-2237 

-.319  W.  Highland.  Paragould  72450  (Res.) 236-3252 

...#l  Medical  Drive,  Paragould  72450 239-4011 

...#l  Medical  Drive,  Paragould  72450 — 239-3366 

...P.  O.  Box  339,  Paragould  72450 239-8431 

...P.  O.  Box  339,  Paragould  72450 >..236-773? 

...#l  Medical  Drive,  Paragould  72450  239-5926 

...1015  W.  Kingshlghway,  Paragould  72450 239-4076 

. 901  W.  Kingshlghway,  Paragould  72450 236-8591 

...1015  W.  Kingshlghway,  Paragould  72450 239-4077 


GP  Branch,  James  W 

FP  Harris,  C.  Lynn 

GP Harris,  Lowell  O 

FP  Holt,  Forney  G 

GP Martindale.  James  G 

GP Martindale,  Jud  B 

FP McKenzie  Jim 

R Stevens,  David  G.  . 

FP Wright,  George  H 


GP  Brashears,  Larry  B 

FP Cobb,  Russell  W.. 

GP  Cole,  John  W 


HEMPSTEAD  COUNTY 

.426  S.  Main.  Hope  71801 

.P.  O.  Box  10,  Hope  71801 

P.  O.  Box  550,  Hope  71801  .... 

300  E.  6th,  Texarkana  75501 

.116  S.  Main,  Hope  71801 

.116  S.  Main,  Hope  71801 

.P.  O.  Box  10,  Hope  71801 

.1900  S.  Main,  Hope  71801 

.202  S.  Pine,  Hope  71801 

HOT  SPRING  COUNTY 

.1234  S.  Main,  Malvern  72104. 

1420  Potts,  Malvern  72104 

.725  E.  Page,  Malvern  72104 


777-4636 

.777-2321 

.777-2131 

.774-321! 

777-3464 

.777-3464 

.777-2321 

.777-2323 

.777-672? 


332-5245 

332-311? 

332-5641 
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FP Ellis.  C.  Randolph 1004  S.  Main,  Malvern  72104 332-6941 

GP Kersh,  Noah  B 1518  McBee,  Malvern  72104 337-7533 

GP McCray,  Raymond  V 214  E.  hHighland,  Malvern  72104 332-2704 

FP Peters,  Claude  F 1420  Potts.  Malvern  72104 332-2521 

GP Vaughan,  John  A 115  E.  Highland,  Malvern  72104 332-2371 

FP White,  Robert  H 1004  Dyer,  Malvern  72104. 332-3664 

FP  Wise.  John  D 300  E.  Roosevelt  Rd.,  Little  Rock  72206 372-8361  Ext.  581 


FP... 

GP. 

FP... 

R 

FP... 

GP.. 

GP.. 

GP.. 

FP 

FP..., 

GP.. 


Dildy,  Edwin  V 

Jones,  William  J 

King,  Joe  D 

Leavelle,  Ray  W 

Peebles,  Samuel  W.. 

Smith,  U.  Lee 

Turbevllle,  James  O 

Ward,  Hiram.  T 

Wesson,  John  H 

White.  Phillip _ L 

.Wilmoth.  Marion  H 


HOWARD-PIKE  COUNTY 

P.  O.  Box  549,  Nashville  71852 

.P.  O.  Box  49,  Glenwood  71943 

P.  O.  Box  549,  Nashville  71852 

.P.  O.  Box  381,  Nashville  71852 

.120  W.  Sypert,  Nashville  71852 

.P.  O.  Box  807,  Nashville  71852 

.P.  O.  Box  434,  Murfreesboro  71958. 
.P.  O.  Box  319,  Murfreesboro  71958. 

.120  W.  Sypert,  Nashville  71852 

P,  O.  Box  538,  Murfreesboro  71958. 
.P.  O.  Box  804,  Nashville  71852 


.845-1933 

356-3921 

845-1933 

.845-4400 

.845-4676 

.845-3880 

285-2182 

.285-2491 

.845-4676 

285-2491 

.845-4780 


GP Alexander,  William  J.,  Ill 

GP Baker,  John  R 

IM Baxley,  Paul  J 

FP Beck,  Carl  T 

RD  Calaway,  W.  Hickman 

FP Gray,  W.  Paul 

OPH Jones,  Edward  T 

FP Ketz,  Wesley  J 

FP Lytle,  Jim  E. 

GS Monroe,  Howard  U 

GP Moody,  Lackey  G 

R McClain,  C.  M.,  Jr 

FP Raney,  Troy 

GP Slaughter,  Bob  L 

FP  Smith,  Bob  G 

GS Stalker,  Jim  M. 

GS Strickland,  Nathan  E 

GP Tatum,  Harold  M 

FP Taylor,  Chaney  W 

GP Taylor,  Charles  A 

FP Tucker,  Charles  L 

FP  . ...Walker,  A.  T 

GP - Wyatt,  F.  Q 

R Young,  Jack  S.,  Ill 


INDEPENDENCE  COUNTY 


...P.  O.  Box  2116,  Batesville  72501 793-5251 

...P.  O.  Box  2116,  Batesville  72501 793-5251 

...P.  O.  Box  2116,  Batesville  72501 793-5221 

...P.  O.  Drawer  J,  Mountain  View  72560 269-3834 

...807  Boswell,  Batesville  72501  (Res.) 793-2728 

...P.  O.  Box  2437,  Batesville  72501 793-2321 

...180  N.  5th,  Batesville  72501 793-5257 

...P.  O.  Box  2695,  Batesville  72501 793-2371 

...P.  O.  Box  2116,  Batesville  72501 793-6663 

...Monroe  Clinic,  Mountain  View  72560 269-3236 

....P.  O.  Box  2335,  Batesville  72501 793-6888 

...154  S.  3rd,  Batesville  72501 793-2207 

...P.  O.  Box  83,  Cave  City  72521 283-5762 

...P.  O.  Box  2416,  Batesville  72501 793-25«0 

...P.  O.  Box  2116,  Batesville  72501 793-9352 

...P.  O.  Box  2575,  Batesville  72501 793-5205 

...109  N.  12th,  Batesville  72501 698-1846 

...P.  O.  Box  147,  Melbourne  72556 .368-4344 

....P.  O.  Box  2116,  Batesville  72501 793-5251 

...P.  O.  Box  2116,  Batesville  72501 793-5251 

....P.  O.  Box  38,  Ash  Flat  72513 994-7301 

P.  O.  Box  135,  Thayer,  Missouri  65791 417-264-7121 

....P.  O.  Box  2116,  Batesville  72501 793-5251 

....Newark  Medical  Clinic,  Newark  72562 799-3721 


JACKSON  COUNTY 

IM  Ashley,  John  D 2nd  and  Laurel,  Newport  72112 523-6721 

GS Carney,  J.  W 1205  McLain,  Newport  72112 523-8911 

DeCarlo,  Leonard  J Phoenix,  Arizona 

IM Dudley,  Guilford  M 1205  McLain,  Newport  72112 523-8911 

PD Dunlap,  Warner  B _...I205  McLain,  Newport  72112 523-8911 

GS _.Frankum,  Jerry  M.,  Jr 2nd  and  Laurel,  Newport  72112 523-6721 

GP Green,  Roger  L P,  O.  Box  159,  Newport  72112 523-6721 

RD Harris,  M.  Haymond 501  Walnut,  Newport  72112  (Res.) 523-5168 

RD Jackson,  Jabez  F _304  Ash,  Newport  72112  (Res.) 523-8314 

OBG - Jackson.  Jabez  F.,  Jr 1205  McLain.  Newport  72112 523-8911 

RD - -.Norris,  R.  O 1419  S.  Main,  Jonesboro  72401  (Res.) NF 

OPH Stanfield,  Wayne P.  O.  Box  129,  Newport  72112 523-3321 

RD Williams,  Thomas  E 10  Park  Place,  Newport  72112  (Res.) 523-6121 

GP Wright,  John  C 1205  McLain,  Newport  72112 523-8911 


ADM -.Adams,  Carl  H 

RD - Anderson,  Charles  W.... 

.FP Atnip,  Gwyn 

FP Bell,  Carl  H.,  Jr 

ORS - Blackwell,  Banks — 

OBG - Bracy,  Calvin  M 

U Brooks,  R.  Teryl,  Jr 

FP Bryant,  R.  Frank 

OTO - -..Buckley,  J.  Wayne 

P Burford,  Thomas  G 

GE - Butler,  Robe''t  C 

GP Cheek.  Ben  H 

PTH Clark,  James  F.,  Jr 

FP Coker,  L.  Randle 

IM Crenshaw,  John 

FP Cunningham,  Thomas  J 

D -Davis,  Charles  M 

P Dean,  Lee  A 

GS D'ckins,  Robert  D 

■♦^FP Eakln.  Donald  G. 

R Fendley,  Claude  E 

OPH Glasscock,  Robert  E 

PD... Green,  Horace  L 

ORS Gullett,  Robert  R.,  Jr.. 

R Hardin.  J.  David 

IM - Harper,  William  F 

N Harris,  Ruben  M 

PD Hart,  J.  Clyde,  Jr 

OBG Hayden,  Virgil  L 

R Hegwood,  Henri  M 

PD — Henderson,  Francis  M.. 

IM Hoover,  S.  H 

**FP.... House,  Roger  D — 

OPH - Hughes,  L.  Milton 

FP Hussain,  Shafqat 

U Hutchison.  Ernest  L 

OBG Hyman.  Carl  E 

GS - Irwin.  Raymond  A.,  Jr.. 


JEFFERSON  COUNTY 

P.  O.  Box  500,  Grady  71644 - — . 

...1411  Olive.  Pine  Bluff  71601  (Res.) 

nil  W.  15th,  Pine  Bluff  71603 - 

...  1602  W.  42nd,  Pine  Bluff  71603 

1400  W.  43rd,  Pine  Bluff  71603 - - 

1704  W.  42nd,  Pine  Bluff  71603 

..1604  W.  42nd,  Pine  Bluff  71603 - 

1112  Linden,  Pine  Bluff  71601 - — - 

1408  W.  43rd,  Pine  Bluff  71603 

4313  W.  Markham,  Little  Rock  72205 - 

1624  W.  42nd,  Pine  Bluff  71603 — - 

12  Hunters  Cove,  Pine  Bluff  71603  (Res.) - - 

...,1515  W.  42nd,  Pine  Bluff  71603 — 

P.  O.  Box  276,  Star  City  71667 

1421  Cherry,  Pine  Bluff  71601 

300  W.  6th,  Pine  Bluff  71601 - 

.1416  W.  43rd,  Pine  Bluff  71603 - 

P.  O.  Box  1019,  Pine  Bluff  7I6I3 

1003  Cherry,  Pine  Bluff  71601 - - 

1310  Cherry,  Pine  Bluff  7I60I 

P.  O.  Box  7863,  Pine  Bluff  7161 1 

1706  Doctors  Dr.,  Pine  Bluff  71603 — 

1420  W.  43rd,  Pine  Bluff  71603 

....1714  Doctors  Dr.,  Pine  Bluff  71603 - - 

1515  W.  42nd,  Pine  Bluff  71603 ....- - 

1702  W.  42nd,  Pine  Bluff  71603 — ... 

1726  Doctors  Dr.,  Pine  Bluff  71603 — 

1420  W.  43rd,  Pine  Bluff  71603 — — _ 

1706  W.  42nd,  Pine  Bluff  71603 

....P.  O.  Box  7863,  Pine  Bluff  7161 1 - 

1515  W.  42nd,  Pine  Bluff  71603 - — - 

....1610  W.  42nd,  Pine  Bluff  71603 - 

1310  Cherry,  Pine  Bluff  71601 - — 

1414  W.  43rd,  Pine  Bluff  71603 

.—  1710  W.  42nd,  Pine  Bluff  71603 - 

...1724  W.  42nd.  Pine  Bluff  71603 — 

121  E.  4th,  Pine  Bluff  71601 _ — 

1421  Cherry,  Pine  Bluff  71601 - - 


479-3311 

535-1661 

535-3551 

- 535-4850 

534-3122 

536-7550 

536-7758 

- 534-4352 

- 535-5719 

664-4500 

536-7660 

534-0713 

535-6800 

628-4292 

535-2200 

534-4723 

535-7477 

534-1834 

....- 534-8141 

541-0770 

534-8651 

534-4357 

534-6210 

536-7579 

..535-6800  Ext.  4754 

536-9230 

536-7806 

534-6210 

535-8180 

_....534-865l 

535-6800 

..._ 536-7300 

541-0770 

536-7738 

535-4640 

535-1562 

534-3365 

..._ 535-2200 
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Type  of 
Practice 

P 

Member's  Name 

Address 

P.  O.  Box  1019,  Pine  Bluff  71613 

Telephone 

Number 

534-1834 

CD  

1612  W.  42nd,  Pine  Bluff  71603 

536-3015 

AN  

1410  W.  42nd,  Pine  Bluff  71603 

535-5522 

R 

_...P.  O.  Box  7863,  Pine  Bluff  7161 1 

534-8650 

AN 

Khan.  Mahmood  A 

1410  W.  42nd.  Pine  Bluff  71603 

535-5522 

OS 

1107  Cherry.  Pine  Bluff  71601 

534-5141 

OPH 

King,  Yum  Y 

4800  S.  Hazel.  Pine  Bluff  71603 

536-1897 

OTO 

535-5719 

FP 

1310  Cherry,  Pine  Bluff  71601 

541-0770 

AN  

Malik,  Rustam  A 

1410  W.  42nd,  Pine  Bluff  71603 

535-5522 

OP 

Mavnard.  Ross  E 

115  E.  5th,  Pine  Bluff  71603 

534-5732 

OS 

1716  W.  42nd,  Pine  Bluff  71603 

535-8727 

ADM 

535-6800  Ext.  4735 

R 

P.  O.  Box  7863  Pine  Bluff  7161 1 

534-8651 

IM  

Monroe.  Sanford  C 

535-22CO 

FP 

1030  Poplar  Pine  Bluff  71601  

.....534-0822 

R 

P.  O.  Box  7863,  Pine  Bluff  7161  1 

534-8651 

PD  

1420  W.  43rd  Pine  Bluff  71603 

534-6210 

OPH 

Nixon,  William  R 

709  W.  6th,  Pine  Bluff  71601 

534-2624 

IM 

Nuckolls,  J.  William 

1720  Doctors  Dr.,  Pine  Bluff  71603  

541-0222 

RD 

Payne,  Virgil  L 

802  W.  5th,  Pine  Bluff  71601  (Res.) 

534-5618 

CD 

Pearce.  Malcolm  B. 

1612  W.  42nd,  Pine  Bluff  71603 

536-3015 

OP 

1722  W.  42nd,  Pine  Bluff  71603 

535-4141 

OBO 

Pierce,  J.  R.,  Jr 

1712  W.  42nd,  Pine  Bluff  71603 

535-3443 

•♦FP 

Pierce,  Joseph  B 

1310  Cherry,  Pine  Bluff  71601 

541-0770 

FP Raney,  Oliver  C 1720  W.  42nd 

D Reaves,  Charles  E 1708  W.  42nd 

ORS Reed,  E.  Frank 

PD Reid,  Lloyene  Bruce 

PD Rhyne,  James  T 1420  W.  43rd 

OS Rittelmeyer,  C.  M 1716  W.  42nd,  Pine  Bluff  71603 

OBG Roaf,  Sterling  A 1310  Linden,  Pine  Bluff  71603 

OS — Roberson,  George  V 1708  Doctors  Dr.,  Pine  Bluff  71603 

OP Robinette,  Joseph  S 1722  Doctors  Dr.,  Pine  Bluff  71603 

OE Rogers,  Henry  L 1624  W.  42nd,  Pine  Bluff  71603 

RD Russell,  Allen  R 12  Southern  Pines  Dr.,  Pine  Bluff  71603  (Res.) 

OBO Simmons,  Calvin  R 1714  W.  42nd,  Pine  Bluff  71603 

NS Simpson,  P.  B.,  Jr 1724  Doctors  Dr.,  Pine  Bluff  71603 

OS Smith,  Robert  J 817  Cherry,  Pine  Bluff  71601 

OS Stern,  Howard  S 1315  Linden,  Pine  Bluff  71603 

OS Sullenberger,  A.  G 1726  W.  42nd,  Pine  Bluff  71603 

IhJ Talbot,  George  B 1421  Cherry,  Pine  Bluff  71601 

PTH  - ■ 

PD... 

IM... 

OS. 

IM.. 


Pine  Bluff  71603 534-5861 

Pine  Bluff  71603 536-8045 

.916  Cherry,  Pine  Bluff  71601 535-0121 

.1606  W.  42nd,  Pine  Bluff  71603 534-2232 

Pine  Bluff  71603 534-6210 

535- 8727 

536- 4602 
535-2716 

535- 2372 

536- 7660 

534- 6481 

535- 3213 

536- 8547 
535-1880 
534-0342 

534- 4407 

535- 2200 


PDA.. 


Tisdale,  Alfred  D.,  Jr 1718  W.  42nd,  Pine  Bluff  71603 535-6616 

Townsend,  Thomas  E 1420  W,  43rd.  Pine  Bluff  71603 534-6210 

Tracy,  C.  Clyde 1421  Cherry,  Pine  Bluff  71601 535-2200 

Wilkins,  Walter  J.,  Jr 1421  Cherry,  Pine  Bluff  71601 535-2200 

.Wineland,  H.  L 1710  Doctors  Dr.,  Pine  Bluff  71603 .534-3561 


..Worrell,  Aubrey  M.,  Jr 1600  W.  42nd,  Pine  Bluff  71603,. 


.535-8200 


JOHNSON  COUNTY 


FP Fraser,  Robert  E P.  O.  Box  668 

FP Patterson,  Jack  T P.  O.  Box  668 

FP Pennington,  Donald  H.  P.  O. 

OP Shrigley,  Guy  P P.  O. 

FP West,  Boyce  W P.  O. 


Clarksville  72830 754-8384 

Clarksville  72830 754-8384 

Box  668,  Clarksville  72830 754-8384 

Box  70,  Clarksville  72830 754-2043 

Box  220,  Clarksville  72830 754-8384 


OP Ditsch,  Craig  E. 

OP Lee,  Willie  J 


FP Cruse,  Edward  J. 

RD Dickey,  A.  B 

OP Elders,  John  B.,  Sr... 

FP Hughes,  Joe  E 

IM Joseph,  Ralph  F 

FP Lancaster,  Ted  S 

OP Lowery,  Robert  D 

OP Neff,  Michael  D 

R Smoot,  John  D 

FP - Spades,  Sebastian  A 


LAFAYEnE  COUNTY 

..  P.  O.  Box  276,  Stamps  71860 

....P.  O.  Box  276,  Stamps  71860 

LAWRENCE  COUNTY 

..  .P.  O.  Box  1 16,  Black  Rock  72415 

...704  N.W.  3rd,  Walnut  Ridge  72476  (Res.) 

..321  S.W.  3rd,  Walnut  Ridge  72476 

...P.  O.  Box  ISO,  Walnut  Ridge  72476 

....Highway  25  West,  Walnut  Ridge  72476. 

. ..P.  O.  Box  150,  Walnut  Ridge  72476 

....P.  O.  Box  150,  Walnut  Ridge  72476 

..Highway  25  West,  Walnut  Ridge  72476 

..  P.  O.  Box  934,  Jonesboro  72401 

...1210  Hwy.  25  West,  Walnut  Ridge  72476 


.533-4461 

.533-4461 


878-6209 
.886-5377 
..886-3162 
.886-3543 
..886-321 1 
.886-3543 
886-3543 
.886-3211 
886-661 1 
886-3543 


OP. 

FP.. 

FP.. 


OP. 


FP.. 

RD. 

FP. 


OS. 

FP. 

FP.. 

FP.. 

OP. 

OP. 


FP.. 

OP. 

OP 

OP. 

FP 


LEE  COUNTY 


Fields,  Elizabeth  C 77  W.  Main,  Marianna  72360 

Gray,  Dwight  W 1 10  W.  Chestnut,  Marianna  72360. 

McLendon,  Mac P.  O.  Box  794,  Marianna  72360 

LINCOLN  COUNTY 

Freeland,  James  W P.  O.  Box  159,  Star  City  71667 

LITTLE  RIVER  COUNTY 

Armstrong,  James  D P.  O.  Box  397,  Ashdown  71822 

Peacock,  Norman  W Route  2,  Ashdown  71822  (Res.) 

Shelton,  Joe  G.,  Jr -. P.  O.  Box  697,  Ashdown  71822 

LOGAN  COUNTY 

Bledsoe,  James  H 114  W.  4th,  Booneville  72927  

Chalfant,  Charles  H 114  W.  4th,  Booneville  72927 

Daniel,  William  R 114  W.  4th,  Booneville  72927 

Roberts,  William  J ..1 14  W.  4th,  Booneville  72927 

Smith,  Charles  M P.  O.  Box  286,  Paris  72855 

Smith,  James  T P.  O.  Box  286,  Paris  72855 

LONOKE  COUNTY 

Camp,  Arthur  W P.  O.  Box  547,  Hazen  72064  

Gartman,  Joseph  F P.  O.  Box  450,  Carlisle  72024 

Harris,  Willie  R P.  O.  Box  40,  England  72046  

.Holmes,  B.  E 305  W.  Front,  Lonoke  72086  

Inman,  Fred  C.,  Jr P.  O.  Box  K,  Carlisle  72024 


295-5244 

295-3131 

295-2711 


628-4226 


898-3306 

.898-3353 

.898-3306 


675-4020 

.675-2455 

675-2455 

.675-2455 

963-2191 

963-2191 


.255-3321 

.552-7561 

.842-2553 

.676-6560 

.552-7575 
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Type  of 
Practice 


Member's  Name 


Address 


Telephone 

Number 


OM Klmsey,  Warren  H. 

FP Morrison,  Doyle  H.  ... 

CD Schumann,  Gerald  M. 

FP Washburn,  C.  Yulan..  .. 


R Andrews,  A.  E 

GS Bransford,  Robert  M. 

PD  Burnett.  James  W 

PD Burroughs.  James  C 

PTH  Chappell  Robert  H 

OPH Cook,  Lewis  C 

PD Cowan,  Noel  W 

GS Duncan.  Donald  L 

OPH Ellison.  Eugene  T.,  Jr 

P Fisher,  Donald  E. 

IM Goesl.  Andrew  G. 

PD Hall.  Jon  D 

GYN Harrell.  William  B.,  Jr... 

OBG Harrison,  Jack  W. 

ORS Hughes,  Mary  W 

ORS Hughes,  Robert  P 

GYN Jones,  John  W 

PTH Joyce,  Frederick  E 

GYN Kemp  Karlton  H 

FP KIttrell,  James  B 

AN Laws  John  K 

R McGinnis.  Robert  S.,  Sr. 

OPH Newton,  Norris  L 

OPH Rana.  Jayant  B 

IM Rodgers.  Nathaniel  L 

R Royal,  Jack  L 

PP Short,  Harold  H 

TS  Smith.  A.  D.,  Jr.  

RD Smith,  W.  Decker 

OPH Soyars  James  E 

GP Strinqfellow,  Jerry  B, 

RD Teasley,  Gerald  H.  . . 

PTH  Wicker,  Eugene  H 

Wilhelm,  Frieda 

GS Wren,  Herbert  B 

D Yarbrouah.  Charles  P 

GS- Young,  Mitchell 


PH Beasley.  Jo<?eph  E.  . 

IM Brock,  Charles  C.,  Jr, 

U Campbell,  C.  E.,  Jr.. 

FP ...Cole,  C.  R 

FP _...CuIlom,  S.  Reggie 

GP Elliott.  John  Q 

FP Fairley.  Eldon 

FP Fairley,  Julian  R 

R Gratz  John  F.,  Jr. 

GP  Green.  W.  O.,  Jr. 

PTH Hart.  Sybil  R 

R Hart,  Wade  A. 

FP  Holcomb,  C.  E 

FP Hubener,  Lemly  L 

Hubener,  Louis  F.. 

I M Jones,  Herbert 

IM  K'^assey.  Lorenzo  D.  .. 

FP  Ochorne  Merrill  J.  . 

FP  ^ollock,  George  D.  ... 

FP  Rhodes,  R.  F 

GP  Rodman.  Tasker  N 

FP.  Russell  lames  D. 

GP.  ^haneyfelt  E.  A 

GS  Sims  Hunter  C.  Jr..  . 

FP Smith.  Ronald  D 

FP  . Utlev  F.  E 

OPH  Webb.  J.  J,  (Jack) 

ORG Workman  W.  W 

GS Zufari,  Munir 


# Dalton,  Marvin  L 

FP  David.  N.  C.  Jr 

GP Pupsta,  Benedict  F 

GP Stone.  Herd  E 

FP Walker,  Walter  L.  

FP Williams,  J,  P.,  Jr 


GP Avery,  Charles  D...  . 

GP Crow,  H.  Blake 

RD Hairston.  G.  G 

GP Harrell,  L.  J 

FP  Portis  Richard  P 

FP  Russell.  Janies  T. 

FP.  Young  Michael  C 


U Brown,  Charles  H. 

FP Davidson,  Dennis  O 

IM Dedman,  J.  L 

GP Drewrey.  L.  E. 

AN Ellis,  Joseph  L. 

GS Fohn,  Charles  H 

GP Guthrie,  James 

FP Hout,  Judson  N 


Remington  Arms  Company,  Lonoke  72086 

P.  O.  Box  993,  Cabot  72023 

P.  O.  Drawer  I,  Des  Arc  72040 

Route  I,  Box  219,  Ward  72176 

MILLER  COUNTY 

P.  O.  Box  689,  Texarkana  75501 

P.  O.  Box  778.  Texarkana  75501 

414  Hazel.  Texarkana  75502 

300  E.  6th,  Texarkana  75501 

P.  O.  Box  1288,  Texarkana  75501 

. ..2020  College  Dr..  Texarkana  75503 

300  E.  6th,  Texarkana  75501 

P.  O.  Box  778,  Texarkana  75501 

P.  O.  Box  1409,  Texarkana  75501 

P.  O.  Box  1987.  Texarkana  75501  

P.  O.  Box  2027.  Texarkana  75501 

300  E.  6th,  Texarkana  75501 

...P.  O.  Box  2078,  Texarkana  7S50I 

..  P.  O.  Box  778.  Texarkana  75501 

...  1001  Main,  Te-arkana  75501 

300  E.  6th,  Texarkana  75501 

...300  E.  6th,  Texarkana  75501 

P.  O.  Box  2763.  Texarkana  75501 

408  Hazel.  Texarkana  75502 

1001  Main.  Texarkana  75501 

P.  O.  Box  1140,  Texarkana  75501 

. P.  O.  Box  1409.  Texarkana  7550! 

P.  O.  Box  2830  Te'^arkana  75501 

1406  College  Dr..  Texarkana  75503  

300  E.  6th,  Texarkana  75501 

300  E.  6th  Texarkana  75501 

1400  College  Dr.  Texarkana  75503 

R.  O.  Box  1409.  Texarkana  75501 

2300  Laurel.  Texarkana  7550!  ^Res.) 

2020  College  Dr.,  Texarkana  75503  . 

1205  F 35th,  Texarkana  75501 

1317  Rio  Grande,  Texarkana  75503  (Res.).. 

315  E.  5th.  Texarkana  75501 - 

Dallas,  Texas 

P.  O.  Box  1409,  Texarkana  75501 

1102  Main.  Texarkana  75501 

1406  College  Dr.,  Texarkana  75503.  ..  - 

MISSISSIPPI  COUNTY 

N.  lOth  St.,  Blythevllle  72315 

527  N.  6th.  Blythevllle  72315 

501  Hutson,  Blythevllle  72315 

519  N.  6th,  Blythevllle  72315 

608  W.  [ ee  Osceola  72370 

209  W.  Ash  Blythevllle  72315 

P.  O.  Box  68,  Osceola  72370 

P.  O.  Box  68,  Osceola  72370 

Osceola  Memorial  Hospital  Osceola  72370. 

P.  O.  Box  268,  Blythevllle  72315 

Rt.  4,  Box  327.  Blythevllle  72315  fRes.) 

......lOth  and  Highland,  Blythevllle  72315 

511  N.  6th  Blythevllle  72315 

P.  O.  Box  1806,  Blythevllle  72315 

Gainesville.  Florida 

P.  O.  Box  321,  Blythevllle  72315 

P.  O.  Box  388.  Osceola  72370  

...527  N.  6th,  Blythevllle  773  15  

608  W.  Lee.  Osceola  72370 

608  W.  Lee.  Osceola  72370  

P.  O Box  260  Leachville  72438 

527  N.  6th,  Blythevllle  72315 

P.  O.  Box  630,  Manila  72442  

...525  N.  inth,  Blythevllle  723IF  

...620  W.  Walnut.  BlvtheviHe  72315 

...515  N.  6th.  Blythevllle  72315  

P.  O.  Box  5^7  Blythevllle  72315 

527  N 6th  BlythevJle  72315  

_ 527  N.  6th,  Blythevllle  72315 

MONROE  COUNTY 

Brinkley 

108  W.  Ash,  Brinkley  72021 

..P.  O.  Box  250,  Clarendon  72029 

..  P.  O.  Box  A,  Holly  Grove  72069  ..  

1'4  5,  New  Orleans.  Brinkley  72021 

127  S.  New  Orleans,  Brinkley  72021 

NEVADA  COUNTY 

427  E.  6th,  Prescott  71857 

.327  E.  2nd,  Prescott  71857 

P.  O.  Box  675,  Prescott  71857  (Res.) 

..  117  E.  2nd.  Prescott  71857 

P.  O.  Box  442,  Prescott  71857  

..  ..P.  O.  Pox  442,  Prescott  71857 

P.  O.  Box  442,  Prescott  71857. 

OUACHITA  COUNTY 

415  Hospital  Dr.  Camden  71701 

..P.  O.  Box  67,  Stephens  71764  

415  Hospital  Dr.,  Camden  71701 

430  Magnolia  Rd.,  S.W.,  Camden  71701 

...P.  O.  Box  126.  Camden  71701  

415  Hospital  Dr.,  Camden  71701 

353  Cash  Rd.,  Camden  71701 

..353  Cash  Rd.,  Camden  71701 


.676-3161 

.843-3549 

.256-4312 

.843-3335 


774-2121 

774-3211 

774-7301 

774-3211 

,..214-794-8311 

...214-794-7881 

774-3211 

774-321 1 

..214-792-7151 

773-4655 

.214-792-6946 

774-3211 

..214-792-8231 

774-3211 

..214-792-6976 

774-3211 

774-321 1 

793-6591 

774-5181 

.214-794-6107 

774-7297 

.214-792-7151 

.214-792-8541 

..2I4-792-372R 

774-3211 

774-3211 

.214.793-5671 

.214-792-7151 

773-3503 

2l4-79''-37^2 

. 773-67^5 

. 214-794  52^5 
774-2121 

2I4.792.7I5I 

214-793-5608 

.214-792-^2^4 


763-7064 

763-8118 

763-0855 

763-1554 

563-2608 

763-4548 

563-6568 

563-6568 

563-261 1 

763-6802 

763-1617 

.763-5111  Ext.  218 

763-3922 

762-2021 

763-8032 

563-62^2 

763-8118 

.563-2608 

563-2608 

539-^337 

. ..763-8118 

561-4^21 

743-^571 

763-4541 

..7A7.2'3I 
763-01 Ift 
763-8118 


.734-2212 

.747-3321 

,462-3393 

.734-3242 

.734-133! 


887-2625 

..887-3846 

887-2155 

..887-23'2 

..887-6651 

.887-6651 

.887-6651 


...836-5013 

..786-54C4 

...836-5013 

...836-6811 

836-7144 

...836-5013 

..836-8101 

...836-8101 
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Practice 

Member's  Name 

Address 

Telephone 

Number 

GS  

P.  O.  Box  994,  Camden  71701 

. .836-5008 

FP  

353  Cash  Rd.,  Camden  71701 

836-8101 

FP 

836-7367 

RD 

916  Clifton.  N.W.,  Camden  71701  (Res.) 

836-2549 

FP 

..836-8101 

IM 

..353  Cash  Rd.i  Camden  71701 

.836-8101 

GYN 

Plant.  Richard  F. 

P.  O.  Box  762,  Camden  71701 

836-4169 

R 

Thorne,  A.  E.  

P,  O.  Box  797,  Camden  71701  

. 836-122! 

GP  

PHILLIPS  COUNTY 

338-8622 

FP 

338-8163 

OPH 

801  Perry,  Helena  72342  ... 

338-878! 

R 

Biggs,  William  W.  

338-64! ! 

RD  . . 

338-8006 

GP 

P.  O.  Box  2398.  West  Helena  72390  

572-262! 

GP  

Ellis,  William  A 

338-3037 

GP 

338-7401 

# 

Hill,  William  K 

Elaine 

FP  , . 

.338-8712 

P 

. .338-6741 

FP 

338-8531 

GP  

338-7401 

FP 

McCarty.  Gordon  E.,  Jr 

107  Hickory  Hill,  Helena  72342 

338-8377 

GP  

McDaniel,  M.  A 

513  Porter,  Helena  72342  

338-7401 

GP  

P.  O.  Box  2538,  West  Helena  72390 

572-7581 

GP 

661  Oakland  Helena  72342  

572-6413 

GP  

Wise.  James  E.,  Jr 

829-2386 

FP  . . , 

POLK  COUNTY 

394-5880 

GP 

394-3550 

GP 

.394-2277 

GP  

600  W.  7t'h  Mena  71953  

394-3344 

GS 

Wood,  John  P 

394-4221 

FP 

POPE  COUNTY 

2524  W.  Main,  Russellville  72801  

968-7170 

OTO 

968-5261 

GS 

3105  W.  Main  Place  Russellville  72801 

. .968-2345 

U 

968-3323 

AN 

P.  O.  Box  785,  Russellville  72801 

968-5670 

PD 

. . .968-2345 

R 

968-7930 

FP 

968-2345 

GS  

968-2345 

OBG 

968-2345 

D 

968-6969 

OPH 

P.  O.  Box  400,  Russellville  72801  

968-2242 

RD  

...310  N 2nd  Dardanelle  72834  (Res.)  

229-4225 

RD 

3028  Painted  Valley  Dr.  Little  Rock  72207  (Res.) 

227-5107 

GP 

3105  W.  Main  Place  Russellville  72801 

968-2345 

ORS 

2504  W Main  Russellville  72801 

968-3200 

GS 

1919  W.  Main'  Russellville  72801 

968-361 1 

R 

968-79’0 

GP  . . . 

968-2345 

ORS 

305  Skyline  Dr.  Russellville  72801  

968-2124 

FP  

625  Water  St.  ’ Dover  72837  

33! -2878 

OPH 

968-7302 

FP 

R09  W.  Main  Russellville  72801 

968-2156 

OPH 

P.  O.  Box  1107  Russellville  72801  

968-7302 

GP 

P.  O.  Box  187  Atkins  72823  

641-2992 

FP 

3105  W.  Main  Place  Russellville  72801  

968-2345 

RO 

1704  W.  3rd  Russeilvilie  72801  (Res.) 

968-2604 

OPH 

P.  O.  Box  400  Russellville  72801'  

..  . 968-2242 

RD 

McNamara.  William  L 

.785-1441 

FP  _ . 

968-2345 

PTH 

.968-6781 

FP 

968-2345 

IM  

968-2345 

IM 

Wilkins,  Charles  F.,  Jr 

3105  W.  Main  Place  Russellville  72801 

968-2345 

FP  

809  W.  Main  Russellville  72801 

. 968-2156 

EM  

1800  W.  Main  Russellville  72801 

..  968-2841 

AN 

PULASKI  COUNTY 

664-4532 

GE 

lOOOl  Lile  Dr.,  'Liltle  Rock  72205 

227-80C0 

NS 

750  Medical  Towers  Bldg.  Little  Rock  72205  

225-0880 

PUD 

224-0110 

OPH 

Alford,  T.  Dale  

5700  W.  Markham,  Little  Rock  72205 

664-5100 

OBG 

Allen  D.  B. 

500  S.  University.  Little  Rock  72205 

664-4131 

OBG 

664-9191 

CDS 

227-83C0 

PS 

664-0900 

HEM 

227-8000 

FP 

835-0703 

FP 

982-4551 

OM 

227-7888 

••AN 

376-4621,  Ext.  106 

PTH 

661-3371 

RD 

374-0748 

PD 

367-6832 

RD 

Autry,  Daniel  H 

1900  N.  Tyler,  Little  Rock  72207  (Res.) 

664-2332 

GS  

6M-2434 

OT  , , 

227-5050 

PTH 

P.  O.  Box  5507  Little  Rock'  72215  

664-2593 

U 

664-4365 

FP  

. . 758-9350 

PD  

664-4044 

FP 

...Ballard,  C.  E.,  Jr 

224-0102 
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OBG Barclay,  David  L 

CD Bartow,  Brian  E 

U Barnett.  Troy  F 

R Barnhard.  Howard  J 

FP Barron.  Edwin  N.,  Jr 

GS Bauer,  Frank  M 

R Bearden.  James  R 

OPH Becquet,  Norbert  J 

FP Belknap,  Melvin  L 

RD Bennett,  Eaton  W 

GS Berry,  Frederick  B 

FP Bethell,  John  P.,  Jr 

P Betts.  Charles  S 

GS Bevans,  David  W.,  Jr 

AN Beverly,  Nolan  F 

D Biondo,  Raymond  V 

CD Bishop,  William  B 

U Bissada,  Nabil  K 

FP Bizzell,  Ross 

GP Black,  Hal  R.,  Jr 

GP Black,  H.  Thurston 

GER Black.  Millard  W 

GE Blackshear,  Jack  L 

ORS Blankenship,  William  F... 

N Boellner.  Samuel  W 

CD Boger,  James  E 

NS Boop,  Warren  C.,  Jr 

PD Bost,  Roger  B 

ORS Bowker,  John  H 

NM Boyd,  Charles  M.. 

P Boyle,  Ronald  H 

U Bradburn,  Curry  B 

R Brenner,  George  H.,  Jr... 

PD Briggs,  Barnett  P 

PD Briggs,  Dale  D 

IM  Brinkley.  Roy  A 

OTO Brizzolara,  A.  J 

P Broach,  R.  Fred  

RD Brown,  Martha  M. 

U Brown.  T.  Duel 

GE _.Brownina.  Donald  G 

ADM Bruce  Thomas  A 

GS Buchanan,  F.  R 

PD Buchanan,  Gilbert  A.  

GS  Buchman,  Joseph  A 

AN Bumpas,  Joe  H 

PTH Burger.  Robert  A 

P Busby,  John  V 

AN Byrd,  Lucas  M.,  Jr. 

R Caignet,  Juan  E 

OPH  Calcote,  Robert  A 

GS Caldwell,  Fred  T.,  Jr 

FP - Calhoon,  J.  Dale 

R Calhoun,  Joseph  D 

AN Callender,  Thomas  B 

TS Campbell,  Gilbert  S 

R Campbell.  James  W 

A Caplinger,  Kelsy  J. 

P Carnahan,  Robert  G 

FP Carson,  Layne  E 

R Caruthers,  Samuel  B.,  Jr, 

RD Cazort.  Alan  G 

ORS Chakales,  Harold  H 

OPH  Chandler,  Billy  M 

FP Chapman,  Jerry  C 

RD Chappell,  Ewin  S 

FP Cheairs,  David  B 

GP Childs.  William  W 

# Choate  Hoyt 

U Christeson,  William  W.. 

ORS Christian,  John  D 

FP Chudy,  Amail 

FP Church.  B.  L. 

OBG Church,  Marlon  M 

AN Clark,  Richard  B 

OPH Clifton,  E.  C.  (Cliff) 

FP Cobb,  Jock  S 

R Cockrill,  Howard,  Jr 

OTO Colclasure,  Joe  B 

OPH Cook,  Raymond  C 

OBG Cornell,  Paul  J 

OS Cornett,  James  K 

OPH Cosgrove,  K.  W 

-4- Covey,  M,  Carl.  Jr. 

CRS  Cralq  Marlon  S 

GYN  Crews,  J.  Travis 

OPH  Cross,  J.  B 

CDS Crow.  R.  Lewis... 

IM -..Cullen,  Philip  T 

R Dalrymple,  Glenn  V 

**FP David,  Andrew  E 

GS -.Dean,  Gilbert  O.,  Sr 

OPH Deer,  P.  James,  Jr 

PD  Dennis,  James  L 

NS Dickins.  Robert  D.,  Jr. 

±t Dildy,  Hal  R 

FP Dillard,  Daniel  C 

R Diner,  Wilma  C 

R Dodd,  Doyne 

OBG Dodge,  Eva  F 

ORS Dodson,  C.  Frank,  Jr 

ORS Dornenburg,  Peter  R 

P Douglas,  Warren  M 

GS Downs,  John  W 

U Downs,  Ralph  A 


...4301  W.  Markham,  Little  Rock  7220! 

....500  S.  University,  Little  Rock  72205 

....500  S.  University,  Little  Rock  72205 

...4301  W.  Markham.  Slot  598,  Little  Rock  72201 

...7915  Cantrell  Rd..  Little  Rock  72207 

...500  S.  University,  Little  Rock  72205 

....MOO  Medical  Towers  Bldg.,  Little  Rock  72205 

...115  W.  6th,  Little  Rock  72201 - 

...J80I  Maple.  North  Little  Rock  72114 

1003  Loretta  Lane,  Little  Rock  72207  (Res.) 

.-.1060  Medical  Towers  Bldg.,  Little  Rock  72205 

....1801  Maple,  North  Little  Rock  721 14 

....Route  6,  50  Westwind  Dr.,  North  Little  Rock  72118. 

406  Pershing,  North  Little  Rock  721 14 - 

..7518  Choctaw,  Little  Rock  72205  (Res.) 

...P.  O.  Box  921,  North  Little  Rock  72115 

....lOOOl  Llle  Dr.,  Little  Rock  72205 

. ..4301  W.  Markham.  Slot  540,  Little  Rock  72201 

...13  Roblnwood,  Little  Rock  72207  (Res.) 

-200  Doctors  Park  Bldg..  Little  Rock  72205 

....123  N.  Van  Buren,  Little  Rock  72205 - 

...705  N.  Ash.  Little  Rock  72205 

....650  Medical  Towers  Bldg.,  Little  Rock  72205 

...405  N.  University,  Little  Rock  72205 

..  .300  Medical  Towers  Bldg.,  Little  Rock  72205 

....690  Medical  Towers  Bldg.,  Little  Rock  72205 

4301  V/est  Markham.  Little  Rock  72201 

...4301  W.  Markham,  Slot  599,  Little  Rock  72201 

....12th  and  Marshall,  Little  Rock  72201 

...4301  W.  Markham,  Little  Rock  72201 

....Rt.  I.  Box  IA-I/2,  Roland  72135 

...200  Doctors  Park  Bldg..  Little  Rock  72205 

....1100  Medical  Towers  Bldg.,  Little  Rock  72205 

...500  S.  University.  Little  Rock  72205 

....500  S.  University  Little  Rock  72205 

....220  Doctors  Park  Bldg.,  Little  Rock  72205 

...500  S.  Universitv,  Little  Rock  72205 

....I2II5  Hinson  Rd..  Little  Rock  72212 

...2014  Boulevard.  Little  Rock  72204  (Res.) 

...1120  Marshall,  Little  Rock  72202 

...409  N.  University,  Little  Rock  72205 

....4301  W.  Markham,  Little  Rock  72201 

....500  S.  University,  Little  Rock  72205 

....500  S.  University,  Little  Rock  72205 

...500  S.  University,  Little  Rock  72205 

....500  S.  Universitv.  Little  Rock  72205 

9600  W.  12th,  Little  Rock  72205 

...121 15  Hinson  Rd.,  Little  Rock  72212 

....36  Lakeshore  Dr.,  Little  Rock  72204  fRes.) - 

.....300  E.  Roosevelt  Rd.,  Little  Rock  72206 - 

2500  McCain  Place,  North  Little  Rock  72116 

4301  W.  Markham.  Little  Rock  72201 

.....P.  O.  Box  805,  Jacksonville  72076 

500  S.  University.  Little  Rock  72205 

...500  S.  University,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

500  S.  Universitv  Little  Rock  72205 

P.  O.  Box  5675,  Little  Rock  72215  

4313  W.  Markham.  Little  Rock  72205 

300  E.  Roosevelt  Rd.,  Little  Rock  72206 

1100  Medical  Towers  Bldq.,  Little  Rock  72205 

5117  Edgewcod,  Little  Rock  72207  (Res.) 

405  N.  University,  Little  Rock  72205  

406  Pershing  North  Little  Rock  72114 

P.  O.  Box  805,  Jacksonville  72076 

400  N.  University.  Little  Rock  72205  (Res.) 

330  Doctors  Park  Bldg.,  Little  Rock  72205 

1304  B Wright  Ave.,  Little  Rock  72206 

Little  Rock 

.....300  E.  Roosevelt  Rd.,  Little  Rock  72206 

1100  N.  University,  Little  Rock  72207 

1801  Maple,  North  Little  Rock  72114 

321  Maple,  North  Little  Rock  721 14 

410  Pershing,  North  Little  Rock  72114 

....4301  W.  Markham.  Little  Rock  72201 

516  Scott,  Little  Rock  72201 

North  Hills  Family  Clinic,  Sherwood  72116 

500  S.  University.  Little  Rock  72205 

1200  Medical  Towers  Bldg.,  Little  Rock  72205 

601  Scott,  Little  Rock  72201 

500  S.  University,  Little  Rock  72205 

5326  W.  Markham,  Little  Rock  72205 

630  Medical  Towers  Bldg.,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

600  Medical  Towers  Bldg.,  Little  Rock  72205 - 

500  S.  University,  Little  Rock  72205 

1100  Medical  Towers  Bldg..  Little  Rock  72205 

13th  and  Marshall,  Little  Rock  72203 

403  Donaghey  Bldg.,  Little  Rock  72201 

601  Scott,  Little  Rock  72201 - 

4301  W.  Markham,  Little  Rock  72201 

750  Medical  Towers  Bldg.,  Little  Rock  72205 

Little  Rock 

3500  S.  Unive'-sity,  Little  Rock  72204 

4301  W.  Markham,  Little  Rock  72201 

1100  Medical  Towers  Bldg.,  Little  Rock  72205 

..4815  W.  Markham,  Little  Rock  72205 

P.  O.  Box  5270.  Little  Rock  72215 

500  S.  University,  Little  Rock  72205 

260  Medical  Towers  Bldg.,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205  


661-5925 

664-5860 

664-1762 

661-5683 

225-9222 

664-2245 

227-5240 

375-4419 

-...758-1002 

225-2478 

224-3424 

...758-1002 

- 771-1927 

-758-1620 

- 664-1616 

758-2588 

227-8000 

661-5240 

225-3666 

225-9755 

- - 666-0142 

663-5413 

227-8074 

664-1500 

227-4750 

227-7596 

661-5270 

661-5260 

227-3532 

661-5761 

868-5P82 

225-9755 

227-2771 

664-4117 

664-0804 

227-6350 

664-4381 

227-0680 

6A3-7697 

375-3376 

664-6980 

661-5350 

664-4324 

664-4117 

664-9116 

664-4532 

227-2888 

.....227-0680 

565-60^6 

.372-8361,  Evt.  383 

371-1166 

661-6173 

982-4551 

664-3914 

661-4180 

661-6177 

664-3914 

227-5210 

664-4500 

372-8361 

227-2771 

663-3623 

664-1500 

758-1651 

982-4551 

663-4747 

227-6363 

372-0316 


...372-8361 
..664-7710 
...758-1002 
.374-7796 
...758-1022 
...66 1 -50 ''O 
...374-6338 
...835-6800 
.664-3914 
...227-50E0 
...375-8273 
...664-2277 
...664-6603 
...224-0400 
...661-5000 
...666-0106 
...664-8505 
...666-0126 
...227-9434 
...664-4171 
...227-5240 
...661-6300 
...375-5543 
...375-8273 
...661-5680 
...225-0880 

...562-4838 

...661-5740 

227-5240 

...661-22^2 

...664-7600 

..661-0360 

.224-2447 

.666-5922 

.664-1762 
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PDC Dungan,  William  T 

FP Durham.  James  W 

PH Easley,  Edgar  J 

ORS  Easter.  Rex  M 

4- Eaves.  James  B 

P Eckar.-,  Emile  P 

AN  Edge.  Otis  H 

GP Evans,  Gilbert  C.  

GP Farmer,  Joseph  F 

FP Farris.  Guy  R 

IM Fendley  Jack  T. 

R Ferris,  Ernest  J 

FP Fewell,  Ronald  D 

GS Fielder,  Charles  R 

R Fincher,  Robert  L 

U Finkbelner,  Alex  E 

PD Fiser.  Robert  H..  Jr 

GP Fitzgibbon,  Carney,  Jr 

FP Flack.  James  V..  Jr 

NS Flanigan,  Stevenson 

NS Flanigin.  Herman  F. 

P Fletcher,  Elizabeth  D 

NS Fletcher.  Thomas  M 

GYN Floyd.  Bill  G 

Fortson  Wayne  E. 

PP Foster.  Julian  L 

U Fraiser,  L.  P 

PD Fraser.  Eric  A 

OPH Fraunfelder,  F.  T 

D Fulmer,  H.  Ray 

OPH Fulmer,  John  M. 

FP Fulton,  William  L 

CD Galbraith,  Jo  Etta 

N Galbraith  Robert  C. 

OTO  Gay,  Ellery  C.,  Jr 

N Gibson,  Gordon  L 

NS Giles,  Wilbur  M 

GYN Gillespie,  A.  Tharp 

PD Glenn.  Robert  E 

AN Glenn,  Wayne  B 

END Glover,  Lawson  E 

R Glover,  William  C 

P Good,  Henry  H 

A Gordon,  Vida  H 

PD. Gosser,  Bob  L 

GS Graham,  G.  Grimsiey 

R Gray,  Edwin  F 

•*GE Greenway,  C.  Don 

-h -...Gresham,  Edward  A 

IM Greutler,  John  E 

ORS Grimes,  H.  Austin 

GS Growdon,  James  H 

FP Gustavus,  John  L 

GYN Hagler,  James  L 

IM Hall.  Alastair  D 

OPH Hankins,  Edwin,  Ml 

OPH Hardberger,  R.  E 

AN Harger,  C.  Harold 

IM Harper,  Ernest  H 

FP Harper,  Gary  E 

P Harrendort,  Cagle 

R Harris,  Donald  R 

RHU - Harris,  Michael  N 

NM Harris,  William  T 

P Harrison,  A.  Vale 

FP Harrison,  Roy  E - 

PTH Harvllle,  William  E 

P Hawley.  Harold  B. 

GS Hayden,  William  F 

PS Hayes.  Harry,  Jr 

R Haynes.  W.  Ducote 

U Headstream,  James  W 

P Hearnsberger,  Henry  G..  Jr, 

**TS Hearnsberger,  John  E 

FP Hedges,  Harold  H 

A Hefley,  Bill  F 

P Henker,  Fred  O..  Ill 

GYN Henry.  Charles  R 

OPH Henry,  Forrest,  Jr 

N... Henry,  G.  Morrison 

PD Henry,  Robert  L 

IM Herron,  Jerry  M 

AN Hickey,  Joseph  P 

FP Hodges,  William  B 

R Holder,  John  C. 

**FP Holder,  Robert  E. 

GS Hcllenberg.  Henrv  G. 

P Hollis,  Nicholas  T 

FP Holmes.  Harlan  C 

GS Holt  L.  Gordon  

R Holton,  Jerry  C 

D Honeycutt,  W.  Mage 

R Hooper.  Anthony  C 

PH Hotchkiss,  Robert  L 

P Howard,  John  G. 

N Howell,  Coburn  S.,  Jr 

ORS Hundley,  John  M 

ORS  Hutson,  Harold  G 

ADM Jackson,  George  W,. 

FP  Jackson,  M.  A 

ORS Janecki,  Chet  J. 

D Jansen,  G.  Thomas 

PTH Johnson,  B.  Richard 

CD Johnson,  Ben  D 

IM Johnson,  Henry  D 


-4301  W.  Markham,  Little  Rock  72201 

..P.  O.  Box  805.  Jacksonville  72076 - 

...4815  W.  Markham.  Little  Rock  72205 

..601  N.  University.  Little  Rock  72205 

.4301  W.  Markham,  Little  Rock  72201 

..4313  W.  Markham,  Little  Rock  72205 

..  500  S.  University,  Little  Rock  72205 

4942  W.  Markham.  Little  Rock  72205 

...9501  N.  Rodney  Parham  Rd.,  Little  Rock  72207... 

...6213  Lee.  Little  Rock  72205 

.2500  McCain  Place,  North  Little  Rock  72116 

...4301  W.  Markham,  Little  Rock  72201 

....P.  O.  Box  459.  Jacksonville  72076 

....406  Pershing,  North  Little  Rock  72II4 

. ..1100  Medical  Towers  Bldg.,  Little  Rock  72205 

...4301  W.  Markham,  Little  Rock  72201 

...4301  W.  Markham,  Little  Rock  72201 

.410  S.  Martin,  Little  Rock  72205  (Res.) 

.424  N.  University,  Little  Rock  72205 

.4301  W,  Markham,  Little  Rock  72201 

4301  W.  Markham,  Little  Rock  72201 

....4313  W.  Markham,  Little  Rock  72205 

. 500  S.  University,  Little  Rock  72205 

.210  Doctors  Park  Bldg.,  Little  Rock  72205 

...  Kilgore,  Texas 

3500  S.  University,  Little  Rock  72204 

200  Doctors  Park  Bldg.,  Little  Rock  72205 

..516  Pershing,  North  Little  Rock  72114 

...4301  W.  Markham,  Little  Rock  72201 

.1414  Donaghey  Bldg.,  Little  Rock  72201 

...  5410  W.  Markham,  Little  Rock  72205 

...513  Main,  North  Little  Rock  72114 

500  S.  University,  Little  Rock  72205 

.300  Medical  Towers  Bldg..  Little  Rock  72205 

. ..1200  Medical  Towers  Bldg.,  Little  Rock  72205 

...300  Medical  Towers  Bldg.,  Little  Rock  72205 

....750  Medical  Towers  Bldg.,  Little  Rock  72205 

...500  S.  University,  Little  Rock  72205 

...516  Pershing,  North  Little  Rock  72114 

...500  S.  University,  Little  Rock  72205 

...10001  Lile  Dr.,  Little  Rock  72205 

....MOO  Medical  Towers  Bldg.,  Little  Rock  72205 

..Rt.  6.  50  Westwind  Dr.,  North  Little  Rock  72118. 

. ..9501  N.  Rodney  Parham  Rd.,  Little  Rock  72207 

...516  Pershing,  North  Little  Rock  72114 

...990  Medical  Towers  Bldg..  Little  Rock  72205 

...11901  Fairway  Dr.,  Little  Rock  72212  (Res.) 

...  4301  W.  Markham,  Little  Rock  72201 

4301  W.  Markham,  Little  Rock  72201 

.501  N.  University,  Little  Rock  72205 - 

....P.  O.  Box  5270.  Little  Rock  72215 

...500  S.  University,  Little  Rock  72205 

...2003  Fendley,  North  Little  Rock  72116 

...500  S.  University,  Little  Rock  72205 

...500  S.  University,  Little  Rock  72205 

....500  S.  University,  Little  Rock  72205 

...405  N.  University,  Little  Rock  72205 

....1150  Medical  Towers  Bldg.,  Little  Rock  72205 

...400  Pershing,  North  Little  Rock  72114 

..500  S.  University,  Little  Rock  72205 

...500  S.  University,  Little  Rock  72205 

...P.  O.  Box  7509,  Little  Rock  72217 

....400  Pershing,  North  Little  Rock  72114 ... 

.,..500  S.  University,  Little  Rock  72205 

...930  Medical  Towers  Bldg.,  Little  Rock  72205 

...8824  Chicot  Rd.,  Little  Rock  72209 

....9600  W.  12th  Little  Rock  72205 

...701  Pulaski.  Little  Rock  72201  

, 500  S.  University,  Little  Rock  72205 

...500  S.  University,  Little  Rock  72205 

...500  S.  University,  Little  Rock  72205 

....500  S.  University,  Little  Rock  72205  

...4313  W.  Markham,  Little  Rock  72205 

...300  E.  Roosevelt  Rd.,  Little  Rock  72206 

...424  N.  University,  Little  Rock  72205 

....P.  O.  Box  5675,  Little  Rock  72215  

4301  W.  Markham,  Little  Rock  72201 - 

...500  S.  University,  Little  Rock  72205 

. ..516  Scott.  Little  Rock  72201  

.300  Medical  Towers  Bldg.,  Little  Rock  72205 

. 500  S.  University,  Little  Rock  72205 

..890  Medical  Towers  Bldg.,  Little  Rock  72205 

1150  Medical  Towers  Bldg.,  Little  Rock  72205 

1800  Maple,  North  Little  Rock  721 14 

...4301  W.  Markham.  Little  Rock  72201 

..  .13th  & Wolfe,  Little  Rock  72202 

..500  S.  University.  Little  Rock  72205 

...  P,  O.  Box  4042,  Little  Rock  72214 

...1160  Medical  Towers  Bldg.,  Little  Rock  72205.... 

. 5326  W.  Markham,  Little  Rock  72205 

. 500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

4301  W.  Markham.  Little  Rock  72201 

4815  W.  Markham,  Little  Rock  72205 

790  Medical  Towers  Bldg.,  Little  Rock  72205 

300  Medical  Towers  Bldo.,  Little  Rock  72205  ... 

412  Cross,  Little  Rock  72201 

110  Doctors  Park  Bldg.,  Little  Rock  72205 

4313  W.  Markham,  Little  Rock  72205 

1304  Wright  Ave.,  Little  Rock  72206 

300  E.  Roosevelt  Rd.,  Little  Rock  72206 

500  S.  University,  Little  Rock  72205 

9600  W.  12th,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 


661-5991 

- 982-4551 

661-2123 

666-0144 

661-5000 

.664-4500,  Ext.  201 

664-8489 

664-4127 

225-2594 

664-2115 

771-0300 

661-5740 

982-2141 

758-1620 

227-5240 

661-5240 

661-5991 

666-8861 

664-4810 

661-5270 

661-5270 

664-4500 

664-0327 

224-6770 

562-4838 

225-9755 

758-1530 

661-5150 

374-1649 

664-3142 

375-2433 

664-5860 

227-4750 

227-5050 

227-4750 

225-0^80 

664-9555 

758-1530 

664-4532 

227-8000 

227-5240 

771-1187 

227-8545 

758-1530 

227-9080 

224-0220 

661-5000 

661-5000 

663-8319 

664-7600 

664-4146 

758-9350 

664-5330 

664-0027 

...  666-0311 

661-0450 

227-7590 

227-8000 

661-0480 

663-6346 

664-8573 

227-8000 

664-3914 

225-7433 

562-8600 

227-2888 

371-3030 

664-2434 

666-2811 

664-3914 

664-4365 

664-4500 

372-8361 

664-4810 

227-5210 

661-5266 

664-4191 

374-6338 

227-4750 

664-4044 

224-0110 

227-7590 

758-1450 

661-5740 

661-6300 

664-4747 

664-3926 

225-6123 

666-9442 

664-3914 

664-4161 

661-574) 

66^1 -2000 

227-6370 

227-4750 

375-5338 

227-4150 

664-4500 

374-7940 

.372-8361,  Ext.  270 

. 664-4161 

227-2888 

661-0300 

664-4171 
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Address 


Telephone 

Number 


Type  of 

Practice  Member's  Name 


FP  . 
ORS 
OBG. 

A.  . .. 
ORS 
GS.. .. 

D , 
RD 
NS 
R 

RD  .. 
AN  , .. 
FP 
IM 
FTH. 

D 

FP  . 
PD, 

GS  ... 
PDA 

CD.  .. 

P 

AN 
P . 

P 

GYN 

OM 

GS, 

OBG 

OTO 

OPH 

R.  , 

R 

FP  . 
RD  ... 

AN 

A 

RHU. 
FP  .. 
OBG.. 
ORS.. 
GE  . 
FP 

CD.  .. 
R 

GS 
ORS 
U . 
ORS. 

PD 

N 

GS  . 

GS 

FP 

IM 

PTH 

GP 

PUD, 

HEM 

A 

P 

CD  ., 

AN 

N 

OPS 

NEP. 

FP  

IM  . 
OTO. 
ADM 
D .... 
NS...  . 
U . 
GS  , . 
IM 
OBG 

TS 

IM 

R 

ORS. 

IM 

GE  .. 

ORS. 

GP. 

P 

R 

GYN 

PTH. 

GS... 

FP  ... 

FP  , . 

OTO. 

OBG. 

ORS.. 

OBG 

IM 

GP 

FP. 

ORS. 

R 

ORS. 

R . . 
RD 


Johnson,  J.  Albert 

Johnson,  Philip  H 

Johnson,  Spencer  L 

Johnston,  Thomas  G. 

Jones,  Kenneth  G 

Jones,  Robert  D 

Jones.  William  N.  

Jordan,  William  K 

Jouett,  W.  Ray 

Joyce,  John  W 

...Junkin,  Ruth  H. 

Kaemmerling,  Raymond  E 

Kaqy,  John  K 

. Kahn,  Alfred,  Jr 

. Kalderon  Albert  E 

Keeran  Michael  G 

Kennedy,  Charles  H. 

Kennedy,  H.  Frazier 

Kilbury,  Merlin  J.,  Jr 

KUtler,  Fred  J 

Kizziar,  Jim  C 

Koehler,  Thomas  R 

Kolb,  Agnes  C 

..Kolb,  W.  Payton 

Kozberg,  Oscar 

..  Kreth,  Kay  M. 

Krygier,  Albln  J 

Kumpuris,  Frank  G 

Kwee,  James  T.  Y 

Kyser,  James  F 

Lenders,  James  H... 

Lane  John  W 

Langston  Harold  D 

Laurenzana,  Donald  A 

Lawson,  Mason  G 

Lawson,  Noel  W. 

Lee,  J.  Fred 

Leonard  Dona  Id  G. 

Leonard,  Garnett  J. 

Leou , Frank  J 

Lester,  Joe  K 

Levy.  Jerome  S.  

Lewellen  John  C.. 

-Lewis,  W.  Sexton 

Lile  Henry  A 

Lincoln  Ben  M 

Lipke,  Jay  M.  

Logan,  Charles  W 

Logue,  Richard  M 

Lowe,  Betty  Ann 

Lucy,  Dennis  D.,  Jr 

Ludwig,  Frank  R. 

Lyons,  Virqle  E.,  Jr 

Mallory,  George  L.,  Jr. 

Ma lott,  Jerry  D 

.Markland,  Gary  S. 

Marvin,  Horace  N.,  Jr.  (Wick) 

Mason.  William  L 

Massey  C.  Garnett 

Matthews  Joe  W. 

Matthews,  Robert  R 

Meacham,  Donald  F 

Means,  Paul  N. 

...  Miles,  David  A 

Millard,  I.  Leighton 

..  Miller,  C.  Lindsey 

Miller,  Forrest  B.,  Jr 

Miller,  Raymond  P.,  Sr 

Milner,  E.  L 

Mitchell,  George  K 

Moore,  Burton  A 

Moore,  Jim  J 

Moore,  J.  Malcolm 

Moore,  Rex  N 

Moore,  Robert  B. 

Morgan  Frank  E 

Morris,  W.  Dale.  Jr,.... 

Morris,  Woodbridge  E 

Morrison,  James  R 

Morrissy,  Raymond  T 

Morse,  Jim  C 

Morton.  William  J 

Mulhollan.  James  S.  

Murphy,  James  E 

Murphy.  Randolph 

McAdoo,  Hosea  W.,  Jr 

McCaskill  Melvin  R 

McConnell,  John  D 

McCracken.  John  D. 

McCrary.  George  A 

McGowan,  Robert  J.,  Jr 

McGrew,  Robert  N 

McKelvey,  K.  David 

McKenzie,  Charles  N. 

McKnight,  C.  Allen 

McMillan,  James  A 

McMIllin,  F.  Lamar,  Sr 

Napper,  George  S 

Nasca,  Richard  J.. 

Nelson,  Alvah  J.,  Ill 

Nelson.  Carl  L.,  Jr 

Newbern,  David  H 

Nlsbett,  James  M 


P.  O.  Box  /■t7,  Jacksonville  72076 

P.  O.  Box  5270,  Little  Rock  72215 

500  S.  University,  Little  Rock  72205 

P.  O.  Drawer  A,  Little  Rock  72205 

..P,  O.  Box  5270,  Little  Rock  72215 

500  S,  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

P.  O.  Box  7545,  Little  Rock  72217  (Res.) 

750  Medical  Towers  Bldg.,  Little  Rock  72205  

1100  Medical  Towers  Bldg.,  Little  Rock  72205 

Route  3 Box  367'D,  Little  Rock  72211  (Res.) 

500  S.  University,  Little  Rock  72205 

I0I2I  N.  Rodney  Parham,  Little  Rock  72207 

1300  W.  6th.  Little  Rock  72201 

4301  W.  Markham,  Little  Rock  72201 

500  S.  University.  Little  Rock  72205 

3115  JFK  Blvd.,  North  Little  Rock  72116. 

500  S.  University,  Little  Rock  72205 

. 500  S.  University,  Little  Rock  72205 

P.  O.  Box  5675,  Little  Rock  72215 

lOOOl  Lile  Dr.,  Little  Rock  72205 

4313  W.  Markham,  Little  Rock  72205.. 

1150  Medical  Towers  Bldg.,  Little  Rock  72205 

230  Medical  Towers  Bldg.,  Little  Rock  72205 

-4313  W.  Markham,  Little  Rock  72205. 

...417  N.  University,  Little  Rock  72205 

615  Main  Little  Rock  72201 

415  N.  University.  Little  Rock  72205 

310  Doctors  Park  Bldg.,  Little  Rock  72205  

900  Medical  Towers  Bldg.,  Little  Rock  72205  

500  S.  University,  Little  Rock  72205 

1 100  Medical  Towers  Bldg.,  Little  Rock  72205  

C.A.R.T.I.  Markham  & University,  Little  Rock  72205, 

...  3423  Pike  Ave.,  North  Little  Rock  72118 

200  Ridgeway,  Little  Rock  72205  (Res.) 

4301  W.  Markham.  Little  Rock  72201 

P.  O.  Drawer  A,  Little  Rock  72205 

-lOOOl  Lile  Dr.,  Little  Rock  72205 

...3115  JFK  Blvd.,  North  Little  Rock  72116 

1050  Medical  Towers  Bldg.,  Little  Rock  72205 

...1518  Main,  North  Little  Rock  72114 

500  S.  University,  Little  Rock  72205 

...8824  Chicot  Rd.,  Little  Rock  72209 

700  Medical  Towers  Bldg.,  Little  Rock  72205  

...MOO  Medical  Towers  Bldg.,  Little  Rock  72205 

....  5326  W.  Markham,  Little  Rock  72205 

601  N.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

601  N.  University,  Little  Rock  72205 

804  Wolfe  St.,  Little  Rock  72202 

4301  W.  Markham,  Little  Rock  72201 

406  Pershing,  North  Little  Rock  72114 

500  S.  University,  Little  Rock  72205 

....4511  Lynch  Dr,  North  Little  Rock  72117  

670  Medical  Towers  Bldg.,  Little  Rock  72205 

9600  W.  12th.  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

1120  Medical  Towers  Bldg.,  Little  Rock  72205 

P.  O.  Box  5675,  Little  Rock  72215 

4301  W.  Markham,  Slot  568,  Little  Rock  72201 

.690  Medical  Towers  Bldg.,  Little  Rock  72205 

1150  Medical  Towers  Bldg.,  Little  Rock  72205... 

, .500  S.  University,  Little  Rock  72205 

. P.  O.  Box  5270,  Little  Rock  72215 

. .350  Medical  Towers  Bldg.,  Little  Rock  72205 

. 3500  S.  University.  Little  Rock  72204 

5918  Lee,  Little  Rock  72205  

500  S.  University,  Little  Rock  72205 

P.  O.  Box  2181  Little  Rock  72203  

500  S.  University  Little  Rock  72205 

507  N.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

. . P.  O.  Box  459,  Jacksonville  72076 

5918  Lee,  Little  Rock  72205 

410  Pershing,  North  Little  Rock  72114 _... 

200  Medical  Towers  Bldg..  Little  Rock  72205 

5326  W.  Markham,  Little  Rock  72205 

500  S.  University,  Little  Rock  7220i 

. ..P04  Wolfe  St.,  Little  Rock-  77707  

..500  S.  University.  Little  Rock  72205 

lOOOl  Lile  Dr.,  Little  Rock  72205  

...  500  S.  University,  Little  Rock  72205. 

1800  Maple,  North  Little  Rock  72114 

4313  W.  Markham,  Little  Rock  72205 

1100  Medical  Towers  Bldg.,  Little  Rock  72205 

...  500  S.  University,  Little  Rock  72205 

P.  O.  Box  5507.  Little  Rock  72215 

1000  Medical  Towers  Bldg.,  Little  Rock  72205 

P.  O.  Box  805,  Jacksonville  72076 

424  N.  University,  Little  Rock  72205 

1200  Medical  Towers-  Bldg.,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

Pn2  N.  University,  Little  Rock  72205 

. .800  Medical  Towers  Bldg.,  Little  Rock  72205 

670  Medical  Towers  Bldg.  Little  Rock  72205 

1311  Louisiana,  Little  Rock  72202 

513  Main,  North  Little  Rock  72114  

1100  N.  University,  Little  Rock  72207 

500  S.  University,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

500  S.  University,  Little  Rock  72205 

517  E.  7th,  Little  Rock  72202  (Res,)..._ 


982-4525 

664-7600 

661-171 1 

664-3904 

664-7600 

664-4747 

664-0418 

NF 

225-0880 

227-5240 

821-3276 

664-8489 

224-2525 

374-5588 

661-5171 

664-4161 

753-9464 

664-41 17 

661-0940 

227-5210 

227-8000 

664-4500 

227-7590 

225-0887 

664-4500,  Ext.  404 

663-9441 

374-6371 

664-1521 

227-7555 

.....227-8501 

664-1104 

227-2771 

664-°573 

753-3661 

663-4834 

661-61 14 

664-3904 

227-8000 

7P3-9.164 

224-1080 

375-0102 

664-4181 

562-8600 

227-4434 

227-5240 

664-6705 

666-0144 

664-4364 

666-0144 

376-4621 

661-5134 

758-1620 

664-2434 

945-9271 

224-2424 

227-2888 

661-0480 

661-9393 

227-6770 

227-5210 

661-5903 

227-7596 

227-7590 

664-3018 

664-7600 

224-2141 

562-4838 

664-2500 

664-4318 

378-2133 

664-4161 

664-4560 

664-4364 

982-2141 

664-2500 

758-1022 

224-5666 

664-2111 

664-3914 

376-4621 

661-9741 

227-8(r0 

661 -0350 

758-1640 

664-4500 

227-5240 

664-4131 

664-2593 

227-8180 

982-4551 

664-4810 

227-5050 

664-8490 

666-0251 

227-5885 

224-2424 

378-0770 

375-2433 

664-7710 

664-3914 

661-5252 

664-3914 

375-2252 
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Type  of 

Telephone 

Practice 

Member’s  Name 

Address 

Number 

ORS 

227-4150 

R 

225-1860 

PH  . , 

1700  W,  13th,  Little  Rock  72202 

376-451 1 

GP 

664-0769 

P 

664-4500 

ADM  ... 

O'Neal,  Walter  H 

9600  W.  12th,  Little  Rock  72205 

. ..  227-2673 

PTH 

Orr,  Willian'.  S.,  Jr...  . 

. St.  Vincent  Infirmary.  Little  Rock  72201 

661-3371 

GS  . 

227-8180 

PTH 

661-3371 

ADM 

312-664-4050 

OT 

227-5050 

OPH 

666-9632 

GS 

227-9080 

PTH.. 

P.  O.  Box  5507,  Little  Rock  72215 

664-2593 

CHP 

661-5800 

OPH 

661-5151 

OPH 

M03  Main  North  Little  Rock  72114 

376-2840 

GS 

P.  O.  Box  13  North  Little  Rock  72115 

.374-4821 

GS 

664-4321 

AN 

Pollard,  A.  E 

.500  S.  University,  Little  Rock  72205  

664-4533 

R 

663-9352 

PS 

227-6164 

GE 

664-6980 

CD 

664-9535 

IM 

375-3231 

RD 

663-5269 

R 

,4301  W.  Markham,' Little  Rock  72201  ' 

661-5740 

FP  

562-1463 

IM 

5918  Lee,  Little  Rock  72205 

664-2500 

N 

..  ..  .4301  W.  Markham  Little  Rock  72201 

661-5134 

PH 

..  661-21  II 

FP  

982-1171 

D 

664-4161 

IM 

227-8000 

GS 

372-8361  Ext.  331 

RD  

4 Edgehill  Rd.  Little  Rock  72207  (Res.)  

663-1570 

PUD 

224-0110 

NS 

225-O'’P0 

U 

661-52^^0 

OBG 

227-6377 

IM 

Rt.  2 Box  154-B  Conway  72032  (Res.)  

327-5440 

P . 

Reese,  William  G 

4301  W.  Markham,  Slot  506.  Little  Rock  72201 

661-5266 

R 

664-3914 

R 

664-3914 

GS 

Richardson,  Robert  E 

500  S.  University.  Little  Rock  72205  

664-4321 

GP 

. .8824  Chicot  Rd.  Little  Rock  72209  

562-86C0 

FP  

R'egler,  Nicholas  W.,  Jr 

1024  Scott,  Little  Rock  72202 

375-3326 

GS  

1300  N.  Hughes  Little  Rock  72207  (Res.) 

666-7314 

FP 

562-4838 

CHP 

4301  W.  Markham’  Little  Rock  72201  

661-5=10 

FP 

372-5253 

OPH 

374-6491 

IM 

664-8784 

IM 

372-3361,  Ext.  609 

OBG 

664-4131 

FP 

562-4838 

RD 

663-7502 

GYN 

.224-3077 

ORS 

SOI  W.  25th  North  Llttfe  Rock  72114 

758-2046 

RD 

961-9228 

ORS _.... 

500  S.  University  Little  Rock  '72205 

...664-8515 

GYN 

664-8200 

HEM 

lOOOl  Lile  Dr.  Little  Rock  72205 

227-8000 

PTH 

661-5170 

Rothert,  Frances  C 

Guatemala  City.  Guatemala 

OTO 

664-9082 

OPH 

970  Medical  Towers  Bldg.,  Little  Rock  72205  

227-6980 

PTH. 

661-3373 

R 

. . 4301  W.  Markham  Little  Rock  72201 

661-5740 

OTO 

520  W.  26th,  North  Little  Rock  72114 

758-6560 

ORS.. 

227-4150 

FP 

661-5371 

CDS 

664-6050 

ORS 

664-9446 

FP 

758-1002 

OPH 

224-4484 

IM  

lOOOl  Lile  Dr.,  Little 'Rock  72205 

227-8000 

GS 

227-7200 

OPH... 

664-5354 

ORS 

666-2824 

P 

661-5266 

ORS 

227-4150 

OBG 

227-7555 

IM  

.375-2801 

P 

753-5180 

PD 

661-5992 

GS 

375-5543 

R 

4301  W.  Markham,'  Little  Rock  72201  

661-5760 

AN  

, 227-7590 

GYN 

664-2277 

GE 

664-6980 

P 

I2II5  Hinson  Rd’’  Little  Rock  72212 

..227-0680 

CD  

224-6525 

OBG 

227-7555 

GP  

778-11  II,  Evt.  381 

OPH 

37'-M9l 

OPH 

7107  W l?th  Little  Rock  72204  

666  8‘'27 

FP  

666-6570 

OTO 

1415  W,  6th  Little  Rock  72201  

372-0036 

GYN  

. 5326  W.  Markham  Little  Rock  72205  

664-1527 

R 

■■SOI  W.  Markham’  Little  Rock  72201  

66l-57r!0 

A . .. 

Smith.  Purcell.  Jr 

P.  O.  Box  5675.  Little  Rock  72215  

227-5210 
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Type  of 
Practice 


Member's  Name 


Address 


Telephone 

Number 


GE Smith 

PD Smith 

OTO Smith, 

RD Snodgrass.  William 

ORS Sorrells,  R. 

RD Spitzberg,  Irving  J 

PUD Squire,  Arthur  E..  J 

Stainton,  Robert  M 

IM Stanley,  Joe  P 

ORS Steele,  William  L 


Thomas  J.. 409  N.  University.  Little  Rock  72205 6^4-6980 

Thomas  W 500  S.  University,  Little  Rock  72205 «... 664-41 17 

Tom..:......; 330  Medical  Towers  Bldg.,  Little  Rock  72205 **.*'"**.227-4863 

„ 3850  B Rue  Maison.  Mobile.  Alabama  36608  (Res.)  205-342-4845 

Barry.... p.  Q,  Box  5270,  Little  Rock  72215 1 .*.’Z‘'Z'.'Z*Z .664-7600 

J 307  N.  Cedar,  Little  Rock  72205  (Res.) 663-6877 

lOOOl  Lile  Dr.,  Little  Rock  72205 227-8000 

300  E.  Roosevelt  Rd.,  Little  Rock  72206 372-8361 

Pike  Plaza  Center,  North  Little  Rock  72114 758-9823 

MOO  N.  University,  Little  Rock  72207. 664-7710 


Steinkamp,  Ruth  C .4815  W.  Markham,  LittI 

Sternberg,  Jack  J 800  S.  University,  Little 


Stewart,  Bill  D.. 

Stotts,  John  R 

Stout,  Kimber  M. 
Strauss,  Alvin  W., 
Strauss,  Mark 


ONC 

TS 

FP 

CD 

FP 

IM 

PD.. 

PS 

OTO. 

U.,  .. 

P. 

ORS.. 

PH 

OBG. 

IM 

PD 

GE 

OPH 
ORS... 

GS 

CD 

OTO Thompson 

OS Thompson, 

AN Thompson, 

ORS Thompson, 

P - Thompson, 

ORS Thompson, 

ADM Thorn,  G. 


; Rock  72205 661-2235 

Rock  72205 661-0060 


415  N.  University,  Little  Rock  72205.. 

5905  "R"  St.,  Little  Rock  72207 

2500  McCain  PL,  North  Little  Rock  72116.. 

J’’ 1026  Donaghey  Bldg.,  Little  Rock  72201 

^ 1026  Donaghey  Bldg.,  Little  Rock  72201.. 

■Stroope,  George  F 51^  Pershing,  North  Little 

Stuckey,  James  G 500  5.  University,  Little 

Suen,  James  Y 4301  W.  Markham,  Little  Rock  72201 661-5140 

Sulieman,  J.  Samir 518  W.  26th,  North  Little  Rock  72114  ...  758-6111 

Sundermann,  Richard  H 4301  w.  Markham,  Slot  568,  Little  Rock  72201 661-5900 

^"^rd,  David  T 4301  w.  Markham,  Little  Rock  72201.. 661-5251 

Swmdoll,  Bryant  S 4815  w.  Markham,  Little  Rock  72205 661-2124 

Talley,  H.  Aubry 500  S.  University,  Little  Rock  72205 664-4131 

Taylor,  Eugene  H iqoOI  Lile  Dr.,  Little  Rock  72205 227-8000 


664-1521 

663-9415 

771-0300 

372-1828 

372-1828 

Rock  72114 758-1530 

Rock  72205 664-4383 


Teeter,  John  A 50O 

Texter,  E.  Clinton 4301 

Thomas,  A.  Henry 500 

Thomas,  Jerry  L 50O 

Thomas,  Peter  0 1310  Cantrell  Rd. 

Thompson,  A.  J 5QQ  5.  University 

Albert  R.... 500  S.  University 


S.  University, 
W.  Markham, 
S.  University, 
$.  University, 


72205 .....664-41 17 

72201 661-5177 

72205 664-8445 

72205 661-0350 

72201 ...374-5703 

72205 664-5860 

72205 664-4381 


AN 


Little  Rock 
Little  Rock 
Little  Rock 
Little  Rock 
Little  Rock 
Little  Rock 

Little  Rock 

Bernard  W 300  E.  Roosevelt  Rd.,  Little  Rock  72206 372-8361 

Dola  S 4301  W.  Markham,  Little  Rock  72201 661-6114 

Lawrence  L. |3|0  Cantrell  Rd.,  Little  Rock  72201 375-5381 

Robert  M 819  University  Tower  Bldg.,  Little  Rock  72204 ...664-2444 

Samuel  8 ||00  N.  University,  Little  Rock  72207 664-7710 

R^ax St.  Vincent  Infirmary,  Little  Rock  72201 661-3154 

■R"  St.,  Little  Rock  72207 663-9415 

661-5740 

666-0136 

372-8361 


FP Tilley,  Stephen 59O5 

R'3 Tirman,  Robert  M 43OI  W.  Markham,  Little  Rock  72201... 

Tolbert,  Louis  E.,  Jr 500  S.  University,  Little  Rock  72205.... 

'^bM Towbin,  Eugene  J 300  E.  Roosevelt  Rd.,  Little  Rock  72206. 


Tseng,  Jyi-Ming ||50  Medical  Towers  Bldg.,  Little  Rock  72205.. 

Tudor,  John  M.,  Jr Salt  Lake  City,  Utah 

Valentine,  Robert  G 2800  Percy  Machln  Dr., 


Ext.  291 
227-7590 


North  Little  Rock  72114.. 


.,758-4806 


AN 

AN  Vaughter,  W.  Roger ^ Ken  Circle,  Little  Rock  72207  (Res.) 664-3789 

PP  Wade,  William  1 424  N.  University,  Little  Rock  72205 664-4810 

Wagoner,  Jack 5918  Lee,  Little  Rock  72205 664-2500 


IM.. 


RD 

GS. 

AN 

AN 

FP.. 


PD Warford 

N Warford 

OPH  . . . Watkins, 

IM  Watkins, 

NS  Watson, 

•*OBG Wayman 

ORS.. Webe 


Wallis,  Charles 5909  Country  Club,  Little  Rock  72207  (Res.) 663-2132 

Walt,  James  R 500  S.  University,  Little  Rock  72205 — 664-4146 

Wang,  Jerry  S.  Y ||50  Medical  Towers  Bldg.,  Little  Rock  72205 227-7590 

Ward,  Joseph  P 1150  Medical  Towers  Bldg.,  Little  Rock  72205 227-7590 

Ward,  Mildred  E p.  O.  Box  456,  Cherokee  Village  72525  (Res.) 257-2754 


Lloyd  R 500 

Walton  R VA 

John  G 230 

Larry  S 500 

Robert ...750 

J.  David 4301 

Edward  R. 4301 


PP Weber,  James  R P.  O.  Box  188,  Jacksonvi 

CDS Weiss,  John  8 _430l  W.  Markham,  Little 

NEP  Wellons,  James  A.,  Jr .890  Medical  Towers  Bldg., 

1 1^ Wells,  Travis  L 216  Donaghey  Bldg.,  Little 


GS Wenger,  Carl  E 

ONC Westbrook,  Kent 


S.  Universiiy,  Little  Rock  72205 664-4044 

Hospital,  North  Little  Rock  72114 372-8361,  Ext.  691 

Doctors  Park  Bldg.,  Little  Rock  72205 227-6797 

S.  University,  Little  Rock  72205 661-9740 

Medical  Towers  Bldg.,  Little  Rock  72205 225-0880 

W.  Markham,  Little  Rock  72201 .661-5921 

Rock  72201 661-5251 

le  72076 982-2108 

Rock  72201 661-6186 

Little  Rock  72205 - .224-0110 

Rock  72201 375-7121 


W.  Markham,  Little 


C.. 


p 

?‘^n  1 

GP 

White,  Oba  B 

908 

P 

4313 

RD 

Wilbur,  E.  Lloyd 

3 w 

GP  

5322 

CDS 

200  1 

CDS 

4301 

NS 

750  \ 

AN  . 

. 500 

CD 

500 

ORS 

601 

OPH 

500 

IM  .. 

2500 

IM 

...240  1 

GYN 

500 

FP 

Wortham,  Thomas  H 

p.  0, 

END... 

Wvnn.  James  O 

4301 

330  Doctors  Park  Bldg.,  Little  Rock  72205 227-6363 

W.  Markham,  Little  Rock  72201 661-6175 

viedical  Towers  Bldg.,  Little  Rock  72205 225-0777 


High  St.,  Little  Rock  72202 

W.  Markham,  Little  Rock  72205 

'ingate  Dr.,  Little  Rock  72205  (Res. 
W.  Markham,  Little  Rock  722(35..  . 
Medical  Towers  Bldg 
W.  Markham,  Little 
Medical  Towers  Bldg. 

S.  University,  Little 
S.  University,  Little 
N.  University,  Little 
5.  University,  Little 
McCain  PL,  North 
Doctors  Park  Bldg., 


374-3609 

664-4500 

225-1252 

663- 41 14 

224- 5666 
661-6175 

225- 0880 

664- 4532 


, Little  Rock  72205 

Rock  72201 

, Little  Rock  72205.. 

Rock  72205 

Rock  72205 664-9040 

Rock  72205 666-0144 

Rock  7205 664-1104 

Little  Rock  72116 771-0300 

Little  Rock  72205 227-6659 


S.  University,  Little  Rock  72205 664-6127 

. Box  459,  Jacksonville  72076 982-2141 


Markham,  Little  Rock  72201 

PTH Young,  Douglas  E 9600  W.  12th,  Little  Rock  72205 

U Young,  Jerry  M 406  Pershing,  North  Little  Rock  72114 

# Young,  William  O Little  Rock 

D Zell,  Lawrence  M 1310  Cantrell  Rd.,  Little  Rock  72201 


.661-5000, 


Ext.  794 
.227-2888 
758-1310 

375-5381 


FP. 

FP.. 

FP.. 

FP,. 

FP.. 

GP 

GS 


GP. 

R... 


RANDOLPH  COUNTY 


Baltz,  Albert  L 110  W.  Broadway,  Pocahontas  72455,, 

Baltz,  M.  A NO  W.  Broadway,  Pocahontas  72455. 

Barre.  Hal  S P.  O.  Box  585.  Pocahontas  72455 

DeClerk,  Thomas  B _204  Thomasvllle,  Pocahontas  72455 

Scott,  William  W P.  O.  Box  585,  Pocahontas  72455 

Smith,  Norman  K 107  Van  Bibber,  Pocahontas  72455  ... 

Wyllie,  James  J 308  W.  Broadway,  Pocahontas  72455.. 

SALINE  COUNTY 

Ashby,  John  W 302  W.  South  St.,  Benton  72015 

Ashby,  Robert  M 1215  N.  Main,  Benton  72015 


.892-3111 
892-311 1 
.892-3371 
.892-3344 
.892-3371 
.892-3389 
892-5100 


,778-4511 

.778-6555 
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Type  of 

Practice 

Member's  Name 

GS 

. 1 

PP 

# 

Callaway,  James  R 

1 

ORS 

^1 

PM 

1 

PM 



OBG 

< 

ORS 

PD 

GP 

it 

FP 

FP 

PP 

GP 

Jones,  Robert  E. 

FP  . 

Kirk,  Marvin  N 

FP  

Martindale,  J.  L 

P 

. Mizell,  Walter  S 

McNichol,  Ronald  W. 

AN 

PD 

PP 

GP 

OBG. 

..Thibault,  Frank  G.,  Jr 

P 

FP 

Thorn,  H.  B.,  Jr. 

GS 

GP 

GP 

Wriaht.  Harold  B. 

Address 


105  McNeil,  Benton  72015 

300  E.  Roosevelt  Rd.,  Little  Rock  72206, 
Benton 

,105  McNeil,  Benton  72015 

Benton  Services  Center,  Benton  72015 

Rt.  3,  Box  225,  Benton  72015  

910  N.  East,  Benton  72015 

105  McNeil,  Benton  72015 

151  l-B  W.  Sevier  St.,  Bauxite  72011 

P.  O.  Box  307,  Benton  72015 

, Tyler,  Texas 

,P.  O.  Box  AA,  Bryant  72022 

223  S.  Market,  Benton  72015 

.225  S.  Market,  Benton  72015 

225  S,  Market,  Benton  72015 

.P.  O.  Box  399,  Benton  72015 

.323  Short  St.,  Benton  72015 

.Benton  Services  Center,  Benton  72015  .. 
,.San  Antonio,  Texas 

,910  N.  East  Benton  72015 

P.  O.  Box  370,  Benton  72015 

P.  O.  Box  399,  Benton  72015 

Benton  Services  Center,  Benton  72015 

,910  N.  East,  Benton  72015 

4313  W.  Markham,  Little  Rock  72205 

.302  W.  South  St.,  Benton  72015 

,.105  McNeil,  Benton  72015 

.321  Short  St.,  Benton  72015 


SCOTT  COUNTY 

P.  O.  Box  249,  Waldron  72958.. 


Telephone 

Number 


778  7435 

372-8361 

778-0484 

778-IIII 

371-1906 

778-0426 

778-0484 

776-0781 

778-4511 

847-0289 

778-2722 

778-2722 

778-3608 

778-8264 

778-1 124 

778-11 1 1 

776  0052 

778-0421 

778-8264 

.778-1111,  Ext.  371 

778-0426 

664-45CO 

778-451 1 

778-7435 

776-0603 


637-311 1 


PD Aclin,  Richard  R 

RD Adams,  William  F 

ORS Alberty,  Joe  Paul 

EM Alexander,  R.  Kent 

•GS Anderson,  Paul  M 

OBG Atkins,  Jimmie  G 

GP Bailey,  Charles  W 

P Baker,  Max  A 

GE Barker,  Robert  C.,  Jr 

CD Bennett,  Fredrick  A.,  Jr 

AN Bird,  Carolyn  W 

D Bradford,  A.  C 

R Broadwater,  John  R 

ORS Brown,  Byron  L 

RD Brown,  James  A. 

ORS Buie,  James  Ft 

FP Busby,  James  D.. 

PD Cabell,  Ben  B 

R Cassady,  Calvin  R 

P Chambers,  A.  Pat 

P Chambers,  Donald  S 

AN Chamblln,  Don  W 

TS Clemmons,  Edward  E 

AN Coffman,  Edwin  L 

NEP Coleman,  Michael  D 

PD Conard,  Donna  J 

EM Conard,  Rey  D 

CRS Crigler,  Ralph  E 

"R Crow,  Neil  E 

R Culp,  William  C 

EM Cunningham,  Charles  S.... 

EM Darnall,  Ftarley  C 

PTH Davenport,  Leo 

CD Deaton,  John  M 

OBG DeGueurce,  James  F.,  111. 

Dennis,  Chris  F 

P Dorzab,  Joe  H 

OBG Ellis,  Homer  G 

R Erickson,  Clark  A 

OPH Faier,  Samuel  Z 

HEM Fecher,  Dennis  R 

U Feder,  Frederick  P. 

FP Felld,  T.  A.,  Ill 

OPH Felker,  Gary  V 

AN Fisher,  Robert  D 

PD Floyd,  Charles  H 

U Francis,  Darryl  R.,  Ill 

OTO Gedosh,  Edgar  A 

R Gill,  James  A 

CD Gilliland,  J.  Campbell 

PTH GIrkin,  R.  Gene 

RD Goldstein,  Davis  W 

AN Goodman,  Raymond  C 

EM Graves,  Stephen  C 

N Griggs,  William  L.,  Ill 

ORS Hathcock,  Alfred  B 

GS Hawkins,  S.  Wright 

U Hewett,  Archie  L 

GS Hoge,  Marlin  B 

OBG Holman,  James  F 

IM Holman,  William  A 

GS Holmes,  Williams  C.,  Jr. 

IM Hornberger,  Evans  Z.,  Jr, 

OPH Hughes,  Robert  P.,  Jr 

R Huskison,  William  T 

OBG Hyde,  Marshall  L 


SEBASTIAN  COUNTY 

..500  S.  16th,  Fort  Smith  72901 

..1100  Murta  Rd.,  Van  Buren  72956  (Res.) 

..300  N.  Greenwood,  Fort  Smith  72901 

...1311  S.  "I,”  Fort  Smith  72901 

...320  N,  Greenwood.  Fort  Smith  72901 

.1500  Dodson.  Fort  Smith  72901 

..P.  O.  Box  426,  Greenwood  72936 

...924  Adelaide,  Fort  Smith  72901 

...1500  Dodson,  Fort  Smith  72901 

.-Waldron  Road  at  Ellsworth,  Fort  Smith  72903 

..6819  S.  "T,"  Fort  Smith  72903  (Res.) 

...Waldron  Road  at  Ellsworth,  Fort  Smith  72903 

...1500  Dodson,  Fort  Smith  72901 

...100  N.  16th,  Fort  Smith  72901 

..6810  S.  "T,"  Fort  Smith  72903  (Res.) 

...1500  Dodson,  Fort  Smith  72901 

.100  S.  14th,  Fort  Smith  72901 

.312  S.  16th,  Fort  Smith  72901  

..P.  O.  Box  1612,  Fort  Smith  72902 

...924  Adelaide,  Fort  Smith  72901  

.924  Adelaide,  Fort  Smith  72901 

....1500  Dodson,  Fort  Smith  72901  

..522  S.  16th,  Fort  Smith  72901  

....1500  Dodson,  Fort  Smith  72901 

....1500  Dodson,  Fort  Smith  72901 

...10515  Meandering  Ct.,  Fort  Smith  72903  (Res.) 

...7301  Rogers,  Fort  Smith  72903 

..1500  Dodson,  Fort  Smith  72901 

...P.  O.  Box  1612,  Fort  Smith  72902 

....318  N.  Greenwood,  Fort  Smith  72901 

..1311  S.  "I,"  Fort  Smith  72901  

....7515  Westminster  PL.  Fort  Smith  72903  (Res.).... 

....922  Lexington.  Fort  Smith  72901 

....1500  Dodson,  Fort  Smith  72901 

....1500  Dodson.  Fort  Smith  72901 

..  .Address  Unknown 

....924  Adelaide,  Fort  Smith  72901 

....P.  O.  Box  3507,  Fort  Smith  72913 

....1500  Dodson,  Fort  Smith  72901 

.1500  Dodson,  Fort  Smith  72901 

.....1500  Dodson,  Fort  Smith  72901 

..720  Lexington.  Fort  Smith  72901 

...3600  N.  "O,"  Fort  Smith  72904  

..  .3000  Rogers,  Fort  Smith  72901  

1500  Dodson.  Fort  Smith  72901 

617  S.  16th,  Fort  Smith  72901  

600  S.  14th,  Fort  Smith  72901  

600  S.  16th,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901  

1500  Dodson,  Fort  Smith  72901 

922  Lexington,  Fort  Smith  72901 

7809  Horan  Dr.,  Fort  Smith  72903  (Res.) 

1500  Dodson,  Fort  Smith  72901 

7301  Rogers,  Fort  Smith  72903  

1500  Dodson,  Fort  Smith  72901 

. .1500  Dodson.  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903... 

600  S.  14th,  Fort  Smith  72901 

320  N.  Greenwood,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903... 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903... 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903... 

1311  S.  "I,"  Fort  Smith  72901 

3000  Rogers,  Fort  Smith  72901  

318  N.  Greenwood,  Fort  Smith  72901 

P.  O.  Box  3507,  Fort  Smith  72913 


.783-1085 
.474-8668 
.783-5970 
.441-4381 
.782-4066 
.782-2071 
..996-41 1 1 
.785-1428 
.782-2071 
..452-2077 
..452-6291 
.452-2077 
..782-2071 
..783-3604 
452-1231 
..782-2071 
.785-2431 
.782-7921 
.782-2071 
.785-1428 
.785-1428 
.782-2071 
..785-1413 
..782-2071 
...782-2071 
..452-0371 
...452-5100 
...782-2071 
..782-2071 
...783-6174 
.441-4381 
...452-2072 
.785-1447 
...782-2071 
...782-2071 

...785-1428 
...785-2411 
...782-2071 
...782-2071 
...782-2071 
. 782-7261 
...783-5158 
...782-8892 
...782-2071 
...783-3166 
...785-2604 
...782-6022 
...782-2071 
...782-2071 
...785-1447 
...452-4900 
...782-2071 
....452-5100 
.782-2071 
...782-2071 
...452-2077 
...785-2604 
...782-4066 
.452-2077 
....452-2077 
...452-2077 
...441-4601 
...782-8892 
...783-6174 
....785-2411 


289 


Type  of 

Practice 

Member's  Name 

FP 

Ingram,  Ralph  N 

ORS 

GS 

EM  . ... 

GYN 

RD  

CD  

ORS 

Knight,  William  E 

END  . ... 

PTH 

PTH 

OBG 

FP 

RD  

FP  

IM  . .. 

PTH  .... 

GS 

OTO 

AN 

IM.... 

Lewing,  Hugh  S. 

D 

FP 

Lilly,  Ken  E 

NS 

Lockhart,  William  G 

GS  

ORS 

NS 

*»D 

Magness,  Jack  L.,  Jr 

IM 

FP  

OBG 

GE 

GP 

R 

GS  

OPH 

RD 

PD 

FP 

McDonald,  H.  P.. 

OPH  . 

IM  

D 

Niemann,  Jeffrey  M 

AN 

Ncrthum,  Cha ries  S 

GS 

GE  . 

PD 

Parker,  Joel  E.,  Jr. 

R 

GP 

Parta,  H.  John 

CDS 

Patrick,  Donald  L 

IM  . 

Pence,  Eldon  D.,  Jr 

GYN 

...  Phillips  W.  P 

FP 

Plllstrom.  Lawrence  G. 

IM 

CD 

Pope,  John  R 

PD  

CD 

IM  ..  . 

OTO 

N 

..ReuI,  Charles  G 

R 

FP 

Ross,  R.  W.  ......  ..  

R 

...  Russell.  Rex  D 

AN  . 

GS 

AN 

A 

IM 

N 

OBG 

GP  

ORS 

PTH 

R 

Snider.  James  R 

ORS 

Stanton.  William  B 

PUD 

GP. 

PS  . ... 

FP  

OBG 

GP 

IM 

Thompson,  J.  Kenneth 

GP 

Thompson.  Robert  J 

HEM 

Turner.  William  F 

D 

U 

Wahman,  Gerald  E 

OPH 

Wallace,  Kenneth  K 

PD 

Walling,  Robert  V 

PD 

GS 

Weisse.  John  J 

IM 

Wells,  John  D 

EM  

AN 

Westermann,  Norman  F. 

OBG 

Whitaker,  T.  J.,  Jr 

END 

White.  J.  Earle 

PH 

Whittaker,  L.  A 

ORS 

Wideman,  John  W 

GS 

Wikman,  John  H 

CDS 

....Williams,  Carl  L 

FP  

Williams,  John  R 

CD  

Williams,  Thomas  N 

OTO 

Wills.  Paul  1 

Address 


1120  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1311  S.  "I,"  Fort  Smith  72901 

P.  O.  Box  3507,  Fort  Smith  72913 

5417  Grand  Ave.,  Fort  Smith  72903  (Res.).. 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 


922  Lexington,  Fort  Smith  72901 
922  Lexington,  Fort  Smith 
Waldron  Road  at  Ellsworth, 

603  Lexington,  Fort  Smith 
3700  Free  Ferry,  Fort  Smith 

I 120  Lexington,  Fort  Smith  72901 

1500  Dodson  Fort  Smith  72901 

P.  O.  Box  1684,  Fort  Smith  72902 

522  S.  16th,  Fort  Smith  72901 

600  S.  16th,  Fort  Smith  72901 

1500  Dodson  Fort  Smith  72901 

P.  O.  Box  3006,  Fort  Smith  72913. 

1500  Dodson,  Fort  Smith  72901 

1 120  Lexington,  Fort  Smith  72901 


72901 

Fort  Smith  72903 

72901 

72903  (Res.) 


Smith 

Smith 

Smith 

Smith 


72901.. 

72901.. 

72901.. 

72901.. 


P.  O.  Box  426, 
1500  Dodson, 
Dodson, 
N.  "O," 
Dodson, 
Dodson, 
Rogers, 


1500 

3600 

1500 

1500 

3000 


(Res.).. 


1500  Dodson.  Fort 
1500  Dodson,  Fort 
1500  Dodson,  Fort 
1500  Dodson,  Fort 
Oklahoma  City,  Oklahoma 
1500  Dodson  Fort  Smith  72901  ... 

Greenwood  72936 
Fort  Smith  72901.  .. 

Fort  Smith  72901 

Fort  Smith  72904.  .. 

Fort  Smith  72901 

Fort  Smith  72901 

Fort  Smith  72901 

19  Haven  Dr.,  Fort  Smith  72903 
312  S.  16th,  Fort  Smith  72901. 

,2044  N.  29th.  Fort  Smith  72904 

3000  Rogers.  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

316  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903.. 

617  S.  16th.  Fort  Smith  72901 

318  N.  Greenwood,  Fort  Smith  72901 

3120  Jenny  Lind,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

314  N.  Greenwood,  Fort  Smith  72901 

P.  O.  Box  3507,  Fort  Smith  72913 

1 120  Lexington.  Fort  Smith  72901.....  

314  N.  Greenwood,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

617  S.  16th,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903 

P.  O,  Box  3006,  Fort  Smith  72913 

600  S.  16th.  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

318  N.  Greenwood,  Fort  Smith  72901 


1500  Dodson,  Fort  Smith  72901 

216-A  N.  Greenwood,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

216-A  N.  Greenwood,  Fort  Smith  72901 

1420  S.  "I,"  Fort  Smith  72901 

404  S.  16th,  Fort  Smith  72901 

1500  Dodson  Fort  Smith  72901 

P.  O.  Box  3507,  Fort  Smith  72913 

623  S.  21st,  Fort  Smith  72901 _... 

1500  Dodson.  Fort  Smith  72901 

922  Lexington,  Fort  Smith  72901 

P.  O.  Box  1612,  Fort  Smith  72902 

300  N.  Greenwood,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903.. 

603  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

302  N.  13th,  Fort  Smith  72901  

1500  Dodson,  Fort  Smith  72901 

605  Lexington,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903.. 

605  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901.. 


500 


Dodson,  Fort  Smith  72901. 
Rogers,  Fort  Smith  72901.  .. 
Fort  Smith  72901.... 
Fort  Smith  72901.... 


16th. 

16th, 


..Wilson, 


Waldron  Road  at  Ellsworth,  Fort  Smith  72903.. 

1311  S.  "I,"  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1823  Dodson  Fort  Smith  72901 

..2702  Barry,  Fort  Smith  72901 

.708  Lexington,  Fort  Smith  72901 

.300  N.  Greenwood,  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

.522  S.  16th,  Fort  Smith  72901 

.100  S.  14th,  Fort  Smith  72901 

Dodson.  Fort  Smith  72901 

.600  S.  16th,  Fort  Smith  72901 

Carl  L 1500  Dodson,  Fort  Smith  72901 


Telephone 

Number 


..785-265S 

782-2071 

782-2071 

441-4381 

785-241 1 

452-3351 

782-2071 

732-2071 

452-2077 

785-1447 

785-1447 

452-2077 

783-8917 

783-4832 

785-2655 

782-2071 

782-4983 

785-1413 

782-6022 

782-2071 

783-3159 

782-2071 

785-2655 

782-2071 

782-2071 

782-2071 

782-2071 

782-2071 

996-41 1 r 

.....782-2071 

782-2071 

..  .783-5158 
...782-2071 

782-2071 

782-8892 

782-5323 

782-7921 

782-4833 

782-8892 

.782-2071 

783-1121 

782-2071 

782-2071 

452-2077 

783-3165 

7P3-6I74 

782-4986 

782-2071 

782-3001 

785-2411 

785-2655 

782-3004 

782-2071 

...783-3165 

...452-2077 

783-3158 

782-6022 

782-2071 

783-6174 

785-2655 

782-2071 

783-1497 

782-2071 

783-1497 

782-2983 

783-3159 

782-2071 

785-2411 

783-1520 

782-2071 

785-1447 

782-2071 

783-0225 

452-2077 

783-8917 

782-2071 

785-2426 

782-2071 

782-6081 

452-2077 

782-608 1 

782-2071 

452-2077 

782-2071 

782-8894 

783-3165 

783-1085 

785-2616 

452-2077 

441-4381 

782-2071 

782-4929 

783-3126 

.....782-4961 

783-0225 

782-2071 

785-1413 

785-2431 

782-2071 

782-6022 

782-2071 
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Type  of  Telephone 

Practice  Member's  Name  Address  Number 


U .Wilson.  Morton  C 1500  Dodson,  Fort  Smith  72901 ..  --782-207I 

U Wilson]  Steven  K.,  .1500  Dodson.  Fort  Smith  72901 ..  . 782  2071 

CDS  Woods,  Leon  P .1500  Dodson,  Fort  Smith  72901 .782-2071 

RD  Woods,  William  M,  ..Rt.  I,  Box  43G,  Hackett  72937  (Res.) 638-5301 

R Worrell.  John  A.  ,318  N.  Greenwood,  Fort  Smith  72901 783-617‘t 


SEVIER  COUNTY 

GS  Balch,  James  I P.  O.  Box  68,  DeQueen  71832 

FP  ..Brown,  Olie  D,,  Jr ,..P.  O.  Box  391,  DeQueen  71832  

FP.  Buffington,  Mike P.  O.  Box  391,  DeQueen  71832  

FP  Daniel.  J.  Frank.  ...Highway  70  West,  DeQueen  71832. 

GP,  ..Dickinson,  G Wallace P.  O.  Box  930,  DeQueen  71832 

it  Dickinson,  Richard  B.  (Bill) DeQueen 

FP  .Jones,  Charles  N P.  O.  Box  391,  DeQueen  71832 

GS  Norwood  William  L.  Highway  70  West,  DeQueen  71832. 

PD  Parkin,  Douglas  E Highway  70  West,  DeQueen  71832. 

FP  Pullen,  Wayne  G.  P.  O.  Box  391,  DeQueen  71832  . ... 

R Williams,  W.  Curtis  Highway  70  West.  DeQueen  71832. 


RD 

Chaffin  E.  J.  . 

ST.  FRANCIS  COUNTY 

339-2398 

FP 

• 

633-1425 

GP. 

633-1952 

FP 

Collum,  Grady  R. 

P,  O.  Box  577,  Hughes  72348 

339-211 1 

FP 

633-1425 

FP 

P.  O.  Box  735,  Hughes  72348 

339-2373 

FP 

633-1425 

IM 

633-1245 

GP 

633-4209 

GP 

633-4711 

Lockhart,  David  L 

Waco,  Texas 

FP  

McPhail.  Georqe  T 

..P.  O.  Box  989,  Forrest  City  723T5 

633-1952 

FP Sexton.  Giles  A P.  O.  Box  4000,  Forrest  City  72335 633-1425 


PD  

UNION  COUNTY 

209  Thompson,  El  Dorado  71730 

862-4994 

ORS 

863-6123 

FP  

862-5119 

RD  

863-3272 

u 

863-4267 

GP 

863-8116 

OTO 

862-3471 

GP  

P.  O.  Box  538,  Hampton  71744  

798-2241 

PTH 

443  W.  Oak,  El  Dorado  71730  

862-1351 

PTH 

862-1351 

IM 

P.  O.  Box  1957  El  Dorado  71730 

862-5184 

OBG 

329-7320 

GP 

425  W.  Oak  El  Dorado  71730  ! 

863-5135 

ORS 

863-5146 

GS 

863-9542 

GP 

427  W.  Oak.  El  Dorado  71730 

863-7158 

R 

460  W.  Oak  El  Dorado  71730  

863-2253 

OPH  

318  Thompson,  El  Dorado  71730 

862-4216 

FP 

863-4185 

GS 

--  --  Moore,  John  H 

412  N.  Washington,  El  Dorado  71730 

862-341 1 

U 

862-5439 

PD 

862-4994 

R 

P.  O.  Box  1998,  El  Dorado  71730 

863-2253 

GS 

Pinson,  John  H.,  Jr 

312  Thompson,  El  Dorado  71730  

863-8116 

IM 

862-5184 

GP 

Riley,'  W.  S 

P.  O.  Box  1982,  El  Dorado  71730 

863-4508 

R 

700  W.  Grove,  El  Dorado  71730 

864-3371 

PD 

862-4994 

D 

862-5485 

R 

P,  O.  Box  1998,  El  Dorado  71730  

862-2253 

GS 

862-3411 

GP 

528  W.  Faulkner,  El  Dorado  71730 

863-7154 

FP 

427  W.  Oak,  El  Dorado  71730  

862-7661 

AN 

460  W,  Oak,  El  Dorado  71730  

863-2275 

PD 

862-4994 

FP 

427  W.  Oak.  El  Dorado  71730 

862-5571 

FP 

778-8264 

OBG 

862-5403 

GS 

Tommey,  C.  E 

862-3412 

OBG 

427  W.  Oak  El  Dorado  71730 

863-6157 

FP 

725-3471 

IM 

P.  O.  Box  1957,  El  Dorado  71730 

862-5184 

GS 

862-4221 

OPH 

862-4216 

IM 

714  W.  Faulkner.  El  Dorado  71730 

862-5184 

OPH 

862-5352 

OTO 

862-7918 

GS 

862-3411 

VAN  BUREN  COUNTY 

GP 

P.  O.  Box  310,  Clinton  72031 

745-2111 

GP 

P.  O.  Box  3008  Fairfield  Bay  72088 

884-3399 

GP 

P,  O.  Box  51  Clinton  72031  ' 

..  745-2412 

RD 

Route  2,  Box  277  Fairfield  Bay  72088  (Res.) 

884-3939 

FP 

..P.  O.  Box  397,  Leslie  72645  ' 

447-2711 

WASHINGTON  COUNTY 

D 

443-3413 

GP 

751-4637 

ORS. 

P.  O.  Box  1608  Fayetteville  72701 

521-2752 

RD  . .. 

846-2312 

FP 

521-8260 

FP 

524-3141 

FP 

738-21 15 

PTH  

751-571 1 

RD  . 

Boyer,  H.  L...  

107  N.  Star.  Lincoln  72744  (Res.) 

824-3203 

.584-3520 

...584-2022 

.584-2022 

,584-2022 

...584-2022 

...584-2022 

.584-2022 

.584-2022 

.584-2022 

.584-2022 
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Type  of 

Practice  Member's  Name  Address 


Telephone 

Number 


U Brandon,  H.  B 

RD Brlzzolara,  Charles  M 

U Brooks,  Walter  Ely 

P Brown.  Spencer  H 

FP Buckley,  Carle  D..  Jr 

PD Burnside,  Wade  W 

CD Butler,  G.  Harrison 

# Butt,  William  J 

FP Capps,  James  A.,  Jr 

D Carter,  Vernon  H 

AN Chester.  Robert  L 

RD Clark,  LeMon 

ORS Coker,  Tom  P 

OBG Cole.  George  R 

OBG Councille,  Clifford  C 

OTO Crocker,  Thermon  R 

GP  Day,  John  K 

OBG DeSandre.  Frank  A 

AN Dodson.  Charles  D 

FP Dorman.  John  W 

)M Duncan,  Philip  E 

P Edmisten.  Jack 

R Edmondson,  Charles  T 

FP Etherington,  Robert  A....t 

P Finch,  Stephen  B. 

OTO Fincher,  G.  Glen 

FP Gardner,  Buford  M 

D Ginger,  John  D 

R Greenhaw,  James  J 

IM Hall,  Joe  B 

R Harris.  Murray  T 

ORS Harris.  W.  Duke 

OBG Harrison,  William  F 

FP ^.^.Hart.  Hamilton  R 

RD Hathcock,  P.  Loyce 

D Hayden.  Carson  R 

PD Haynes,  James  E 

ORS Heinzelmann.  Peter  R 

OPH Henry,  L.  Murphey 

OPH Henry,  Louise  M 

OPH Henry,  Morriss  M 

IM Higginbotham,  Hugh  B 

AN Horner,  Glennon  A 

FP  Huskins,  James  D 

OBG Hutchinson,  Harry  T 

A Hutson,  Martha  F — 

P Jarvis,  Fredrick  D 

NS Johnson,  Jorge  H 

P Jones,  Edwin  C 

ORS Kaylor,  Coy  C - 

A Koehn.  Laura  J 

PD Lawson,  Wilbur  G 

RD Lesh,  Ruth  E 

RD Lesh,  Vincent  O 

OBG Lushbaugh.  Harmon 

GE  . Martin,  William  C 

OBG Mashburn,  James  D 

CDS Miller,  Charles  H 

IM Moore.  Arthur  F 

ORS Moore,  James  F 

FP Moose.  John  I. 

GP Morgan,  Tad  M 

GS Murry,  J.  Warren 

R McAlister,  Joseph  H 

OPH McAllister,  Max  F 

OPH McDonald,  James  E.,  II 

GP McEvoy,  Francis  E 

PTH Nettleship.  Mae  B 

IM Painter,  Monroe  B 

OPH Parker,  Joe  C 

FP Parker,  Lee  B 

FP Patrick,  James  K 

R Platt,  Michael  R 

FP Power,  John  R 

FP Puckett,  Billy  J 

GYN Rabon,  Nancy  A 

R Riddick,  Earl  B.,  Jr 

GS Rolufs,  Lloyd  S. 

OBG Romlne,  James  C 

FP Rouse.  Joe  P - 

TS Rudko,  Michael 

NS Runnels,  Vincent  B 

RD Siegel,  Lawrence  H 

OPH Singleton,  E.  Mitchell 

IM Sisco.  Charles  P 

GP Sisco,  Friedman 

GP Smith,  Austin  C 

FP Steadman,  Flunter  M.,  Jr.... 

PP Stinnett,  Charles  FI 

PD Van  Pelt,  Ross 

FP Vinzant,  John  W 

AN Viskovich,  Borko  B. 

R - Ward,  H.  Wendell 

GP Weaver,  Donald  D 

GP Weaver,  Robert  H 

FP. Wheat,  Ed 

A Whiteside,  Edwin 

FP -...Whiting,  Tom  D 

FP - .Wilson,  Robert  B.,  Jr 

GS .Wood,  Jack  A 


RD Adair,  Thomas  I 

R Bell.  John  E 

FP Bridges,  Olen  W 


Rt.  9,  Box  219,  Fayetteville  72701 

—5512  S.  Grandview  Rd.,  Little  Rock  72207  (Res.).... 

,....Rt.  9,  Box  219,  Fayetteville  72701 

.....4313  W.  Markham,  Little  Rock  72205 

....767  W.  North,  Fayetteville  72701 

207  E.  Dickson,  Fayetteville  72701 

....675  Lollar  Lane,  Fayetteville  72701 

Fayetteville 

1215  S.  Thompson,  Springdale  72764 

....114  S.  College,  Fayetteville  72701 

660  Lollar  Lane,  Fayetteville  72701 

1679  Elmwood,  Fayetteville  72701  (Res.) 

P.  O.  Box  1608,  Fayetteville  72701 

740  Lollar  Lane,  Fayetteville  72701 

207  E.  Dickson,  Fayetteville  72701 

....102  W.  Dickson,  Fayetteville  72701 

Student  Health  Services,  UofA,  Fayetteville  72701 

606  S.  Young,  Springdale  72764 

946  California,  Fayetteville  72701 _... 

P.  O.  Box  689,  Springdale  72764 

675  Lollar  Lane,  Fayetteville  72701 

P.  O.  Box  MOB,  Fayetteville  72701 

Rt.  3,  Box  253,  Springdale  72764  (Res.) 

41  Kingshighway,  Eureka  Springs  72632 

530  N.  College,  Fayetteville  72701 

2100  Green  Acres  Rd.,  Fayetteville  72701 

P.  O.  Box  730,  Fayetteville  72701 

102  W.  Dickson,  Fayetteville  72701 

205  E.  Jefferson,  Siloam  Springs  72761 

675  Lollar  Lane,  Fayetteville  72701 

P.  O.  Box  1286,  Fayetteville  72701 

P.  O.  Box  1608,  Fayetteville  72701 

207  E.  Dickson,  Fayetteville  72701 _... 

767  W.  North  St.,  Fayetteville  72701 

909  Hall  Ave.,  Fayetteville  72701  (Res.) 

Evelyn  Hills  Shopping  Ctr.,  Fayetteville  72701 

207  E.  Dickson,  Fayetteville  72701 

P.  O.  Box  1608,  Fayetteville  72701 _... 

P.  O.  Box  1267,  Fayetteville  72701 _... 

-...P.  O.  Box  1267,  Fayetteville  72701 

P.  O.  Box  1767,  Fayetteville  72701 

. — 675  Lollar  Lane,  Fayetteville  72701 

1730  S.  9th,  Rogers  72756 

304  S.  Maxwell,  Siloam  Springs  72761 

304  S.  Maxwell,  Siloam  Springs  72761 

2100  Green  Acres  Rd.,  Fayetteville  72701 

P.  O.  Box  1185,  Fayetteville  72701 

P.  O.  Box  1608,  Fayetteville  72701 

401  W.  Emma,  Springdale  72764 

..._P.  O.  Box  1608,  Fayetteville  72701 

2100  Green  Acres  Rd.,  Fayetteville  72701 

207  E.  Dickson,  Fayetteville  72701 

356  N.  Washington,  Fayetteville  72701  (Res.) 

Pointe  Clear  Heights,  Rt.  6,  Rogers  72756  (Res.).. 

740  Lollar  Lane,  Fayetteville  72701 

675  Lollar  Lane,  Fayetteville  72701 

207  E.  Dickson,  Fayetteville  72701 

1749  N.  College,  Fayetteville  72701 

675  Lollar  Lane,  Fayetteville  72701 

P.  O.  Box  1608,  Fayetteville  72701 

304  S.  Maxwell,  Siloam  Springs  72761 

Quandt  and  Young  Sts.,  Springdale  72764 

1749  N.  College,  Fayetteville  72701 

Route  4,  Box  188,  Huntsville  72740 _... 

P.  O.  Box  1065,  Fayetteville  72701 

461  E.  Township  Rd.,  Fayetteville  72701 

803  Quandt,  Springdale  72764 

P.  Q.  Box  817,  Fayetteville  72701 

675  Lollar  Lane,  Fayetteville  72701 

700  S.  Young,  Springdale  72764 

241  W.  Spring,  Fayetteville  72701 

241  W.  Spring,  Fayetteville  72701 

1409  Camino  Real,  Spririgdale  72764 

220  Meadow  Ave.,  Springdale  72764 

304  S.  Maxwell,  Siloam  Springs  72761 

Evelyn  Hills  Shopping  Ctr.,  Fayetteville  72701 

1617  N.  College,  Fayetteville  72701 

41  Kingshighway,  Eureka  Springs  72632 

740  Lollar  Lane,  Fayetteville  72701 

767  W.  North  St.,  Fayetteville  72701 

..Rolling  Hills  at  Market  Ave.,  Fayetteville  72701... 

P.  O.  Box  2906,  Fayetteville  72701 

...233  Oakwood,  Fayetteville  72701  (Res.) 

P.  O.  Box  1343,  Fayetteville  72701 

P.  O.  Box  65,  Springdale  72764 

P.  O.  Box  65,  Springdale  72764 

P.  O.  Box  E,  Huntsville  72740  

41  Kingshighway,  Eureka  Springs  72632 

....304  S.  Maxwell,  Siloam  Springs  72761 

P.  Q.  Box  126,  Beaver  72613  (Res.) 

22  E.  Spring,  Fayetteville  72701 

P.  O.  Box  4248,  Fayetteville  72701 

P.  O.  Box  1786,  Fayetteville  72701  (Res.) 

P.  O.  Box  9,  Gentry  72734 

P.  O.  Box  9,  Gentry  72734 

130  N.  Spring,  Springdale  72764 

P.  O.  Box  1208,  Fayetteville  72701 

...803  Quandt,  Springdale  72764 

P.  O.  Box  E,  Huntsville  72740 

1749  N.  College,  Fayetteville  72701 

WHITE  COUNTY 

P.  O.  Box  350,  Bald  Knob  72010  (Res.) 

1300  S.  Main,  Searcy  72143 

P.  O.  Box  476,  Searcy  72143 


521-8980 

666-5977 

52 1 -8980 

664-4500 

521-3600 

443-3471 

521-8200 

756-0610 

521-0400 

521-3050 

521-7657 

521-2752 

521-4433 

442-5377 

521-1238 

575-4451 

751-6284 

443-3387 

756-6161 

521-8200 

521-1221 

751-0492 

253-9746 

443-3491 

521-3363 

443-5291 

521-2525 

524-4141 

521-8200 

521-6480 

521-2752 

_442-5377 

521-3600 

442-4424 

442-92 1 1 

443-3471 

521-2754 

442-5227 

442-5227 

442-5227 

521-8200 

636-3840 

524-3141 

524-3141 

521-3363 

442-5482 

521-2752 

75 1 -6993 

521-2752 

...521-3363 

443-3471 

442-2163 

925-1989 

521-4433 

521-8200 

442-5377 

521-3300 

521-8200 

521-2752 

524-3141 

751-9236 

521-3300 

665-2735 

442-401 1 

521-2555 

751-9236 

442-1012 

521-6200 

751-1028 

521-8260 

521-8260 

751-2388 

751-4637 

524-3141 

442-8261 

521-6480 

253-9746 

521-4433 

521 -3600 

521-6780 

521-2752 

442-2083 

521-4843 

751-4579 

751-4579 

738-2115 

253-9746 

524-3141 

253-8546 

443-3417 

521-3832 

521-6556 

736-2213 

736-2213 

751-5704 

443-5241 

751-9236 

738-2115 

521-3300 


.._ 724-3243 

268-8500 


.268-2407 
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Type  of 
Practice 

IM 

Member’s  Name 

Address 

Telephone 

Number 

268-5364 

FP 

268-5364 

# ... 

....Dodd,  William  C. 

..Bald  Knob 

GP 

..  ..268-5361 

R 

268-8500 

GS 

268-5364 

FP.  . 

268-5364 

OBG 

268-5364 

PTH 

0.  O.  Box  tSB.  Searcy  72M3...  

268-7186 

RD 

...  268-8573 

CD  .. 

. .268-5364 

GP 

729-3435 

IM 

..  . . 268-5364 

FP  . 

268-7143 

FP  . 

268-7143 

FP  .. 

882-33<=8 

RD. 

..P.  O.  Box  430  Beebe  72012  (Res.) 

882-5400 

FP  

Koch'  C.  W.,  Jr 

268-5845 

••D 

... Loe,  Arils  W.  ... 

..Galveston.  Texas 

"OPH. 

, Lowery.  Beniamin  R.  

..Tampa,  Florida 

GP 

3'7-2l3l 

U 

..P.  O.  Box  268  Searcy  72143  

268-4313 

OPH 

268-2701 

FP  . .. 

882-3388 

FP  

268-5845 

GS 

. . 268-2441 

FP.  ..  . 

O.  Box  340,'  Beebe'  72012  

882-5561 

GS 

268-2441 

FP  

344-2788 

PD 

.2900  Hawkins  Searcy  72143  

268-5364 

FP  . 

P.  O.  Box  1228  Searcy  72143 

26B-5388 

IM 

White.  William  D 

.2900  Hawkins  Searcy  ' 72143  

268-5364 

WOODRUFF  COUNTY 

GP 

731-5525 

RD 

731-2142 

FP  

P.  O.  Box  387  McCro'ry  72101'  

. ..731-2511 

FP 

P.  O.  Box  387  McCrory  72101  ....  

. 731-251 1 

YELL  COUNTY 

GPM.  . . 

Bull  L.  J 

P.  O.  Box  217,  Plalnview  72857 

272-4236 

RD 

Draeger,  Louis  A 

495-2770 

GP 

P.  O.  Box  487  Danville  72833 ..'  . ..  

495-7331 

GP 

P.  O.  Box  327  Booneville  72927  ...  ... 

675-2121 

GP 

Harris,  Walter  P 

P.  O.  Box  487  Danville  72833  . . 

495-2714 

FP 

229-4172 

GP 

P.  O.  Box  328,  Ola  72853 

489-5801 

GP 

229-4172 

GP. 

P.  O.  Box  68  Ola  72853  

489-5241 

GP 

...  Ring,  Gene  D 

229-4172 

FP 

229-4172 

CODES 

FOR  TYPE  OF  PRACTICE 

A .. 

Allergy 

HEM 

...Hematology  PDC ...Pediatric  Cardiology 

ADM 

Administrative  Medicine 

IM 

-.Internal  Medicine  PH Public  Health 

AN. 

CD 

CDS. 

CHP.. 

CRS.. 

D 

EM  . 
END. 

FP 

GE 

GER... 

GP 

GPM 

GS 

GYN 


..  Anesthesiology 
...Cardiovascular  Disease 
- Cardiovascular  Surgery 
...Child  Psychiatry 
...Colon  and  Rectal  Surgery 
Dermatology 
...  Emergency  Care 
..  Endocrinology 
...Family  Practice 
..Gastroenterology 
...Geriatrics 
..General  Practice 
..General  Preventive  Medicine 
..General  Surgery 
..  Gynecology 


NEP Nephrology 

N .Neurology 

NM.  Nuclear  Medicine 

NS Neurological  Surgery 

OBS Obstetrics 

OBG Obstetrics  and  Gynecology 

OM  Occupational  Medicine 

ONC Oncology 

OPH Ophtha  Imology 


ORS.. 

OT 

OTO 

P 

PD. 

PDA 


Orthopedic  Surgery 
. Otology 

Otorhinolaryngology 
. Psychiatry 
..Pediatrics 
..Pediatric  Allergy 


PM  ...Physical  Medicine  and  Rehabilitation 

PS Plastic  Surgery 

PTH  Pathology 

PUD Pulmonary  Diseases 

R Radiology 

RHU  Rheumatology 

TS Thoracic  Surgery 

U Urology 

OS Other  Specialty 

RD Retired 

• I ntern 

** Resident 

-F Medical  Student 

it Deceased 

N F No  Telephone 


INFORMATION  OF  INTEREST  TO 


MEMBERSHIP 


Arkansas  Medical  Society 
Post  Office  Box  1208 
Fort  Smith,  Arkansas  72902 
Phone:  782-8218 


American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone:  312-751-6000 


Mailing  Addresses 

Arkansas  State  Medical  Board 
Dr.  Joe  Verser,  Secretary 
Post  Office  Box  102 
Harrisburg,  Arkansas  72432 
Phone:  578-2677 

Drug  Enforcement  Administration 
I Union  Plaza,  Suite  850 
Little  Rock,  Arkansas  72201 
Phone:  378-5265 


Legal  Counsel 
Mr.  Eugene  R.  Warren 
Mr.  Michael  W.  Mitchell 
Mr.  Robert  M.  Cearley 
1014  West  Third 
Little  Rock,  Arkansas  72201 
Phone:  378-7870 


Pulaski  County  Medical  Society 
3 I I Doctors  Building 
Little  Rock,  Arkansas  72205 
Phone:  664-3402 
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Arkansas  Medical  Society 

Meeting  Dates 

April  16-19,  1978  Arlington  Hotel,  Hot  Springs 

April  22-25,  1979  Camelot  Inn,  Little  Rock 

April  20-23,  1980  Arlington  Hotel,  Hot  Springs 

American  Medical  Association 

Annual  Meeting 

June  17-22,  1978  St.  Louis 

House  of  Delegates 

Interim  Meeting 

December  2-6,  1978  Chicago 

Winter  Scientific  Meeting 

December  7- 1 0,  1978  Las  Vegas 

Annual  Meeting 

June  23-28,  1979  New  York 

Professional  Liability 

Arkansas  Medical  Society  Insurance  Plans 

The  St.  Paul  Companies 

Little  Rock  Service  Office 

1600  First  National  Building 

Little  Rock,  Arkansas  72201 

Phone:  376-4151 

Professional  Overhead  Expense  Plan 
Professional  Men's  Disability  Plan 

Rather,  Beyer  and  Harper,  Agents 

300  Spring  Building 

Post  Office  Box  1 22 

Little  Rock,  Arkansas  72203 

Phone:  372-41  17 

Life 

Northwestern  National  Life  Insurance  Company 

Meyer  F.  Marks,  Inc. 

1501  North  University,  Suite  470 

Little  Rock,  Arkansas  72207 

Phone:  664-7802 

Medical,  Surgical,  Major  Medical 

Arkansas  Blue  Cross-Blue  Shield 

Post  Office  Box  2181 

Little  Rock,  Arkansas  72203 

Phone:  378-2000 

Workmen's  Compensation  Dividend  Plan 

Dodson  Insurance  Group 

92nd  and  State  Line 

Kansas  City,  Missouri  641  14 

Phone:  816-361-3400 

OFFICERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


President.... 

- W.  Payton  Kolb,  230  Medical  Towers  Bldg.,  Little  Rock  72205 

(Term  expires  April  1978) 

President-elect 

...George  F.  Wynne,  1 13  W.  Cypress,  Warren  71671 

(Takes  office  April  1978) 

First  Vice  President 

Ken  Lilly,  1 120  Lexington,  Fort  Smith  72901 

Second  Vice  President 

Third  Vice  President 

Secretary 

Treasurer 

Speaker,  House  of  Delegates.. 

Vice  Speaker  of  House 

Journal  Editor 

Delegates  to  AMA 

. R.  Jerry  Mann,  416  Main  St.,  Arkadelphia  71923 

--.A.  Henry  Thomas,  500  S.  University,  Little  Rock  72205 

...Elvln  Shuffield,  1 10  Doctors  Park  Bldg.,  Little  Rock  72205 

..  - Kenneth  R.  Duzan,  443  West  Cak,  El  Dorado  71730 

Amail  Chudy,  1801  Maple,  North  Little  Rock  721  14 

Asa  A.  Crow,  1 Medical  Drive,  Paragould  72450 

. ..Alfred  Kahn,  Jr.,  1300  West  Sixth,  Little  Rock  72201 

- Purcell  Smith,  P.  C.  Box  5675,  Little  Rock  72215 

Joe  Verser,  P.  O.  Box  106,  Harrisburg  72432 

Alternate  Delegates  to  AMA  

- T.  E.  Townsend,  1420  West  43rd,  Pine  Bluff  7 1 603 

A.  E.  Andrews,  P.  O.  Box  689,  Texarkana  75501 
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Councilors 

First  District 

Second  District. 

Third  District 

Fourth  District.. 

Fifth  District 

Sixth  District 

Seventh  District. 
Eighth  District... 
Ninth  District.... 
Tenth  District..... 


.John  B.  Kirkley,  P.  O.  Box  1478,  Jonesboro  72401 
Merrill  J.  Osborne,  527  N.  6th,  Blytheville  72315 

-Paul  Gray,  P.  O.  Box  2437,  Batesville  72501 
John  E.  Bell,  1300  S.  Main.  Searcy  72143 

. L.  J.  P,  Bell,  626  Poplar,  Helena  72342 
Herd  E.  Stone.  Jr.,  P.  O.  Box  A,  Holly  Grove  72069 

.Raymond  Irwin,  1421  Cherry,  Pine  Bluff  71601 
John  P.  Burge,  Lake  Village  Clinic,  Lake  Village  71653 

.,J.  B.  Jameson,  Jr.,  P.  O.  Box  994,  Camden  71701 
John  H.  Moore,  412  N.  Washington,  El  Dorado  71730 

..C.  Lynn  Harris,  P.  O.  Box  10,  Hope  71801 
A.  E.  Andrews,  P.  O.  Box  689,  Texarkana  75501 

..Robert  F.  McCrary,  505  W.  Grand,  Hot  Springs  71901 
Curtis  B.  Clark,  200  S.  Rose,  Sheridan  72  I 50 

..William  S.  Orr,  Jr.,  St.  Vincent  Infirmary,  Little  Rock  72201 
W.  Ray  Jouett,  750  Medical  Towers  Bldg.,  Little  Rock  72205 

. Morriss  M.  Henry,  P.  O.  Box  1767,  Fayetteville  7270 1 
Rhys  A.  Williams,  P.  O.  Box  1118,  Harrison  72601 

. Kemal  Kutait,  I 120  Lexington,  Fort  Smith  72901 
Charles  F.  Wilkins,  3105  W.  Main  Place,  Russellville  72801 


HEADQUARTERS  STAFF 

Executive  Vice  President C.  C.  Long 

Associate  Executive  Vice  President . . . .Miss  Leah  Richmond 

Professional  and  Public  Service  Coordinator Mr.  Kenneth  LaMastus 

COMMITTEE  CHAIRMEN 

Cancer  Control:  Charles  R.  Henry,  500  S.  University,  Little  Rock  72205 
Medical  Legislation:  Elvin  Shuffleld,  I 10  Doctors  Park  Building,  Little  Rock  72205 
National  Legislation:  William  S.  Orr,  Jr.,  St.  Vincent  Infirmary,  Little  Rock  72201 
Public  Health:  Ben  N.  Saltzman,  4301  West  Markham,  Slot  590,  Little  Rock  72201 
Maternal  and  Child  Welfare:  Charles  H.  Floyd,  617  South  16th,  Fort  Smith  72901 
Tuberculosis:  Donald  Miller,  I 5 I 5 West  42nd,  Pine  Bluff  7 1 603 
Aging:  Gordon  P.  Oates.  1700  West  13th,  Little  Rock  72202 

Physical  Fitness  and  School  Health : Francis  M.  Henderson,  1515  West  42nd,  Pine  Bluff  71 603 

Industrial  Health:  Howard  M.  Armstrong,  340  Doctors  Park  Building,  Little  Rock  72205 

Mental  Health:  Henry  Hearnsberger,  4313  West  Markham,  Little  Rock  72205 

Immunization:  Charles  E.  Kemp,  505  East  Matthews,  Jonesboro  72401 

Traffic  Safety:  Carl  L.  Williams,  522  South  16th,  Fort  Smith  72901 

Liaison  with  Vocational  Rehabilitation:  John  P.  Wood,  907  Mena,  Mena  71953 

Medical  Education:  Raymond  V.  Biondo,  P.  O.  Box  92  I , North  Little  Rock  72115 

Committee  on  Hospitals:  Art  B.  Martin,  1500  Dodson,  Fort  Smith  72901 

Public  Relations:  W.  Ray  Jouett,  750  Medical  Towers  Building,  Little  Rock  72205 

Liaison  with  the  Auxiliary:  Kemal  Kutait,  I 120  Lexington,  Fort  Smith  72901 

State  Health  and  Medical  Resources  for  Civil  Defense:  James  T.  Blackmon,  1008  Pine,  Arkadelphla  71923 

Advisory  to  the  Medical  Assistants  Society:  T.  E.  Townsend,  1420  West  43rd,  Pine  Bluff  71603 

Veterans  Administration  Affairs:  Warren  Murry,  1749  North  College,  Fayetteville  72701 

Insurance:  Banks  Blackwell,  1 400  West  43rd,  Pine  Bluff  71603 

Medicine  and  Religion:  C.  Randolph  Ellis,  1004  South  Main,  Malvern  72104 

Arrangements  for  Annual  Session:  James  A.  Wellons,  Jr.,  890  Medical  Towers  Bldg.,  Little  Rock  72205 

Physician-Nurse  Joint  Practice:  Robert  Watson,  750  Medical  Towers  Bldg.,  Little  Rock  72205 

Constitutional  Revision:  A.  S.  Koenig,  Jr.,  922  Lexington,  Fort  Smith  72901 

Budget  Committee:  H.  W.  Thomas,  P.  O.  Box  250,  Dermott  71638 

Pharmacy:  Kelsy  Caplinger,  P.  O.  Box  5675,  Little  Rock  722  I 5 

Medical  School:  Asa  A.  Crow,  #1  Medical  Drive,  Paragould  72450 

Private  Insurance  Review:  Austin  Grimes,  P.  O.  Box  5270,  Little  Rock  72215 

Ad  Hoc  Committee  on  Liaison  with  Health  Systems  Agencies:  Kemal  Kutait,  I 120  Lexington,  Fort  Smith  72901 

Ad  Hoc  Study  Committee:  John  B.  Kirkley,  P.  O.  Box  1478,  Jonesboro  72401 

Ad  Hoc  Legislative  Assistance:  Gaither  C.  Johnston,  99  Little  Pine,  Hot  Springs  71901 
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Doctor  .... 
Shouldn’t  You 
Contribute  To 
M.  E.  F.  F.  A.  ? 

• Your  Contribution  Is  Tax  Deductible 

• You  May  Earmark  Funds 

• You  May  Contribute  Cash,  Books,  Life  Insur- 
ance, Land  Instruments,  Stamp  and  Coin  Col- 
lections, Works  of  Art,  Securities,  etc. 

When  You  Contribute  You  Help  Achieve  the  Ob- 
jectives of  the  Foundation  Which  Are  Set  Forth 
in  The  Charter  Under  the  Purposes: 

1.  To  engage  in  and  carry  out  scientific  re- 
search, charitable,  educational  and  scien- 
tific activities  and  projects. 

2.  Assist  medical  students  in  the  pursuit  of 
their  education. 

3.  To  administer  governmental  programs 
and  grants. 

4.  To  accept  and  hold  as  assets  of  the  cor- 
poration in  trust  or  otherwise  consistent 
with  its  other  charitable  purposes. 

One  Way  You  Can  Support  Your  Foundation  Is 
by  Completing  the  Bequest  Form  Below  and 
Mailing  to: 

ARKANSAS  MEDICAL  SOCIETY 

P.  O.  Box  1208 
Fort  Smith,  Arkansas  72901 


M.  E.  F.  F.  A. 

Form  of  Bequest 

I give  and  bequeath  to  the  Medical  Education 
Foundation  for  Arkansas,  the  sum  of 

dollars  ($  ..  ) 

to  be  used  by  the  Board  of  Trustees  of  the  Foun- 
dation for  - . 

(state  purpose  of  gift  if  restricted) 

Signed 


PHYSICIANS  WANTED 
Jonesboro,  Arkansas 

New  fee  for  service  multi-specialty  group 
being  formed.  Minimum  guaranteed  in- 
come, plus  bonuses.  No  investment,  full 
partnership.  Contact  M.  Hendrix,  (501  ) 
972-1030,  Box  2311,  Jonesboro,  Arkan- 
sas 72401 . 


DOCTORS  WANTED 

Will  consider  building  medical  office  building  for 
two  or  more  family  practice  physicians,  OB/Cyn  or 
General  Surgery;  D.O.’s  welcome.  Reasonable 
leasing  agreement.  Town  of  2,674  population  with 
county  population  over  18,000.  Modern  27-bed 
G M & S hospital.  Located  in  the  heart  of  the  Ozarks 
near  Eureka  Springs. 

Gontact  Rex  H.  Burton,  Administrator,  Garroll  Gen- 
eral Hospital,  Route  3,  Box  36,  Berryville,  Arkansas 
72716,  telephone  (501)  423-3355. 


FAMILY  PRACTITIONERS,  INTERNISTS, 
PEDIATRICIANS  WANTED  to  form  pri- 
mary care  group  practice.  Guaranteed  net 
annual  income  $40,000  (starting  rate). 
Free  rent  in  new  office  building  adjacent 
to  hospital.  Free  clerical,  paramedical 
staff,  malpractice  insurance,  equipment, 
and  utilities.  Across  river  from  major 
medical  center  — Memphis,  Tennessee. 
Call  R.F.  Scruggs  collect  (501)  735-1500, 
Crittenden  Memorial  Hospital,  West 
Memphis,  Arkansas  72301 . 


PHYSICIANS  NEEDED 

SPRINGDALE:  Located  in  beautiful  n-T^hwest  Ar- 
kansas, Population  21,000;  primary  trade  area 
45,000.  205-bed  modern,  accredited  hospital.  Lo- 
cated within  eight  miles  of  the  University  of  Ar- 
kansas. Physician  needs  include  family  practice, 
pediatricians,  internal  medicine,  anesthesiology,  and 
ether  specialists.  Gemmunity  physicians  support 
recruitment.  Opportunity  to  join  existing  practices 
or  establish  cwn.  Gontact  any  physician  or  Mr. 
Hugh  D.  Means,  Administrator,  Springdale  Memo- 
rial Hospital  607  Maple  Street,  Springdale,  Arkansas 
72764,  phone  AC  501  751-5711. 
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HoWf  Iwo  dosoge  forms 

Nolfon* 

fenoprofen  calcium 

300-mg.  Pulvules^ond  600-mg.  Tablets 


E3 


□ ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


♦Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  ano  600  mg.  fenoprofen  respectively. 

LIB'RARY 

U.C.  SAN  FRANCISCO 


FEB  9 1978 


drolbe 


Idyantage 

ilPtive 


Each  capsule  contains 
mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  Br. 


Libra)^ 

thespecii 


E nations  in  providing 
ibrium®  (chlordiaz- 
: antisecretory  and 
Xian®  (clidinium  Br)  for 
^wel  syndrome*  and 


nation. 

>wing  page. 


Librax® 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows; 

Indications;  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  In 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  Irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 

Contraindications;  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings;  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g.,  operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage: 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions;  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended. if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures, 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions;  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions. edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  Infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis). jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e..  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation. 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets. 


K*rmit  Tracy  Eugene  J.  William* 

EITHER  OF  THESE  MEN  LATELY? 


They  will  welcome  the  opportunity  to  discuss  the 
endorsed  plan  of  income  protection  insurance  of  the 
Arkansas  Medical  Society. 

Up  to  $300  a week  - - - $I5,6(X)  a year  of  tax  free 
benefits  are  available  through  this  low  cost  plan  while 
you  are  disabled  and  RENEWAL  SECURITY  is  made 
a part  of  the  policy. 

Administered  by 

RATHER.  BEYER  & HARPER 

Prospect  Building  Phone  664-8791 

Little  Rock,  Arkansas 

"Service  Beyond  The  Contract" 


WHY  INCORPORATE? 

Tax  deductible  pension  or  profit-sharing  plan 
Tax  deductible  group  term  life  insurance 
Tax  deductible  medical  reimbursement  plan 
Eighty-five  percent  (85%)  tax-free  dividends 
Limited  liability 

$5,000  widow’s  tax-free  death  benefit 
Tax  favored  deferred  compensation 
Tax  favored  split  dollar  plans 
Tax  deductible  salary  continuation  plan 
Low  cost  fringe  benefits  aid  recruitment  and  reten- 
tion of  personnel 

Tax  leverage  through  corporate  tax  structure 
Others 

If  you  are  not  currently  incorporated  you  are  losing 
these  potential  benefits. 

If  you  are  already  incorporated  and  are  not  aware  of 
all  the  above,  you  may  also  be  losing  valuable 
benefits. 

For  more  information;  Mail  this  advertisement  along 
with  your  letterhead  to: 

BAXLEY  AND  ASSOCIATES 

1501  North  University  Avenue  — Suite  730 
Little  Rock,  Arkansas  72207  (501)  664-9106 

FINANCIAL  SPECIALISTS  FOR  THE 
MEDICAL/DENTAL  PROFESSIONAL 

Re-Evaluation  of  Corporate  Fringe  Benefit  Program 
• Corporate  Feasibility  Study  • Building  and  Equip- 
ment Leasing  • Fringe  Benefit  Program  Design  • 
Financial  Planning  • Estate  Analysis  • 
Pension  Plan  Design  and  Administration 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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OFFICERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


W.  PAYTON  KOLB,  President Little  Rock 
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Introduction: 

T he  purpose  of  this  paper  is  to  acquaint  the 
reader  with  the  recent  clinical  experience  of  the 
Arkansas  Children’s  Hospital  Burn  Center 
(ACHBC)  in  Little  Rock,  Arkansas.  Current 
methods  of  wound  management  and  grafting 
techniques  will  be  presented.  Guidelines  for  the 
initial  management  of  burned  patients  will  also 
be  presented.  Clinical  studies  underway  of  major 
problems  in  burn  care  will  be  reviewed. 

Review  of  Clinical  Experience: 

July  1975 -July  1977 

In  July  1975,  the  care  of  burned  children  at 
the  Arkansas  Children’s  Hospital  became  the  re- 
sponsibility of  the  director  of  the  Center.  Since 
that  time,  resuscitation,  topical  wound  therapy, 
wound  coverage  and  patient  follow-up  have  for 
the  most  part  been  standardized.  multi-disci- 
pline burn  follow-up  clinic  has  been  established. 
The  consulting  and  treatment  capacity  of  all 
services  are  available  to  help  care  for  the  burned 
child  treated  at  ACHBC.  Heavy  demands  are 
placed  on  the  following  services:  Pediatrics  (in- 
cluding Neurology  and  Psychiatry),  Plastic  Sur- 
gery, Ophthalmology,  Orthopedics  (inchiding  a 
separate  hand  service).  Neurosurgery  and  Physi- 
cal Therapy. 

Arkansas  Children’s  Hospital,  804  Wolfe,  Little  Rock.  Aikan.sas 
72202. 


The  Burn  Center  consists  of  a hospital  wing 
containing  twelve  beds  with  a nursing  staff  de- 
voted exclusively  to  the  care  of  burn  patients.  A 
separate  suite  of  four  rooms,  including  three 
dressing  rooms  and  a complete  operating  theater, 
is  used  for  dressing  changes  and  operative  pro- 
cedures. A separate  staff  assists  with  dressing 
changes  and  operative  procedures.  The  ACHBC 
is  a regular  rotation  for  general  surgical  residents 
in  the  training  program  at  the  University  of  Ar- 
kansas for  Medical  Sciences.  Table  I shows  a 
breakdown  of  the  number  of  patients  treated  at 
the  ACHBC  from  May  1976  through  April  1977. 
There  has  been  a steady  increase  in  the  number 
of  procedures  for  burned  patients,  reaching  ap- 
proximately 500  per  month  of  June  1977. 

I’able  II  shows  the  distribution  of  313  burn 
patients  according  to  percent  of  the  body  sur- 
face area  burned,  and  the  expected  and  observed 
mortality  for  each  size  category.  Expected  mor- 
tality is  derived  from  Bull’s  tables  for  estimating 
mortality  rates  due  to  thermal  injury. ^ 

Resuscitation  Protocols: 

Patients  with  burns  covering  less  than  30  per- 
cent of  the  body  surface  area  (BSA)  are  resusci- 
tated with  hypotonic  salt  solution  given  by 
mouth.  Patients  with  thermal  injuries  covering 
more  than  30  percent  of  the  BSA  receive  intra- 


TABLE  I 

May  1976 -April  1977 

Burn  Admissions 

Inpatients  81 

Outpatients  94 

Total  Treated  175 

Dressing  and  Surgery 
Inpatients  2626 

Outpatients  637 

Total  Treatments  3263 

Average  Monthly  Treatments  272 
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venous  resuscitation  using  either  standard  hypo- 
tonic salt  solutions  or  hypertonic  lactated  saline. 
I'hose  patients  resuscitated  with  hypotonic  solu- 
tions receive  2 nil  kg  Body  wt/%  BS.\  Inirn  of 
lactated  Ringer's  solution  during  the  first  24 
hours  postbtirn.  One  half  of  the  volume  is  given 
during  the  first  eight  hours  postburn,  one  quar- 
ter during  the  second  eight  hours,  and  one  (piar- 
ter  dtiring  the  third  eight  hours  posthtirn.  Dur- 
ing the  second  24  hours  posthtirn,  patients  in  the 
hypotonic  grotip  receive  1 inl'kg  Body  wt/% 
BSA  burn  of  lactated  Ringer's  solution  given  at 
a steady  rate  through  the  24  hour  period.  The 
daily  free  water  recpiirements  for  each  patient 
are  calctdated  (see  Table  IV)  and  given  as  intra- 
venous 5 percent  dextrose  in  water.  The  hypo- 
tonic protocol  is  summarized  in  Table  III.  Fluid 

TABLE  II 

Arkansas  Children's  Hospital  Burn  Center 
(July  1975  to  May  1977) 

Deaths 


% BSA -Burn 

No.  of  Rls. 

Expected 

Ohserx’ed 

0-  19% 

273 

0 

0 

20-  39%, 

26 

1.1 

0 

40-  59% 

8 

1.4 

1 

60-  100% 

6 

3.8 

1 

LOLAL 

313 

6.3 

9 

TABLE  III 

Hypotonic  Protocol 

First  24  Hows  Ringer’s  Lactate 
2 ml  I kg  Bwj%  BSA  Burn 
i/o  first  8 hrs. 

14  next  8 hrs. 

14  following  8 hrs. 

Estimated  free  water  reqtiirement  given  as 
5%  dextrose  in  water. 

Second  24  Hours  Ringer’s  Lactate 
1 mgjhg  Bxol°/fy  BSA  Burn 
Given  at  an  hourly  rate. 

Estimated  free  water  recpiirement  given  as 
5%  dextrose  in  water. 

Third,  Fourth  and  Fifth  Posthurn  Days 
No  intravenous  fluids  are  usually  given. 

Salt  free  fluids  are  given  by  month.  The 
volume  is  determined  as  equal  to  urine  out- 
put and  estimated  insensible  water  loss  for 
the  previous  24  hour  period.  Insensible 
water  loss  is  estimated  as  follows:  total  in- 
take minus  urinary  output,  minus  any  gain 
in  body  weight,  or  plus  any  loss  in  body 
weight. 


requirements  of  patients  \v4th  btirns  covering 
greater  than  50  percent  of  the  BSA  are  calculated 
Itased  on  50  percent  of  the  BSA,  because  the  cor- 
relation between  volume  recjuirements  and  size 
of  burn  injury  do  not  hold  true  for  injuries 
larger  than  50  jrercent  of  the  BSA.  On  postburn 
days  three,  fotir  and  five,  treatment  consists  of 
giving  oral  salt  free  fluids  eqtial  to  the  patient's 
urine  vohune  and  estimated  insensible  fluid  loss 
dtiring  the  jireceding  24  hour  period.  Serial 
detenninations  of  serum  and  urine  electrolyte 
concentrations  and  osmolalities,  and  large  vessel 
hematocrits  are  routinely  performed  to  assist  in 
evaluating  the  course  of  treatment. 

Those  patients  treated  with  hypertonic  lactated 
saline  (HLS)-  receive  2 ml /kg  Body  wt/%  BSA 
bum  of  HLS  during  the  first  24  hotirs  postburn, 
one  half  of  which  is  given  dtiring  the  first  eight 
hours  postbtirn,  one  c|uarter  the  .second  eight 
hours,  and  one  quarter  the  third  eight  hours 
jiostburn.  Dtiring  the  second  24  hours  postbtirn, 
the  HLS  gi'otip  receives  0.6  ml/kg  Body  wt/% 
BSA  burn  of  HLS  given  at  a constant  rate  for 
24  hours.  These  patients  are  also  allowed  one 
third  normal  salt  solution  by  mouth  (Haldane’s 
solution).  The  volume  allowed  is  determined  by 
calculating  each  patient’s  free  water  reqtiire- 
ments  (see  Table  IV). 

At  48  hours  postbtirn  the  HI.S  group  is  given 
salt  free  water  by  mouth;  the  volume  given  is 
again  based  on  the  calculated  free  water  require- 
ments. 

Developments  which  require  termination 
and/or  modification  of  the  HI.S  treatment  in- 
clude a serum  soditim  concentration  of  160 
mE(|/L  or  greater,  or  a serum  osmolality  of  340 
mOsm/kg  or  more.  If  these  values  occtir  dtiring 
the  first  48  hours  postbtirn,  salt  free  water  is 
given  by  vein  and  motith. 

Topical  Therapy  Protocols: 

All  burn  wotinds  are  treated  with  occlusive 
dressings  which  are  changed  daily.  Early  de- 
bridement consists  of  daily  removal  of  all  resid- 


TABLE  IV 


Free  Water  Requirements  in  Children 


Age 

0 - 2 years 
2 - 5 years 
5 - 8 years 
8-12  years 
Adults 


Requirements 

150cc/kg/24  hrs. 
lOOcc/kg/24  hrs. 
75cc /kg/24  hrs. 
50cc/kg/24  hrs. 
2000cc/24  hrs. 
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ual  topical  agents  using  gau/e  aiul  saline;  all 
loose  material  on  the  tvonnds  is  lemoved  vvilli- 
ont  inducing  undue  pain  or  bleeding.  Patients 
are  Iretpiently  premeditated  lor  dressing  changes 
and  non-snrgical  debridement,  hut  general  anes- 
thesia is  not  used  in  the  early  posthnrn  period. 
With  progression  ol  the  burn  wound,  dressing 
changes  may  result  in  nnhearable  pain  and  psy- 
chological trauma  .so  that  various  anesthetic 
agents  may  be  used  to  control  pain.  Pentlnane 
administereil  by  lace  mask  is  the  most  commonly 
used  agent.  Pentlnane  has  excellent  analgesic 
and  amnestic  tpialities  and  furthermore,  is  given 
without  overnight  lasting.  If  recpiired.  Ketamine 
is  used  for  both  dressing  changes  and  surgical 
procetlnres.  In  general,  this  agent  works  extreme- 
ly well  with  children,  but  since  the  gag  reflexes 
are  suppressed  dnring  Ketamine  anesthesia,  the 
patients  are  retjnired  to  fast  before  receiving 
Ketamine  anesthesia.  Phns,  the  daily  use  of 
anesthetic  agents  required  withholding  oral  food 
and  water,  will  residt  in  greatly  accelerated  rates 
of  body  weight  loss. 

Burn  injnries  covering  less  than  30  percent  of 
the  B.SA  are  treated  with  fresh  daily  applications 
of  topical  silvadene.  With  burn  injnries  covering 
more  than  30  percent  of  the  BSA,  topical  treat- 
ment is  assigned  rising  either  silvadene  or  cerinm- 
silvadine.^  (ierinm,  a rare  earth  element  with 
bacteriostatic  and  bacteriocidal  cpialities,  has 
been  recommended  as  improving  topical  control 
of  bacterial  growth  in  patients  with  large  burns. 
No  critical  evaluation  of  this  material  has  been 
performed.  .Since  preliminary  stntlies  appear 
(piite  promising,  the  recent  stnrly  was  begnn  to 
evaluate  cerium.  All  burn  wounds  are  cidtnred 
initially  and  two  times  weekly  thereafter  using 
rpiantitative  surface  cidtnres."’  The  method  con- 
sists of  jrlacing  pieces  of  cottonoid  saturated  with 
lactated  Ringer’s  solution  on  the  burn  wounds 
for  five  minutes  followed  by  volumetric  ililution 
in  a fixed  volume  of  saline.  From  this  dilnant, 
alirpiots  are  added  to  media  for  pour  plates. 
Colonies  are  counted  at  2-1  hours,  and  the  con- 
tact density  of  bacteria  on  the  wound  then  cal- 
culated. This  method  correlates  well  with  tissue 

TABLE  V 

Composition  of  Hypertonic  Lactated  SaSine 

Sodium  250  mE(j /liter 

Chloride  100  mEcj/liter 

Lactate  150  mEtj/liter 


biopsy  methods.  Bacterial  concentrations  of  HP 
or  greater  pet  cm-  of  burn  wound  indicates  burn 
wountl  colonization  and  impcntling  burn  wound 
sepsis,  and  may  warrant  systemic  antibiotic  ther- 
apy and/or  change  in  topical  tieatment  to  regain 
bacteriological  control  of  the  wounds. 

In  the  past  two  years  burn  wound  sepsis  has 
not  been  a major  problem  in  the  ACl  IBC.  Burn 
wountl  .sejrsis  remains,  however,  the  numbei  one 
cause  of  death  lollowing  burn  injury. 

Wound  Coverage: 

Lull  thickness  fnu  n wounds  when  cleared  of 
eschar  anti  free  of  bacteria  receive  skin  grafts. 
Large  injuries  with  inadequate  donor  sites  to 
allow  coverage  may  be  covered  with  porcine  or 
cadaver  skin  when  the  wounds  are  clean  and  no 
autogenous  donor  area  is  ready  for  harvesting. 
Most  split  grafts  applied  to  trunk  and  non-flex- 
ing portion  of  the  extremities  are  cut  at 
8-10/1,000  of  an  inch  in  thickness  and  then 
meshed  1.5  X 1-  Meshing  not  only  expands  cov- 
erage but  also  allows  open  drainage  of  serum  or 
blood  from  under  the  grafts  and  thus  decreases 
the  chance  of  gralt  failure.  Donor  sites  harvested 
at  8-10  1,000  of  an  inch  heal  in  approximately 
11-20  clays. 

Donor  areas  harvested  at  thickness  of  12  /1,000 
of  an  inch  or  thicker  retpiire  much  longer  to  heal, 
and  the  residting  surface  is  a jtoor  donor  area  for 
a prolonged  period.  In  addition,  infection  and 
conversion  to  fidl  thickness  injuiy  are  more  com- 

TABLE  VI 

Hypertonic  Lacated  Saline  Protocol  (HLS) 

First  2-}  Hours  HLS 
2 ml! kg  lhvl%  BSA  Burn 
14  first  8 hrs. 
i/j  next  8 hrs. 

14  lollowing  8 hrs. 

No  additional  free  water  given. 

Second  24  Hours  HLS 
0.6  nil! kg  B>ivt%  BSA  Buini 
Cdven  at  an  hourly  rate. 

Haldane's  solution  is  given  by  mouih  after 
24  hours  at  a rate  eipial  to  the  calcidaied 
rate  of  insensible  loss  for  the  jrrevions  2-1 
hours.  (.See  Faltle  111  for  caltulaiion  of 
insensible  loss.) 

After  18  hours,  salt  free  oral  fluid  is  given  at 
an  hourly  rate  equal  to  the  calctdated  rale 
of  insensiltle  water  loss  and  mine  output  for 
the  previous  24  hour  period. 
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mon  in  lecipient  sites  grafted  with  thicknesses 
greater  than  10  1,000  of  an  inch. 

For  appearance  and  function,  thick  split  grafts 
are  much  more  satisfactory.  'With  large  injuries, 
however,  coverage  takes  first  priority,  for  as  long 
as  large  areas  of  burn  wound  remain  ungrafted, 
the  patient  is  at  risk  for  his  life. 

Initial  Management  Guidelines: 

Children  with  fresh  burn  injuries  covering  30 
percent  or  more  of  the  BSA  should  not  be  trans- 
ported long  distances  without  : (1)  a plastic 

intravenous  catheter.  (2)  indwelling  Foley  uri- 
nary catheter,  and  (3)  a sterile  dressing  on  the 
burn  wounds.  .Vn  acurate  record  should  be  kept 
of  the  urine  out])ut  and  fluids  administered  dur- 
ing transport.  During  transport,  the  preferred 
fluid  to  administer  is  lactated  Ringer's  solution 
given  at  a rate  of  50-100  ml 'hour.  The  initial 
examination  of  the  patient  should  include  in- 
spection for  evidence  of  smoke  inhalation.  How 
and  where  the  injury  occurred  will  give  reliable 
indications  of  tlie  likelihood  of  inhalation  injury. 
House  fires  and  fires  in  confined  spaces  are  fre- 
quently responsible  for  inhalation  injury  while 
fires  occurring  outside  are  not. 

.Vnalgesics  for  transport  should  be  given  in 
small  intravenous  doses.  Subcutaneous  and  intra- 
muscular routes  are  not  reliable  due  to  the  low 
flow  state  usually  associated  with  large  burn  in- 
juries. Tal)le  \'II  outlines  the  guidelines  for  the 
care  of  the  burn  patient  to  be  transported. 

Summary: 

The  ACHBC  is  a facility  for  the  care  of  burned 
children  from  the  State  of  Arkansas. 

The  current  methods  in  use  for  resuscitation 
and  wound  care  have  been  outlined. 


Any  burned  person  under  the  age  of  21  years 
is  eligible  for  admission.  Burn  Center  personnel 
are  on  call  24  hours  a day  and  can  be  reached 
by  calling:  501-376-4621. 

TABLE  VII 

Initial  Management  Guidelines 

(1)  Inhalation  injury  — 40%  humidified  oxygen. 

(2)  Circumferential  full  thickness  burns  of  ex- 
tremity tvith  vascular  compromise  — escha- 
rotomy. 

(3)  Intravenous  line  with  lactated  Ringer’s  — 
50-100cc  hr. 

(4)  Foley  urinary  catheter  — hourly  output,  save 
all  urine. 

(5)  NPO  — NG  tube  for  gastric  atony  to  prevent 
vomiting  and  aspiration. 

(6)  I\'  morphine  for  analgesia. 

(7)  Saline  compresses  for  partial  thickness  burns 
and  dry  dressings  if  patient  is  transferred. 

(8)  Tetanus  immunization  and  penicillin  pro- 
phylaxis as  needed. 

Special  acknowledgement:  Mattie  Medlock, 
B.C.T.,  Donna  McCarey,  R.X.,  and  Charles 
Smith,  R.P.T. 
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Urologic  Care  of  the  Patient  with  a Spinal  Cord  Injury 

Alex  E.  Finkbeiner,  M.D.,*  Nabil  K.  Bissada,  M,D.,*  and  John  F.  Redman,  M.D.* 


Introduction 

Evaluation  of  patients  who  sustained  spinal 
cord  injuries  during  \V"orld  War  II  revealed  that 
the  most  common  cause  of  long-term  mortality 
in  these  patients  was  renal  failure.  Patients  sus- 
taining spinal  cold  injuries  in  subsequent  wais 
have  experienced  a much  lower  mortality  rate 
because  of  renal  failure.  From  these  statistics  it 
is  evident  that  newer  and  more  standardized 
diagnostic  and  therapeutic  techniques  have  been 
the  key.  d he  purpose  of  this  communication  is 
to  review  the  basic  urologic  management  of  the 
patient  with  a spinal  cord  injury. 

Anatomy  and  Physiology  of  the 
Lower  Urinary  Tract 

.\n  understanding  of  the  anatomy  and  physi- 
ology of  the  lower  urinary  tract  is  basic  to  under- 
standing the  management  of  the  urinary  tract 
following  s|)inal  cord  injury.  Spinal  cord  injury 
does  not,  per  se,  alter  the  anatomy  or  function 
of  the  kidneys.  The  kidneys  continue  to  function 
normally  and  excrete  urine  into  the  collecting 
structures.  However,  the  function  of  the  lower 
urinary  tract,  storage  and  evacuation  of  urine, 
dejrends  upon  an  intact  nervous  system.  Altera- 
tion of  the  nerve  siqrply  to  the  lower  urinary 
tract  will  alter  its  storage  and  evacuation  func- 
tion which  can  subsequently  result  in  damage 
to  the  kidneys.  The  bladder,  urethra  and  ex- 
ternal urethral  sphincter  act  together  as  a single 
functional  unit.  They  are  all  innervated  by  a 
spinal  reflex  arc  originating  in  sacral  segments  2, 
3 and  4.  The  reflex  arc  receives  sensory  im- 
pulses from  the  bladder  and  discharges  motor 
impulses  reflexively  to  the  bladder  and  external 
sphincter.  Consciotis,  voluntary  control  is  medi- 
ated through  long  tracts  in  the  spinal  cord  which 
connect  the  saaal  centers  of  micturition  with 
higher  centers  in  the  brain  stem  and  cerebral 
cortex.  These  connections  influence  the  reflex 
arc  by  initiating  voluntarily  the  emjjtying  of  the 
bladder  and  also  “dampen”  the  reflex  arc  by 
preventing  intermittent  reflex  contractions  of 
the  bladder  during  filling  and  storage  thus  main- 
taining a low  pressure  storage  system. 
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The  act  of  micturition  retpiires  an  impulse 
down  the  long  spinal  tract  which  releases  iiihibi- 
tion  of  the  spinal  arc  and  initiation  of  inolor 
impulses  to  the  bladder  muscidature  and  ex- 
ternal urethral  sphincter.  The  result  is  a con- 
traction of  the  blatlder  musculature  and  a re- 
flex relaxation  (opening)  of  the  external 
sphincter. 

Clord  injuries  cephalad  to  the  sacral  arc  result 
in  interriqrtion  of  the  long  spinal  tracts  and  thus 
interruption  of  cortical  control  of  the  bladder. 
The  sacral  reflex  arc  is  intact  though  and  thus 
the  bladder  functions  reflexively  and  stronger 
than  normal  (uninhibited)  contractions  may  oc- 
cur. This  is  analagous  to  the  bladder  of  a neo- 
nate with  no  cortical  initiation  or  inhibition. 
ITnfortunately,  by  some  yet  unexplained  mecha- 
nism, the  external  sphincter  does  not  always  re- 
flexively relax  with  cc^ntraction  of  the  bladder 
in  cord  injured  patients  which  causes  excessive 
intravesical  pressures. 

Injuries  involving  the  sacral  arc  interrupt  the 
final  nerve  pathways  to  the  bladder  and  external 
s])hiiuter.  ^Vith  no  motor  sensory  innervation  of 
these  structures  they  are  able  to  carry  out  their 
storage  function  but  are  unable  to  intrinsically 
evacuate  urine  voluntarily  or  reflexively. 

Management 

Initial  MaJiagement : The  cardinal  rule  of 
managing  the  urinary  tract  in  the  spinal  cord 
injured  patient  from  the  onset  of  injury  is  “to 
provide  low  pressure  drainage  of  the  urinary 
bladder.” 

The  immediate  concern  on  initial  urologic 
evaluation  evaluating  the  spinal  cord  injured 
jxatient  is  direct  urinary  tract  trauma.  Evalua- 
tion shoidd  include  a urinalysis  to  rule  out 
hematuria,  evaluation  of  the  perineum  to  rule 
out  urinary  extravasation,  and  evaluation  of  the 
suprapubic  area  and  flanks  with  attention  di- 
rected toward  tenderness,  ecchymoses  or  masses. 
If  any  of  these  are  present,  urologic  consultation 
should  be  obtainetl.  If  hematuria  is  noted,  an 
intravenous  pyelogram  and  cystogram  should  be 
obtained.  Do  not  under  any  circumstances  jjass 
a urethral  catheter  if  blood  is  noted  at  the  ex- 
ternal urethral  meatus  without  first  obtaining 
a urethrogTam  to  rule  out  urethral  trauma. 
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After  urinary  trauma  is  ruled  out  insert  a 16 
or  18  F F’oley  catheter  per  urethra  and  connect 
it  to  dependent  drainage.  Pass  the  catheter  as 
atraumatically  as  possible.  If  any  resistance  is 
met  in  passing  the  catheter,  nrologic  consultation 
is  recommended  before  attempting  further  to 
pass  the  catheter. 

Following  spinal  cord  injiiry  a period  of  neuro- 
logic stabilization  ensues  for  np  to  six  weeks. 
Dining  this  time  no  definite  long-tenn  deficit 
can  be  ascertained  and  stibseqnent  management 
of  the  tirinary  tract  will  depend  upon  ascertain- 
ing the  final  status  of  the  nervous  system.  Gen- 
erally a definitive  evaluation  of  the  urinary  tract 
is  deferred  about  six  weeks  post  injiiry. 

During  this  stage  of  “stabilization”  the  nrologic 
management  shonltl  include  catheter  care,  eval- 
uation of  renal  fnnction  and  close  monitoring  of 
the  patients  neurological  status. 

The  urethral  catheter  shotdd  be  connected  to 
dependent  drainage  by  a closed  collecting  system, 
d he  nrinary  drainage  bag  shotdd  never  be  ele- 
vated above  the  level  of  the  bladder,  a particular 
problem  when  transporting  patients. 

Do  not  intermittently  clamp  the  catheter 
tinder  any  circumstances.  The  bladder  will  re- 
tain its  inherent  tonicity  without  periodic  dis- 
tention. Alternatively,  intermittent  clam|)ing 
of  the  catheter  can  result  in  over  distention  of 
the  bladder  and  the  resultant  seqttela  of  nrinary 
tract  infections  or  decompensation  of  the  bladder 
muscle. 

intermittent  irrigation  of  the  catheter  with 
acetic  acid  or  antiliiotics  tloes  not  keep  the  urine 
sterile  and  is  generally  not  indicated.  Three-way 
catheters  with  continnons  bladder  inigation  is 
time-consnming,  expensive  and  of  doubtful 
value. 

If  the  catheter  becomes  plugged  or  doesn’t 
tlrain  well,  gentle  irrigation  with  saline  may  re- 
store drainage.  If  free  drainage  is  not  restored 
the  catheter  should  be  changed. 

Evaluate  the  urethral  meatus  in  males  daily 
for  evidence  of  catheter-induced  urethritis.  If 
there  is  evidence  of  tirethritis  (pnrnlence  from 
the  meatus)  nrologic  consultation  is  recom- 
mended. d’opical  antibiotics  or  steroids  applied 
to  the  meatus  or  catheter  are  of  dotiblfnl  value 
in  preventing  urethritis. 

d he  urethral  catheter  should  be  changed  about 
every  two  weeks. 


All  patients  with  indwelling  urethral  catlieters 
will  develop  tirinary  tract  infections  character- 
ized by  pyuria  and  bacilluria.  The  presence  of 
an  infected  urine  per  se  hotvever,  is  not  an  in- 
dication for  treatment  of  the  urinary  tract  in- 
fection. Acidification  of  the  urine  may  be  tried 
but  it  is  difficult  to  achieve  a j>ersistently  acid 
urine  and  is  of  qtiestionable  value.  Antimicrobial 
therapy  directed  toward  sterilizing  the  urine  is 
not  indicated  tmless  the  patient  develops  sys- 
temic signs  of  sepsis  and/or  pyelonephritis  such 
as  fever  or  flank  tenderness.  If  the  patient  de- 
velops sepsis  and/or  pyelonephritis,  culture  the 
urine,  begin  parenteral  antibiotics,  obtain  an  ex- 
O'etory  urogiam  and  obtain  uroiogic  consulta- 
tion. 

Dtiring  this  six  weeks  period  a blood  urea 
nitrogen  and  serum  creatinine  should  be  ob- 
tained each  week;  more  fretpiently  if  there  is  evi- 
dence of  abnormal  renal  function.  Many  par- 
enteral antibiotics  are  potentially  nephrotoxic 
and  patients  receiving  these  drugs  should  be  fol- 
lowed closely  with  renal  function  tests. 

Urine  cultures  and  sensitivities  should  be  ob- 
tained each  week  as  a baseline.  The  patient 
should  not  be  treated  on  the  basis  of  a positive 
culture  unle.ss  symptoms  of  sepsis  or  pyelone- 
phritis are  present. 

Obtain  a baseline  intravenous  pyelogiam  as 
soon  as  the  patient  staliilizes. 

Serial  a,ssessment  of  the  jjatient's  neurological 
status  should  inchide  an  evaluation  of  the  bulbo- 
caveriiosus  reflex  and  perineal  sensation  as  a 
means  of  evaluating  the  S2.4  reflex  arc. 

If  tirologic  consultation  has  not  previously 
been  obtained  it  should  be  obtained  during  this 
6 week  period. 

Subsequent  Assessment : The  functional  status 
of  the  low'er  urinary  tract  is  cvahiated  at  approxi- 
mately six  weeks  by  comliining  a systometric  ex- 
amination with  electromyography  of  the  external 
urinary  sphincter.  In  this  manner  the  integrity 
of  the  sacral  reflex  arc,  the  influence  of  tlie 
higher  cortical  centers  and  the  coordination  of 
the  external  sphincter  with  the  bladder  muscle 
function  can  be  assessed. 

Patients  with  cord  lesions  cephalad  to  the 
sacral  2-4  arc  generally  develop  what  is  termed 
reflex  or  spastic  neurogenic  bladders.  The  sacral 
arc  is  intact  and  hence  involuntary  motor  power 
to  the  bladder  is  preserved.  These  patients  ex- 
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hibit  I'cllex  coiilractioiis  ol  the  blacUlei  wlicn 
the  bladder  is  distended.  It  tlie  external  sphinc- 
ter retlexively  relaxes  with  the  bladder  contrac- 
tion the  patient  will  retlexively  void. 

Patients  with  lesions  in\olving  the  sacral  arc 
develop  autonomous  or  tlaccid  neurogenic 
bhulders.  d'he  bladiler  motor  tunction  is  dimin- 
ished  or  absent  and  the  bladder  is  unable  to 
evacuate  itselt  vohmtionally  or  retlexively. 

Incomplete  lesions  can  result  in  a wide  spec- 
trum of  bladder  disorders  ranging  between  the 
extremes  ot  the  spastic  and  flaccid  bladder. 

Long-term  Management  and  follnw-np:  When 
neurologic  stabilization  has  occurred  urinary 
tract  rehabilitation  and  long-term  management 
can  begin.  I'he  principal  goal  of  therapy  is  to 
provide  low  pressure  drainage  to  the  urinary 
bladder  in  the  most  socially  and  emotionallv  ac- 
cepted manner.  Several  proven  modalities  of 
long-term  therapy  are  available  today. 

1)  Crede  voiding  consists  of  increasing  intra- 
vesical pressure  by  increasing  intra-abdominal 
pressure  through  \halsalva  maneuvers  or  manually 
compressing  the  lower  abdomen.  Crede  voiding 
is  effective  if  outlet  lesistance  remains  low  during 
voiding. 

2)  Indwelling  Catheters:  Patients  may  be 
managed  on  a long-term  basis  with  indwelling 
urethral  or  suprapubic  catheter  drainage.  Supra- 
pubic catheters  have  no  distinct  advantage  over 
luethral  catheters  in  females  but  tliey  tlo  over- 
come the  problem  of  urethritis  in  males.  The 
disadvantages  of  indwelling  catheters  are  the 
need  for  drainage  bags,  the  problem  of  l)ladder 
calcidus  formation  and  the  problem  of  catheter 
plugging  lesulting  in  bladder  distention  and 
sepsis. 

3)  Intermittent  Catheterization:  The  modality 
of  clean,  intermittent  self-catheterization  has  now 
been  accepted  as  an  excellent  modality  of  blad- 
der drainage.  The  patients  catheterize  them- 
selves in  a clean  but  non-sterile  manner  at  fre- 
(pient  intervals.  The  modality  approaches  the 
normal  physiologic  storage  and  evacuation  cycle 
of  the  l)ladder  and  negates  the  need  for  external 
appliances  and  indwelling  catheters.  The  dis- 
advantages in  the  opinion  of  physicians  un- 
familiar w'ith  this  technicpie  is  that  the  l)ladder 
is  emptied  in  an  unsterile  manner.  It  has  Ijeen 
showm  in  hundreds  of  jxatients  that  al)out  50 
peicent  of  patients  maintain  sterile  urines  if  they 


catheteiize  themselves  correctly.  Filty  percent  of 
patients  will  have  tnitiary  tract  infections  l)tit 
only  a very  few  develop  sepsis,  pyelonephritis  or 
tipper  urinary  tract  deterioi  ation.  Most  patients 
are  likewise  not  maintained  on  antibiotic 
therapy. 

■I)  Reflex  Voiding:  Patients  with  upper  tnotor 
lesions  and  a resultant  reflex  neurogenic  bladder 
can  be  considered  for  maintenance  on  reflex 
voiding.  Patients  with  reflex  bladders  and  a co- 
ordinated external  sphincter  can  be  maintainetl 
on  an  e.xternal  or  condom  catheter.  With  lilad- 
der  distention  they  reflexively  void  itito  the 
condom  drainage  catheter.  These  patients  can 
also  be  taught  to  trigger  their  bladder  to  re- 
flexively contiact  by  sharjdy  striking  their  supra- 
pubic region.  Patients  wuth  reflex  bladders  and 
outlet  resistance  secondary  to  prostatism,  stric- 
ture disease,  spasticity  of  the  bladder  neck  or 
an  uncoordinated  external  sphincter  must  be  re- 
lieved of  their  outlet  obstruction  before  being 
maintained  on  a reflex  voiding  program.  The 
outlet  re.sistance  can  be  relieved  surgically  (pros- 
tatic resection,  repair  of  stricture  or  external 
sphincterotomy)  or  medically  with  sympathetic 
l)locking  drugs. 

5)  Urinary  Diversion:  Diverting  the  urine  at 
the  bladder  level  or  supravesically  is  favored  by 
many  physicians.  Conduits  can  be  constructed 
from  segments  of  small  or  large  intestine.  A 
cutaneous  vesicostomy  can  Ije  constructed  w'hich 
consists  of  exteriorizing  the  bladder  to  the  al)- 
dominal  wall.  Other  forms  of  diversion  include 
cutaneous  ureterostomies  and  nephrostomies.  All 
of  these  diversion  techni([ues  rec|uires  external 
appliances  to  collect  the  urine  but  w'ith  training 
most  patients  accept  these  w^ell. 

(i)  Other  Modalities:  Implantable  electrodes 
in  the  bladder  wall  wdiich  initiate  bladder  empty- 
ing by  electrical  stimulation  are  presently  in  the 
experimental  stage  and  are  not  clinically  rclialtle 
at  present. 

Also  availa1)le  are  many  drugs  which  may  be 
utilized  to  augment  or  depress  Ijladder  function 
to  assist  in  long-terni  care  of  the  urinary  tract. 

Summary 

The  anatomic  and  physiologic  basis  for  the 
urologic  .serpielae  of  spinal  coicl  injuries  ate  out- 
lined. A brief  discussion  of  the  urologic  manage- 
ment of  these  j)atients  is  presented. 
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Orthopaedics 


Extension-Flexion  Trauma  to  the  Cervical  Spine 

C.  Frank  Dodson,  Jr.,  M.D.* 


Injuries  to  the  cervical  spine  are  a frequent 
cause  of  disconifort  and  prolonged  disability  in 
onr  current  age  of  antoniobile  trans])ortation. 
The  most  common  mecbanism  of  injury  pro- 
ducing trauma  to  the  cervical  spine  is  the  rear- 
end  type  collision,  in  tvbicb  a driver  or  |)assenger 
of  an  automobile  wbicb  is  sitting  still  is  struck 
from  behind  by  another  vehicle.  The  secpience 
of  events  in  which  the  cervical  trauma  occurs  is 
reasonably  well  understood  and  agreed  upon. 
Tlie  cervical  spine  initially  goes  into  hyperex- 
tension as  the  body  is  accelerated  forward  and 
the  weight  of  the  head  is  thrown  posteriorly.  In 
rehonnd  the  head  goes  forward  as  the  vehicle 
stops  and  the  cervical  flexion  occurs.  Less  com- 
monly, injuries  to  the  neck  are  caused  by  various 
sporting  activities,  notably  contact  sports  such 
as  football  and  rnghy  in  which  the  neck  is  sub- 
jected to  considerable  torsional  and  angular 
stresses. 

The  degree  of  excursion  po.ssil)le  for  the  cer- 
vical spine  in  extension  is  considerably  greater 
than  that  in  flexion,  as  the  arc  of  travel  is  limited 
oidy  by  the  patient’s  posterior  thorax  or  possibly 
an  automobile  seat,  when  the  head  rest  devices 
are  not  employed.  The  excursion  in  flexion  is 
limited  by  the  chin  striking  the  chest,  the  anto 
steering  wheel,  or  possibly  the  dash  board.  In 
lateral  excursion,  the  head  nsnally  strikes  the 
shoidder,  thereby  limiting  the  degree  of  angular 
distortion  possible. 

Lksnally  the  damage  to  soft  tissues  is  more 
serious  anterior  to  the  vertebral  column,  due  to 

•I>,  O.  Bo.x  5270,  Little  Rock,  Arkansas  72215. 


the  extreme  stretching  incurred  during  the  hyper- 
extension jrhase  of  the  injury.  Sternocleidomas- 
toid muscles,  the  strap  muscles  of  the  neck  and 
the  anterior  longitudinal  ligament  may  be  jjar- 
tially  or  entirely  divided.  If  the  forces  involved 
are  great  enough,  fracture  of  the  vertebrae  with 
or  tvithont  rupture  of  the  iuterverteltral  discs 
may  occur.  In  the  rebound  flexion  stress,  the 
posterior  structures  of  the  cervical  complex  in- 
cluding supraspinous,  interspinous  or  the  dorsal 
spinous  processes  may  be  disrupted.  Usually  the 
spinal  cord  and  the  spinal  nerve  roots  are  not 
directly  damaged  in  the  initial  trauma,  but  may 
become  compromised  later  as  swelling  of  the  soft 
tissue  surrounding  them  becomes  pronounced, 
in  the  absence  of  a fracture  dislocation. 

The  classic  extension-flexion  mechanism  of 
injury  as  desaibed  above  usually  does  not  occur 
in  its  pure  form.  Generally  the  cervical  spine  is 
held  in  some  degree  of  rotation  before  the 
angular  acceleration  occurs,  and  this  twisting  of 
the  neck  is  more  likely  to  result  in  a fracture  of 
tlie  articular  processes  or  the  vertebral  bodies 
themselves.  Therefore,  an  accurate  knowledge 
of  the  details  of  the  inciting  trauma  can  be  of 
considerable  assistance  in  being  alerted  to  look 
for  fractures. 

The  physical  findings  noted  in  jjatients  sub- 
jected to  cervical  sjtine  trauma  are  somewhat 
varitible,  but  in  general  follow  a well  recognized 
pattern.  If  examination  is  carried  out  within  the 
first  few  hours  following  such  an  injury,  signs 
;uul  synq>toms  may  be  quite  minimal.  Repeat 
examination  12  to  24  hours  later,  how'ever,  usu- 
ally reveals  considerable  tenderness  and  swelling 
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of  the  paraspinous  cervical  musculature,  sterno- 
cleitlomastoitl  muscles  and  trapezii.  I'enderness 
may  also  be  found  over  the  dorsal  spinotis  proc- 
esses and  the  interspinous  ligaments.  Netiro- 
logical  evaluation  of  the  cranial  nerves  and  the 
Itrachial  j)lexus  branches  should  always  be  carried 
out,  although  these  tisually  are  found  to  be  with- 
in normal  limits  in  the  absence  of  bony  injury. 
The  range  of  motion  of  the  cervical  spine  in  all 
planes  mtist  be  determined,  and  is  usually  noted 
to  be  limited  to  a variable  extent  with  the  most 
striking  limitations  noted  to  be  in  side  bending 
and  rotation.  These  limitations  are  tisually  the 
result  of  muscle  spasm  and  jrain  associated  with 
the  injury. 

d'he  patient’s  complaints  may  be  numerotis 
and  difficult  to  relate  directly  to  the  events  of 
the  accident.  Headache,  neck  ache,  dizziness, 
Ijltirred  vision,  transient  amnesia  and  a loss  of 
ability  to  concentrate,  pain  and  aching  along  the 
eyes  and  over  the  occipital  scalp  are  fretjuently 
noted  complaints.  Radiation  of  pain  as  far 
laterally  as  the  shoulders,  or  even  farther  distally 
into  the  arms,  forearms  or  hands  may  occur. 
These  have  been  recognized  to  be  helpful  prog- 
nostic indicators  and  if  present  early,  the  prog- 
nosis for  an  early  comjtlete  recovery  is  unlikely.^ 
Some  physicians  feel  that  the  presence  of  inter- 
scapular or  upper  back  pain  at  the  time  of  the 
examination  is  a better  indicator  of  the  likeli- 
hood for  early  recovery.^ 

X-ray  evaluation  for  cervical  spine  injuries 
shotild  generally  include  atlecpiate  films  in  the 
antero-posterior,  lateral  (to  include  the  seventh 
cervical  vertebra),  odontoid  open  motith, 
oblitpies,  and  lateral  views  in  flexion  and  ex- 
tension. It  is  now  recognized  that  thin  section 
tomography  can  reveal  fractures  which  are  not 
apparent  even  on  the  best  plain  X-rays,  or  simi- 
larly can  rtile  otit  false  positive  findings.^  Even 
newer  technicpies  such  as  comptiterized  axial 
tomogTaphy  are  now  being  evaluated  for  detect- 
ing subtle  fractures  such  as  those  on  the  ring  of 
C-1.  X-ray  findings  mtist  be  closely  correlated 
with  the  clinical  complaints  and  physical  find- 
ings and  special  angles  such  as  pillar  view's  may 
be  indicated  to  delineate  occult  fractures.  It  is 
felt  by  some  that  tilting  of  the  odontoid  process 
in  either  the  AP  or  lateral  view  may  be  the  only 
direct  evidence  of  fracture  of  the  odontoid  as  the 
fracture  line  may  not  be  visable  on  plain  X-rays. 


The  prevertebral  soft  tissue  shadow  seen  on  the 
lateral  view  of  the  cervical  spine  at  the  level  of 
the  anterior  inferior  border  of  the  third  cervical 
vertebra  w'as  found  to  be  2.6  to  4.8  mm  thick  in 
normal  patients  and  it  is  felt  that  if  this  shadow 
is  greater  than  5 mm  wide  it  offers  indirect  evi- 
dence of  cervical  spine  injury.^  There  is  normally 
a lordotic  curvature  of  the  cervical  spine  as  noted 
on  lateral  views,  and  loss  or  sharp  reversal  of 
tills  curvature  may  indicate  posterior  neck  muscle 
disruption  or  anterior  neck  muscle  spasm.  It  has 
been  pointed  out,  however,  that  approximately 
20%  of  the  patients  have  either  a straight  or 
kyphotic  curvature  of  the  neck  w’ith  the  head  in 
neutral  position,  and  if  the  chin  is  lowered  one 
inch  from  neutral,  70%  of  jratients  have  no 
lordosis.5  In  flexion-extension  lateral  view's  the 
offset  of  the  posterior  border  of  one  vertebral 
body  relative  to  the  adjacent  one  should  be  no 
more  than  3 mm  in  adults  but  may  be  as  much 
as  5 mm  in  children  w'ithout  injury  being 
present.*'  These  dynamic  view's  may  provide  a 
true  guide  to  the  amount  of  limitation  of  motion 
of  the  cenical  spine,  as  many  examiners  have 
noted  a gross  discrepancy  betw'een  the  range  of 
motion  obtainable  during  the  physical  examina- 
tion and  that  evidenced  by  the  neck  excursion  on 
tiie  X-ray  studies. 

Although  fractures  infrequently  occur  in  the 
average  rear-end  traffic  collision,  they  do  occur 
and  may  be  of  considerable  clinical  importance. 
.Vvulsion  fracture  of  the  dorsal  spinous  processe.s 
is  o{  no  serious  clinical  consetjuence,  as  this  is 
only  a source  of  discondbrt  and  heals  unevent- 
fully with  minimal  stabilization.  Compression 
fractures  of  the  vertebral  bodies  may  be  difficult 
to  perceive  by  direct  inspection  of  X-rays,  but 
must  be  suspected  in  the  presence  of  an  abnor- 
mally w'idened  prevertebral  soft  tissue  shadow. 
Significant  instability  betw'een  bony  segments 
may  occur  as  a result  of  fractures  of  the  vertebral 
pedicles  or  articidar  processes.  These  may  be 
very  difficult  to  illustrate  except  w'ith  unusual 
X-ray  views,  tomography  or  computerized  axial 
tomography.  A useful  technicpie  in  evaluating 
patients  w'ith  continuing  complaints  is  follow  up 
X-rays  taken  10  to  14  days  following  an  accident, 
as  resorption  at  fracture  lines  may  render  a bony 
infraction  clearly  visible  at  that  time.  It  is  not 
the  intention  of  this  brief  resume  of  cervical 
spinous  injuries  to  review'  the  multitude  of  frac- 
tures w'hich  may  occur  in  the  cervical  spine,  but 
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tlicse  Iractmes  imist  be  ruled  out  beloie  stability 
ol  the  eeiA’ical  spine  can  be  assumed. 

'll e;itmeiit  lor  cervical  injuries  varies  toii- 
sideraitly  from  one  physician  to  anothei.  It  is 
agreed  that  treatment  must  be  iudividuali/ed 
along  several  jKiriimeters  — the  amount  of  vio- 
lence sustained  in  the  accident,  the  personality 
of  the  patient,  whether  litigation  is  pending  con- 
cerning the  accidetit,  and  the  presence  of  pre- 
existing disorders  in  the  patients  involved.  In 
the  more  severely  injured  jratient,  bed  rest  with 
a soft  cervical  collar,  with  or  without  cervical 
tractioti,  appropriate  analgesics  atid  muscle  re- 
laxants  are  used  as  indicated.  These  patients  are 
in  the  relative  minority  of  the  entire  group  of 
patients  with  soft  tissue  cervical  injury.  For  the 
“average”  ptitient  with  soft  tisstie  injury  of  the 
neck,  several  different  regimens  have  been  advo- 
cated. The  traditional  treatment  with  the  soft 
cervical  collar,  muscle  relaxants,  heat,  and  pain 
medication  is  widely  utilized.  This  regimen  is 
also  well  recognized  to  have  its  liabilities,  as 
patients  were  frequently  treated  with  high  doses 
of  traiKjuilizers,  dispensed  under  the  guise  of 
“muscle  relaxants.”  The  cervical  collar  may  be 
seized  upon  by  the  jtatient  and/or  his  attorney 
as  evidence  of  organic  pathology. 

Physical  therapy  has  been  used  in  various  ca- 
pacities — intermittent  cervical  traction,  ultra- 
sound, heat,  intermittent  electrical  mu.scle  stimu- 
lation, and  massage  — with  varying  degrees  of 
sticcess.  lire  coticensus  relative  to  the  use  of 
physical  therapy  appears  to  be  that  this  modality 
should  be  used  if  efficacious  in  relieving  symp- 
toms and  should  be  continued  for  a few  weeks 
following  the  injury,  but  is  of  qitestionable  value 
when  administered  over  a prolonged  period  of 
time.  Recently  it  has  been  demonstrated  that 
isometric  neck  exercises  may  be  utilized  in  the 
treatment  of  “the  cervical  syndrome”  with  good 
results.'^  It  is  thought  important  by  most  phy- 
sicians treating  these  injuries  that  the  patient 
return  to  his  nonnal  activities  as  soon  as  possible, 
preferably  within  a few  days  following  the  acci- 
dent. 


(Complications  ol  these  injuries  ate  not  un- 
common. If  dizziness  is  |rersisteut  for  one  to  two 
w'eeks  following  the  atcident  and  .seems  to  have 
an  organic  basis,  evaluation  by  an  otolaryngolo- 
gist may  l)c  in  order  to  evaluate  jtossible  damage 
to  the  semicircular  canals.  Persistent  headaches 
of  debilit;iting  natme  may  letpiire  evaluation  by 
:i  nemologist  oi  a nemosurgeon.  Litigation  jrend- 
ing  lelative  to  the  inciting  trauma,  unfortutiate- 
ly,  .seems  to  have  a detrimental  effect  on  the  re- 
covery rates  of  patients  involved  and  when  set- 
tlements can  be  reached  early  this  ajtpears  to 
be  beneficial. 

The  clinical  course  of  jratients  sustaining  soft 
tissue  extension-flexion  injury  of  the  crevical 
sjtine  may  be  (piite  prolonged  and  may  run  as 
long  as  eight  to  twelve  weeks.  Many  of  the  less 
severe  injuries  are  completely  resolved  in  two 
to  three  weeks. 

In  summary,  the  evaluation  and  care  of  pa- 
tients sitstaining  injury  to  the  cervical  spine  is 
not  an  unusttal  part  of  office  orthojx?dics  and 
frequently  becomes  a trying  dilemma  for  the 
physician  and  patient  involved,  as  these  injuries 
seem  to  respond  quite  variably  to  any  one  meth- 
od of  treatment.  Early  evaluation  by  appropri- 
ate consultants  and  early  settlement  of  litigation, 
as  well  as  appropriate  medical  treatment,  seem  to 
contribute  favorably  to  the  recovery  and  return 
to  normal  activity  of  these  jratients. 

BIBl.IOtiR.M’HV 

1.  Binct,  E.  E.,  Nforo,  J.  J.,  Maiangola,  J,  P.,  and  Hodge, 
C.  J.:  Cervical  Spine  d oniogiapliy  in  Trauma.  Spine, 
Vol.  2,  No.  3:16.“!,  1977. 

2.  Biiruc,  I).  C.:  Hyperextension  Injuries  of  the  Spine. 
J.  Bone  Joint  Snrg.,  53B:3,  1971. 

3.  Greenfield.  J.  and  llfeld,  E.  W'.:  .Acute  Cervical  Strain. 
Clin.  Ortho.  122:196,  1977. 

1.  Ilartinan,  J.  1..  Palinnlto,  E.  and  Hill,  B.  J.:  Cineradi- 
ogiaphy  of  tlie  Braced  Nonnal  Cervical  Spine.  Clin. 
Ortho.  109:97,  1975. 

.■).  Hold,  M.:  Soft  d issue  Injuries  of  the  Netk.  Clin. 
Ortho.  109:12,  1975  and  J.  Bone  Joint  Snrg.  J6A:1675, 
1974. 

6.  ^Veir,  1).  C.:  Roentgcnographic  Eigures  of  Cervical 
Injury.  C.lin.  Ortho.  109:9,  1975. 

7.  tN'icksirom,  J.  and  LaRocca,  11.:  Head  and  Neck  In- 
juries from  Acceleration-Deceleration  Eorces.  Sj)iual 
Disorders,  p.  319.  Philadelphia.  1977,  Eea  and  Fei)iger. 


Volume  74  Number  8 — January,  1978 


307 


ELECTROCARDIOGRAM  1 OF  THE  MONTH 


o • 


• & 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Med 


icine 


(See  Answer  on  Page  327) 


This  is  a 43-year-old  white  female,  who  presents  with  chronic  heart  failure. 
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Significance 

-/Vn  increasing  number  of  acute  injuries  to 
the  first  metatarsophalangeal  joint  and  to  the 
surrounding  structures  are  becoming  a signifi- 
cant problem  to  athletes,  coaches,  trainers  and 
physicians.  These  injuries  are  seen  in  several 
sports  but  most  commonly  in  football.  The  uses 
of  both  artificial  turf  and  unsafe  foottcear  are 
suspect  as  playing  a part  in  the  increased  inci- 
dence of  traumatic  lesions  to  the  joint  of  the  big 
toe.  Seemingly,  players  and  coaches  are  more 
interested  in  a light-weight  athletic  shoe  which 
shows  the  characteristics  of  good  traction  than  in 
possessing  adequate  structural  support  for  the 
foot. 

In  an  effort  to  determine  the  magnitude  of 
traumatic  lesions,  ninety-four  questionnaires  were 
sent  to  athletic  trainers  of  large  colleges  and  uni- 
versities throughout  the  United  States.  Colleges 
were  selected  irrespective  of  geographic  areas. 
Sixty-six  colleges  answered  for  a 70%  response 
level.  The  questionnaire  asked  if  metatarsopha- 

•Division  of  Sports  Medicine,  Department  of  Orthopaedics,  Uni- 
versity of  .Arkansas,  Fayetteville,  Arkansas  72701. 

•'Head  Trainer,  Department  of  .Athletics,  University  of  .Arkansas, 
Fayetteville,  Arkansas  72701. 


larigeal  joint  injuries  were  increasing  or  decreas- 
ing, and  if  they  tvere  a significant  problem  to 
their  athletic  program. 

The  respondents  overall  comments  confirmed 
the  findings  at  the  University  of  Arkansas  where 
experiences  during  the  1972,  1973,  and  1974  sea- 
sons were  analyzed.  1972  was  the  fourth  year  for 
.\rkansas  to  play  on  Astroturf.  The  metatarso- 
phalangeal joint  injury  was  compared  with  ankle 
sprains,  since  the  significance  of  this  latter  in- 
jury has  already  been  determined.  The  factors 
used  in  the  comparison  Avere  the  number  of  in- 
juries sustained,  the  number  of  missed  practices, 
and  the  number  of  missed  games  (Fig.  1).  Dur- 
ing these  three  years  of  the  comparison  the  Ar- 
kansas football  players  sustained  74  ankle 
sprains,  and  just  18  toe  injuries.  However,  the 

Figure  1. 

Ankle  and  toe  injuries  at  the  University  of  .Arkansas  for  the 
1972.  1973  and  1974  football  seasons. 

University  of  Arkansas  1972,  1973,  1974 
Football  Seasons 


Injuries 

Missed  Practice 

Missed  Games 

ANKLE 

74 

152 

6 

TOE 

18 

92 

7 
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number  of  missed  practices  for  ankles  were  152, 
tvhile  there  were  92  for  the  toe.  Ankle  sprains 
accounted  for  only  six  missed  games  and  the  toe 
prolilcm  for  seven.  It  is  evident,  therefore,  that 
although  the  incidence  of  ankle  sprain  out- 
weighed that  of  toe  injury,  the  latter  was  more 
disabling  to  the  player,  and  this  problem  is  in- 
deed significant. 

Possible  Responsible  Factors 

In  the  (piestionnaire  sent  to  the  trainers,  36% 
felt  the  turf  was  the  jnimary  responsible  factor 
in  the  toe  injuries;  21%  indicated  the  shoes  w'ere, 
24%  said  the  shoes  and  turf  were  approximately 
ecpial,  and  16%  rendered  no  opinion.  Because 
the  inaease  in  these  injuries  is  concomitant  wdth 
both  the  installation  of  tlie  artificial  playing  sur- 
faces in  a large  number  of  stadiums  throughout 
the  counti7  and  the  subsequent  change  in  foot- 
wear, botli  of  these  factors  are  considered  sig- 
nificantly suspect  as  being  a causation. 

(1)  Playing  surfaces:  Comparing  grass  to  arti- 
ficial surfaces.  Bowers  and  Martin, ^ at  the  Uni- 
versity of  West  Virginia  in  1974,  determined  the 
parameters  of  stopping  time,  total  impact  dura- 
tion, peak  acceleration  and  deceleration,  and 
average  acceleration  and  deceleration.  As  a play- 
ing surface,  they  found  that  new  Astroturf  com- 
])ares  with  natural  grass,  but  that  five-year-old 
Astroturf  is  poorer  in  all  of  these  parameters  and 
approximates  the  asphalt  base  in  its  impact 
characteristics. 

(2)  Shoes:  Tlie  support  given  by  the  footgear 
lias  deteriorated  with  the  advent  of  the  emphasis 
on  sjieed  and  traction. 

(3)  Shoe  Fitting:  Nearly  all  popular  brands 
of  football  shoes  are  fit  primarily  by  length. 
Tliose  athletes  requiring  wider  shoe  sizes  may  be 
issued  a longer  shoe  to  accommodate  their  wide 
feet.  This  results  in  an  exceptionally  long  shoe 
which  may  create  undesired  distribution  of 
forces  in  the  forefoot  with  subsequent  metatar- 
sophalangeal joint  injury. 

(4)  Individual  Characteristics:  A prospective 
study  in  1976,  during  which  seven  injuries  oc- 
curred, failed  to  reveal  a relationship  between 
injury  and  range  of  motion.  A liigher  percentage 
of  injured  toes  appear  to  have  flattened  metatar- 
sal heads,  rather  than  spherical,  possibly  from 
pre-existing  years  of  activity.  This  is,  however, 
only  an  impression  as  the  variation  in  roentgeno- 
gram technique  did  not  always  provide  repro- 


ducible readings,  and  the  flattening  of  non- 
symptomatic  metatarsal  heads  was  not  studied. 

Mechanisms  of  Injury 

I'he  primary  mechanisms  of  injury  w’ere  seen. 
The  most  common  was  hyperextension  (Fig.  2). 
"Fhe  jtlayer  was  lying  prone  on  the  ground,  with 
toes  on  the  ]ilaying  surface  and  heel  in  the  air. 
In  the  subseejuent  pile-up,  another  player  would 
fall  across  the  back  of  his  leg,  hyperextending 
the  metatarsophalangeal  joint. 

The  second  type  is  the  hyperflexion  injury, 
with  the  ball-carrier  being  tackled  from  behind, 
driving  his  knee  forward.  If  his  foot  is  plantar 
flexed,  another  player  striking  the  ball-carrier 
from  the  front  forces  his  body  back  over  his 
flexed  knee  and  hyperflexed  gieat  toe. 

llie  third  is  a valgus  injury  occurring  on  sud- 
den acceleration,  such  as  a back-position  player 
pushing  off  from  his  offensive  stance.  This 
mechanism  is  more  likely  to  produce  symptoms 
of  insidious  onset. 

Treatment 

Often,  at  the  FIniversity  of  Arkansas,  non- 
operative therapy  w'as  utilized  as  the  primary 
treatment  of  choice  in  great-toe  injuries;  the  hall- 
mark of  such  treatment  is  joint  rest.  Depending 
on  the  .severity  of  the  injury,  this  may  include 
plaster  immobilization,  crutch  walking,  or  sim- 
ply walking  on  the  heels  to  avoid  painful  motion 
of  the  toe.  Ice,  compression,  and  elevation  are 
used  early  after  injury.  Later,  ultra-sound,  con- 
trast baths,  or  paraffin  offer  some  benefit. 

The  player  is  asked  to  walk  at  a speed  and  in 
a weight-bearing  configuration  that  is  within  his 
range  of  comfort,  and  under  no  circumstances 
should  it  produce  a painful  gait.  Typically,  this 
therapy  will  progress  from  flat-footed  walking  to 
a normal  gait,  and  then  the  player  is  permitted 


Figure  2. 

Example  of  the  current  “turf”  shoe  with  the  hyperextension  force 
at  the  metatarsophala;ngeal  joint. 
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to  jog  at  increased  s|)eeds  with  a noimal  stride 
until  he  can  run  straight  ahead  at  full  speed, 
d he  patient  is  then  encouraged  to  start  running 
from  a stance  until  he  can  dcr  so  without  dis- 
comfort. Finally,  he  performs  cutting  maneuvers, 
d'hroughout  tliis  period  of  jogging  and  running, 
the  patient  is  fitted  with  shews  tliat  are  modified 
so  as  to  produce  increased  stability  of  the  distal 
forefoot  and  toe  areas.  A 0.51  mm  spring  steel 
splint  (Fig.  3),  extending  from  the  forward  edge 
of  the  heel  to  the  forward  edge  of  the  inner  sole 
of  the  shoe  lias  routinely  been  utilized.  Dr.  Gar- 
rick, in  a recent  panel  discussion  reported  in  The 
Physician  in  Sports  Medicine  Journal,-  has  uti- 
lized an  Orthoplast  splint  between  the  upper 
and  the  sole  of  the  shoe,  and  reports  a decreased 
incidence  of  metatarsophalangeal  injury  in  his 
athletes.  In  addition,  taping  the  toe  to  prevent 
it  from  assuming  the  configuration  of  the  original 
injury,  as  suggested  by  the  head  trainer  of  the 
Ihiiversity  of  Arkansas,  has  been  of  considerable 
benefit  in  most  cases. 

Responses  from  the  trainers  questionnaired, 
24%  said  that  steroid  injections  were  used  acute- 
ly. In  the  researchers’  opinion,  steroids  are  of 
no  benefit  and  can  be  detrimental  if  they  mask 
symptoms  which  woidcl  have  prevented  a too 
early  return  to  activity. 

Despite  the  non-operative  therapy  outlined, 
there  have  been  failures  that  have  led  to  the 
necessity  of  surgery.  It  is  difficult  to  determine 
from  the  initial  exam  or  studies  just  which  in- 
juries will  fail  to  respond  to  non-ojwrative  ther- 
apy. For  example,  some  capsidar  tears  responded 
to  three  weeks  of  conservative  therapy  while 
others  did  not  improve  even  after  several  months. 
However,  later  operative  repair  was  beneficial  in 
such  cases.  One  fractured  sesamoid  resulted  in 


Figure  3. 

The  strip  spring  temper  stainless  steel  insert. 


a |)ermanent  impairment,  while  another  caused 
only  two  missed  practices. 

Illustrative  Cases 

Case  Number  One:  1).  F.,  running  back,  had 
an  apparent  hyperextension  injury  occurring  dur- 
ing practice  on  September  11,  1974.  I'he  patient 
was  limping  and  in  pain  Ijy  the  end  of  practice. 
RoentgenogTams  suggested  a fracture  of  the  sesa- 
moid (Fig.  4A),  but  since  the  patient  was  only 
mildly  tender  and  did  not  recall  a specific  in- 
jury, it  was  hoped  that  this  represented  an  old 
injury  or  “red  herring.”  D.  F.  was  comfortable 
after  two  missed  practices,  fnit  a re-injury  occur- 
red five  weeks  later,  while  wearing  a jxtpular 
brand  shoe  with  a short  toe  plate  added  (Fig.  4B). 
This  was  a typical  hyperextension  type  injury. 
Roentgenograms  (Fig.  4C)  at  this  time  revealed 
a widening  of  the  defect,  again,  after  missed  prac- 
tices, D.  F.  returned  to  play,  and  completed  the 
season  as  the  number  three  all-time  rushing 
leader  at  the  University.  In  1977  D.  F.  is  a 


figure  lA. 

The  initial  hyperextension  injnrv  was  on  September  1 1,  1974. 
associated  with  only  minimal  tenderness  and  a slight  limp.  Note 
the  .spurring  of  the  metatarsal  head,  and  equivocal  fraciure  of  the 
sesamoid.  .\t  that  time,  the  patient  had  limited  symptoms,  and 
"recovery  " after  only  two  missed  practices. 
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Figure  4C. 

Roentcgeiiograms  of  tlie  second  injury  to  the  metatarsophalangeal 
joint  complex  on  October  28,  with  widening  of  the  suspected 
fracture  line  following  an  obvious  hyperextension  injury. 


lunning  Ijack  with  the  New  England  Patriots 
and  is  asymptomatic. 

Case  Number  Two:  R.  G.,  running  back,  re- 
ceived a sesamoid  fracture  rvhich  widened  pro- 
gressively over  a five-montli  period  (Figs.  5A,  5B). 
Excision  of  the  fragments  and  capsular /flexor 
brevis  repair  alleviated  his  symptoms  to  some  ex- 
tent, Imt  R.  G.  could  not  resume  competitive 


Figure  4B. 

Hypcrcxtciision  injurv,  with  re-iiijury  to  the  met.itarsoplialangeaI 
joint  on  October  28,  1974;  toe  lixcd  with  the  heel  in  the  .air,  and 
a force  aitplicd  across  the  jtosterior  aspect  of  the  back  of  the  leg, 
h\ perextending  the  metatarsophalangeal  joint. 


football  participation  effectively.  Five  years 
later,  he  is  unaljle  to  participate  in  any  running 
activities. 

Case  Number  Three:  D.  B.,  running  back,  was 
injured  on  September  .5,  1974,  pushing  off  from 
his  offensive  stance.  Historically,  this  represented 
a valgus  component  to  the  injury.  (Fig.  6A).  The 
patient’s  arthrogram  (Fig.  6B)  demonstrated  a 
medial  capsular  tear  which  corresponded  well  to 
his  area  of  immediate  and  continuing  ecchymosis 
and  tenderness.  He  was  treated  with  rest,  am- 
bulation within  the  limits  of  pain,  ice,  and  eleva- 
tion initially.  Later,  paraffin  baths  and  shoe 
modifications  were  instituted.  D.  B.  restmred 
football  three  weeks  later,  after  missing  fifteen 
practices.  Of  jxissible  prognostic  significance  was 
the  fact  that  one  week  post-injury,  the  player  tvas 
walking  with  only  a mild  limp,  and  two  weeks 
post-injury,  he  was  able  to  jog  without  any  limp 
while  his  range  of  motion  had  returned  to  normal 
by  three  weeks.  It  is  of  interest  that  the  patient 
had  injured  the  opposite  foot  while  in  high 
school,  as  a junior,  in  the  Spring  of  1973,  while 


Figure  5A. 

On  December  28,  roentegenograms  revealed  a fracture  of  the 
libial  sesamoid. 


312 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


I'OM  1*.  C.OKI  R.  M l).,  ).\MI  ,S  .\.  .\kN()1  1),  .M  l).,  AM)  l)l  AN  1 . W'l  hi  K,  (^.A.I. 


in  rubbci -solccl  shoos,  on  ^i  ;iss.  In  the  bill  ol 
that  year,  I).  B.  oontinned  to  have  dillienliy  and 
was  injected  with  a local  anesthetic  in  order  to 
play  throiy<>hout  the  bill  ol  1973.  lie  did  not 
iinproxe  si<>nilicantly  until  the  sjaing  ol  1971, 
alter  a period  ol  rest  snlxsecpient  to  the  locjtball 
season. 

I).  B.  dcinonstrates  the  return  to  activity  of  a 
patient  with  a torn  capsule  and  abnormal  joint, 
treated  only  by  rest  and  conservative  therajjy.  In 
197(i,  he  participated  in  varsity  football  but  pres- 
ently cannot  play  intramural  basketball  without 
pain. 

Case  Number  Four;  D.  1’.,  a cpiarterback,  was 
wearing  a popular  leather  soccer  shoe,  playing 
on  grass,  and  was  injured  in  a pile-n|).  His  roent- 
genograms revealed  joint  narroiving,  several 
months  later,  and  a cpiestionable  Iractnred  sesa- 
moid. I’he  athlete  was  seen  originally  two  and 
one-half  mc^mths  post-injury,  and  at  five  months 
post-injury  was  ojreratcxl  upon.  The  primary 
findings  were  chondromalacia  of  the  head  of  the 
first  metatarsal,  and  an  area  of  capsular  tear 


Figure  5Ii. 

The  fracture  widened  progressively  over  the  next  five  months. 
F.xcision  of  the  fragments  and  a soft  tissue  repair  helped  his 
symptoms,  but  he  was  still  limited  in  his  activities  three  years  later. 


superiolaterally  where  the  synovium  was  ad- 
herent to  the  articiilar  siirbice.  l liis  was  shaved. 
1 he  area  of  chondromalacia  was  smoothed  and 
the  capsule  repaired.  Fhe  athlete  reinrned  to 
football  and  played  throiigh  the  season  ol  his 
.senior  year,  fall  of  1971  — three  years  after  his 
oiiginal  injury.  Although  1).  T.  continued  to 
have  some  symptoms  in  his  first  metatarsopha- 
langeal joint  in  197b,  they  were  no  woise  than 
his  opposite  loot  which  also  demonstrated  a 


l igure  6.\. 

the  \algus  component  to  the  injury  to  the  right  foot  while 
pushing  off  from  the  offensive  stance. 


Figure  6B. 

Arthrogr.im  showing  the  mctlial  anti  dorsal  capsular  tear. 
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flattening  of  the  metatarsal  heads  and  some  early 
arthritic  changes  (Fig.  7B). 

Case  Number  Five:  Another  example  of  late 
repair  is  M.  K.,  a basketball  player,  who  during 
a game  on  hardwood  floors,  was  injured  while  in 
a prone  position  when  another  player  fell  across 
his  heel.  He  was  treated  non-oj^eratively,  as 
previously  outlined,  from  the  time  of  injury  until 
he  was  altle  to  return  to  basketball  six  weeks 
later.  Three  weeks  jX)st-injnry,  the  patient  could 
not  jog  without  pain,  and  at  four  and  one-half 
months  he  still  lacked  five  degiees  of  full  ex- 
tension. M.  K.  was  able  to  finish  the  basketball 
season  but  was  operated  upon  because  of  both 
the  persistent  point  tenderness  on  the  plantar 
medial  surface  of  the  first  metatarsophalangeal 
joint  and  the  pain  with  activity.  At  exploration, 
three  small  artilaginous  loose  bodies  were  found 
in  the  joint  with  synovial  irritation.  The  largest 
one  of  these  loose  bodies  only  measured  2 mm. 
Though  these  may  seem  insignificant,  a compari- 


Figure  7A. 

This  quarterback  was  injured  in  a pile-up.  and  roentgenograms 
indicated  a possible  sesamoid  fracture.  Five  months  posiinjurv, 
operative  findings  showed  chondromalacia  of  the  head  of  the  first 
metatarsal  with  a capsular  tear.  He  continues  to  have  some  symp- 
toms of  the  first  metatarsophalangeal  joint  of  the  foot,  but  no 
worse  than  the  opposite  side. 


son  of  the  size  of  the  loose  bodies  to  the  size  of 
the  joint  increases  their  relative  importance.  The 
capsule  was  thickened  in  an  area  of  spontaneous 
healing  medially.  This  area  was  excised,  repaired 
and  tightened.  In  six  weeks  time,  the  patient  was 
able  to  play  basketball  for  two  hour  durations 
at  a time.  In  eleven  weeks  M.  K.  had  regained 
normal  activity,  including  unlimited  basketball, 
without  pain.  The  only  differentiating  factor 
noted  was  the  loss  of  five  degrees  of  flexion,  com- 
pared to  the  opposite  foot.  Four  years  later,  M. 
K.  is  still  playing  intramural  basketball  without 
restrictions. 

Case  Number  Six:  B.  B.,  a running  back,  illus- 
trates late  sequellae  following  attempts  to  con- 
tinue playing,  despite  incomplete  relief  of  symp 
toms.  The  original  injury  occurred  in  1968  (Fig. 
8A).  There  was  a subsequent  appiearance  of  calci- 
fication in  the  soft  tissues  anterior  to  the  dorsal 
surface  of  the  first  metatarsal  (Fig.  8B).  The 
finding  at  the  time  of  surgery  indicated  an  old 
incomplete  capsular  tear.  It  is  likely,  from  the 
sequential  appearance  of  the  roentgenograms. 


Figure  7B. 

The  opposite  foot,  which  also  demonstrates  flattening  of  the 
metatarsal  head,  and  some  early  arthritic  changes. 


314 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


I'OM  P.  (lOKF.R,  M.l).,  JaMKS  A.  ARNOLD,  M.l).,  AND  DeAN  I \Vl  Bl  R,  Cl.A.T. 


that  tlic  calciiualioii  apix-ared  after  tJic  first  foot- 
hall  game  in  wliith  the  patient  participated, 
wltich  was  a bowl  game  some  three  months  after 
liis  original  injury.  Thus,  B.  B.  continued  to 
aggravate  the  condition.  Eight  years  later,  the 
patient  rejxtrtetl  mild  pain  with  activity,  but  he 
could  participate  fully  in  reaeational  sjxnts. 

Ciase  Number  Seven:  D.  R.  was  a hyperexten- 
sion injury  and  is  included  to  illustrate  that  sig- 
nificant fractures  can  occur  with  this  mechanism 
of  injury  (Fig.  9.‘\).  This  patient  did  not  return 
to  football  during  the  year  of  injury  since  oc- 
cuiTence  was  in  the  early  part  of  November.  He 
was  able  to  play  without  difficulty  the  following 
season,  and  three  years  later  continues  to  be 
asymptomatic  (Fig.  9B). 

Case  Number  Eight:  R.  B.  illustrates  a similar 
mechanism  as  Case  Seven,  but  the  injury  was  in- 
curred by  this  recreational  athlete  while  playing 
in  tennis  shoes  on  grass  (Fig.  10). 

Conclusions 

Based  on  clinical  experiences  of  the  authors 
and  responses  from  major  college  athletic  trainers 


Figure  8A. 

This  is  a running  hack  suffering  an  apparent  hyperflexion  injury 
to  the  metatarsophalangeal  joint  with  no  initial  roentgenogram 
changes  noted. 


to  a (pie.stionnaire,  the  loJlowing  conclusions  are 
drawn:  (1)  Injury  to  the  first  metatarsophalan- 
geal joint  complex  is  less  significant  in  numbers 
than  it  is  in  severity,  as  related  to  missed  prac- 
tices and  games  among  collegiate  players.  This 
particular  injury  appears  to  be  on  the  increase 
in  the  majority  of  the  institutions  w'hich  reported 
to  the  cpiestionnaire.  Res]X)nsibility  is  proljably 
I)oth  with  the  playing  surfaces  and  the  shoes 
lieing  utilized.  Other  possible  causation  factors 
include:  the  intrinsic  characteristics  of  the  in- 
dividual athlete  and  impro|x?r  shoe  fit.  (2)  The 
mechanism  of  injury  may  be  hyperextension, 
hyperflexion,  or  valgus,  depending  upon  the  ap- 
plied stress.  (3)  The  specific  structures  involved 
vary  greatly,  as  described.  Routine  roentgeno- 
grams are  indicated  in  all  significant  injuries 
while  arthrography  cau  help  iu  establishing  the 
exact  diagnosis.  (4)  The  initial  treatment  of 
choice  includes  rest,  ice,  elevation,  and  com- 
pression. Activity  is  resumed  within  the  limits 
of  pain.  Attempts  to  “force”  a cure  with  in- 


Figuic  8R. 

Clak ificatitm  was  noted  in  the  soft  li.ssnc.s  anterior  to  liu*  dorsal 
surface  of  (he  first  metatarsai.  Surgical  findings  were  (hat  of  an 
old  capsular  tear,  and  calcification  ai)pearecl  aftei  (he  last  focnhall 
game,  three  months  after  Ids  original  injury. 
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jec  tioii  of  steroids,  and  particularly  with  injection 
of  local  anesthetic  agents,  and  early  return  to 
athletic  endeavors,  are  contraindicated.  (5)  Shoe 
modification  and  taping  may  allow  earlier  re- 
turn to  athletics,  as  long  as  each  activity  period 
does  not  residt  in  an  increase  of  symptoms  that 
night  and  the  following  day.  (ti)  Surgery  may  be 
recpiired  in  the  event  of  joint  capsular  tears,  and 
in  fractures  of  the  sesamoid.  Open  redtiction 
could  be  reqtiired  iii  the  event  of  fractures  in- 
volving the  joint  surface.  In  addition,  those 
athletes  not  able  to  jog  without  a good  painless 
range  of  motion  three  weeks  post-injury  may  re- 
(juire  stirgical  re|)air.  (7)  AVlien  stugery  is  re- 
quired, even  late  repair  appears  to  be  effective, 
particularly  when  the  primary  jrathology  has 
been  a capsular  tear.  (8)  There  is  a need  to  re- 
evaluate the  shoes  and  playing  stirfaces  in  the 
light  of  this  and  other  injuries.  Proper  shoe 
fitting,  and  .sole  reinforcement  may  reduce  the 
incidence  of  this  injury. 

Abstract 

In  the  1972,  1973,  and  1974  football  seasons  at 
the  University  of  Arkansas,  seventy-four  players 


Figure  9A. 

Hyperextension  injury  with  a fracture  of  the  proximal  phalanx 
into  the  interphalangeal  joint. 


Figure  9B. 

Fhe  fracture  healed  satisfactorily,  and  the  patient  was  unable  to 
plav  until  the  following  season. 


Figure  H). 

Hyperextension  injury  while  playing  in  tennis  shoes  on  grass. 
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siistaincil  spiaiiRS  ol  the  ankle,  pi  oduc  iii<)  a total 
ol  l,a2  nii.ssed  practices  and  six  missed  »aines.  Al- 
thongh  only  18  injnries  of  the  first  metatar- 
sophalangeal joint  complex  were  seen,  these 
later  lesnhed  in  !)2  missed  practices  and  seven 
missed  gatnes.  d'his  injury  has  been  a significant 
problem  for  both  the  Univeisity  ;ind  for  most 
other  major  institutions,  judging  from  a 70% 
response  to  94  cpiestionnaires  sent  to  trainers  of 
94  large  colleges  ;ind  universities  thronghont  the 
United  States.  It  is  the  researchers  opinion  that 
the  artificial  tnrf  surface,  particidarly  as  it  ages, 
the  shoes,  and  shoe  fittings,  are  all  possible  con- 
tributors to  the  incidence  of  the  problem. 

Non-operative  treatment,  whose  hallmark  is 
rest,  is  the  treatment  of  first  choice.  Taping  and 


splinting  with  an  0..51  mm  spring  steel  splint 
with  leinforccment,  both  pre-  and  post-injury, 
are  benelicial.  Injections  of  steroids  or  any  other 
attempt  to  return  the  still  painfid  athlete  to 
activity  are  conti aindicated.  Late  surgery,  par- 
ticidarly  in  the  event  of  capsidar  rnptnres,  as 
well  as  early  repair,  can  be  of  benefit.  The  need 
to  re-evalnate  the  shoes  and  playing  surfaces  in 
the  light  of  this  and  other  injuries  is  emphasi/ed. 
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PUBLIC  HEALTH  AT  A GLANCE 


Immunizations 


Donnie  Smith* 


The  use  of  immunization  agents  to  increase 
man’s  sj>ecific  resistance  has  played  a prominent 
role  in  our  effort  to  control  communicable  dis- 
eases. The  routine  use  of  diphtheria  toxoid, 
tetanus  toxoid  and  pertussis  vaccine  (DTP)  dur- 
ing infancy  has  dramatically  reduced  the  inci- 
dence of  these  diseases.  The  intensive  adminis- 
tration of  first  Salk  polio  vaccine  and  then  oral 
}X)lio  vaccine  had  an  even  more  dramatic  impact 
on  the  incidence  of  [Xtliomyelitis.  Equally  dra- 
matic results  have  followed  the  introduction  of 
measles  and  rubella  vaccine. 

The  effectiveness  of  vaccines  to  induce  specific 
resistance  in  a very  high  percentage  of  recipients 
has  been  demonstrated  and  continues  to  be  moni- 
tored. However,  any  vaccine  is  useless  until  it  is 
administered  to  a susceptible  individual.  The 
greater  the  number  of  recipients  of  a vaccine,  the 
more  effective  the  effort  to  control  specific  dis- 
eases. 

'Eotlay,  we  have  evidence  of  a disturbing  trend 
of  complacency  toward  immunization  which  is 
reflected  in  a decline  of  immunization  levels 
against  polio,  diphtheria,  tetanus  and  pertussis. 
This  complacency  is,  in  part,  due  to  the  decreased 
incidence  of  these  diseases.  Thus  our  immediate 
problem  is  to  overcome  this  complacency.  In 
order  to  ensure  continued  control  of  these  dis- 
eases, public  awareness,  thus  parent  motivation 
to  have  children  adequately  immunized,  must  be 
increased. 

Drs.  Saul  Krugman  and  Samuel  Katz,  from 
New  York  and  Duke  Universities,  respectively, 
report  the  following:  20%  of  all  American  chil- 
dren under  13  are  not  adequately  protected  by 
DPT  vaccines;  30%  of  all  children  age  1-4  are 
not  protected  by  polio  vaccine;  and  35%  of  all 
American  children  have  never  been  immunized 
against  measles  and  rubella.^ 

*P.H.  Educator,  Division  of  Public  Health  Education,  .Arkansas 
Department  of  Health,  -1815  West  Markham  Street,  Little  Rock, 
.Arkansas  72201. 


Acts  244  of  1967  and  633  of  1973  require  that 
children  must  be  completely  immunized  or  in 
the  process  of  immunization  before  entering  any 
public  school,  private  school,  or  child  care  facil- 
ity in  the  State  of  Arkansas.  In  order  to  enforce 
these  acts,  the  Arkansas  Department  of  Educa- 
tion has  made  the  immunization  requirements  a 
part  of  school  accreditation,  and  the  Arkansas 
Department  of  Social  Services  has  made  the  im- 
munization requirement  a part  of  the  licensing 
procedure  for  child  care  facilities.  Specific  steps 
have  been  taken  to  ensure  immunization  of  all 
children.  By  January  1,  1978,  school  systems 
will  liave  reviewed  the  immunization  records  of 
every  child  enrolled.  Task  forces  have  been  or- 
ganized in  each  county,  and  in  conjunction  with 
local  health  units  and  school  systems,  will  en- 
deavor to  bring  susceptible  students  up  to  date 
by  May  of  1978.  In  the  fall  of  1978,  students  will 
be  denied  entry  into  school  if  not  completely 
immunized.  This  effort  by  Arkansas  is  a part 
of  a national  immunization  effort  begun  by  the 
Department  of  Health,  Education  and  Welfare 
which  has  as  its  goal  an  immunization  level  of 
90%  of  the  total  population. 

Eollowing  is  the  immunization  schedule  recom- 
mended l)y  the  Arkansas  Department  of  Health. 
Although  the  fourth  and  fifth  dose  of  DTP  and 
OPV  are  not  required  for  children  to  remain  in 
school,  they  are  recommended  to  ensure  complete 
protection  against  these  diseases: 


Recommended  Immunization  Schedule 


2 Months 
4 Months 
6 Months 
12-15  Months 
18  Months 
4-6  Years 
14-16  Years 


DTP  and  Oral  Polio 
DTP  and  Oral  Polio 
DTP  and  Oral  Polio 
Measles  - Rubella 
DTP  and  Oral  Polio  Booster 
DTP  and  Oral  Polio  Booster 
Tetanus-diphtheria  Booster 
(Every  10  years) 
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Additional  recommendations  Iiave  been  made 
concerning  measles  and  rubella  immunizations. 
They  are: 

1.  No  girl  over  the  age  of  12  shall  receive  a 
rubella  immunization  unless  a private  phy- 
sician elects  to  administer  the  vaccine. 

2.  Children  defined  as  l>eing  susceptible  to 
rubeola  (7  day  measles)  are: 

a.  Any  child  immunized  before  age  1. 

b.  Any  child  who  received  live  attenuated 
vaccine  along  with  gg  (almost  all  chil- 
dren immunized  before  January  1,  1967). 

c.  Any  child  who  received  killed  virus  vac- 
cine. 

d.  Any  child  who  has  never  been  immu- 
nized or  had  a documented  history  of 
the  disease. 

If  the  immunization  pattern  begins  after  the 
recommended  age,  vaccine  should  continuously 
be  administered  until  the  child  has  received  one 
measles,  one  rubella,  three  polio  and  booster. 


and  three  DTP  and  booster  vaccines. 

The  task  of  ensuring  proper  immunization 
status  of  children  is  a large  one.  However,  to 
make  possible  the  protection  of  future  genera- 
tions this  must  be  considered  a priority  by  health 
care  professionals.  Health  education  efforts  must 
be  directed  at  inaeasing  the  immunization  level 
and  maintaining  the  level  at  a high  plane. 

It  will  take  a continuing  team  effort  on  the 
part  of  private  physicians,  public  clinics,  school 
officials  and  others  in  order  to  maintain  a level 
of  immunization  high  enough  to  prevent  the 
transmission  of  the  diseases  for  which  immuniza- 
tions are  available.  These  vaccines  are  95%  ef- 
fective when  projjerly  administered.  Therefore, 
we  should  not  have  to  accept  a single  case  of  an 
immunizable  disease. 
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Atherosclerosis  and  the  Heart 

Alfred  Kahn,  Jr.,  M.D, 


T he  question  which  is  so  often  presented  in 
the  lay  press  is  — is  heart  disease  a degenerative 
disease— and  if  so,  why  can’t  it  be  concpiered? 
Arteriosclerotic  heart  disease  is  so  endemic  that 
one  really  wonders  if  it  is  a disease.  Arterioscle- 
rotic lesions  can  be  p>ostponed  through  attention 
to  diet  and  treatment  of  hypertension,  of  diabetes 
mellitus,  of  thryroid  disorders,  and  activity 
habits. 

The  detection  of  persons  with  arteriosclerotic 


heart  disease  has  been  improved  by  two  signifi- 
cant advances,  stress  testing  and  coronary  arteri- 
ography. Some  of  this  work  has  been  nicely  pre- 
sented in  a paper  by  Goklschlager,  Selzer,  and 
Cohn,  entitled  “Treadmill  Stress  Tests  as  Indi- 
cators of  Presence  and  Severity  of  Coronary  Ar- 
tety  Disease”  (Annals  Int.  Med.,  Vol.  85,  p.  277, 
Sept,,  1976).  They  reported  on  two  inuxntant 
features  of  stress  testing:  (1)  the  type  of  S-T  Seg- 
ment change,  (2)  the  appearance  and  duration  of 
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the  change.  In  all,  they  studied  330  patients  and 
80  healthy  yonng  controls.  Their  technique  con- 
sisted in  graduated  increases  in  jjhysical  exertion 
on  the  treadmill;  the  amount  of  activity  was  in- 
creased every  three  minntes  nntil  85%  of  the 
predicted  maximum  cardiac  rate  was  attained. 
Coronary  arteriography  was  performed  rising  the 
Stones  Techni([ne  of  the  jndkins  Technique;  the 
arteriography  was  considered  positive  if  the 
diameter  of  the  vessel  was  decreased  50%  or 
more. 

Coldschlager,  et  al,  fotmd  that  positive  stress 
tests  cotdd  be  divided  into  three  main  gronps: 
a downward  sloping  S-'E  Segment,  a depressed 
hori/ontal  .S-T  Segment,  and  a depressed  S-T 
Segment  which  is  npsloping. 

The  downsloping  .S-T  Segment  signified  isch- 
emia with  the  gieatest  accnracy  — 09%.  They 
had  only  one  false  jxtsitive.  This  type  of  response 
is  said  to  be  associated  with  the  more  severe  type 
of  disease,  as  assessed  by  the  ntimber  of  vessels 
involved  in  the  atherosclerotic  process;  9%  of 
this  group  had  single  vessel  disease,  34%  had  two 
vessel  disease,  and  50%  had  three  vessel  disease. 
Horizontal  .S-T  .Segments  did  not  denote  as  severe 
disease  as  downsloping  .S-T  Segments.  Further- 
more, there  were  nine  false  positives  as  compared 
to  one  false  jiositive  out  of  a larger  gionp  where 
the  .S-T  Segment  was  descending;  this  response 
did  not  help  determine  whether  the  arterioscle- 
rotic process  affected  more  than  one  vessel.  ITp- 
slojiing  .S-T  Segments  were  associated  with  nor- 
mal or  minimal  angiogTapliic  changes;  false  posi- 
tives made  tip  18%  of  this  group.  The  authors 
call  this  response  ecpiivocal,  but  point  out  tliat 
by  tising  this  response  as  an  abnormal  one,  the 
sensitivity  of  the  test  is  iticreased  from  64%  to 

/O  /p. 

1 he  onset  and  duration  of  the  ischemic 
(hanges  are  stressed  as  important  guideposts  by 
(roldschlager  and  his  co-workers.  They  state  that 
patients  with  one  vessel  disease  may  not  exercise 
enough  in  the  first  three  minute  period  to  in- 
duce changes.  Patients  with  two  or  three  vessel 
disease  ordinarily  develop  changes  in  the  first 
three  minute  period  — but  this  is  not  an  invari- 
able rule  and  patients  with  extensive  heart  dis- 
ease may  not  show  electrocardiographic  changes 
until  late  in  the  test.  TIrey  also  debunk  the  idea 
that  a cpiick  return  of  the  .S-T  Segment  changes 
to  a normal  configuration  means  less  disease; 
actually  this  occtirred  in  58%  of  their  double 


and  triple  vessel  disease.  If  the  S-T  Segment 
changes  are  present  for  eight  mintites  or  more, 
there  is  a very  high  expectation  that  the  patient 
has  two  vessel  or  three  vessel  disease. 

The  authors  also  discussed  some  cities  used  for 
the  detection  of  specific  types  of  coronary  artery 
disease.  It  is  reported  that  left  main  descending 
coronary  artery  disease  tends  to  appear  during 
exercise  and  to  last  for  eight  minutes  or  more. 
Left  anterior  descending  coronary  artery  disease 
was  not  characterized  liy  a specific  stress  pattern 
nor  was  disease  of  the  left  circumflex  artery. 

By  the  time  a patient  has  coronary  chest  pain 
and  conies  to  his  physician  for  treatment,  pallia- 
tion is  possible  iuit  cure  is  not.  Better  under- 
standing of  what  produces  atherosclerosis  may 
lead  to  its  prevention  since  a current  cure  seems 
unlikely.  Harker,  Ross,  .Slichter,  and  .Scott  pre- 
sented some  interesting  observations  on  “Homo- 
cystine-indticed  arteriosclerosis...”  (J.  Clin.  In- 
vestig.,  \"ol.  58,  p.  731,  Sept.,  1976).  This  study 
was  basetl  on  a group  of  premises  concerning  the 
arterial  intima  including  injury  leads  to  loss  of 
living  cells,  platelets  stick  to  exposed  stibendo- 
thelial  cells,  platelets  release  certain  chemicals, 
plasma  substances  penetrate  the  intima,  smooth 
nitrscle  invades  the  intima,  connective  tissue 
forms  in  the  intima,  and  lipid  accumulates.  In 
non-hntnan  primates,  if  the  endothelium  reforms 
as  a continuous  layer,  the  lesion  disappears. 

The  authors  used  homocystine  and  brotight 
about  a chemical  injury  to  the  endothelium. 
Their  interest  was  to  determine  if  the  athero- 
sclerotic process  could  be  interrupted  — despite 
the  fact  that  the  initial  step  had  Ireen  instigated 
— namely,  the  interruption  of  the  endothelial 
continuity.  If  no  treatment  was  instituted  after 
endothelial  injury  with  homocystine,  athero- 
sclerosis developed. 

Harker,  et  al,  found  that  formation  of  the 
plaque  “used”  a large  number  of  platelets.  Their 
concern  was  to  determine  if  the  platelets  were 
phannacologically  inhibited  from  functioning  — 
would  the  plaque  occur?  They  used  dipyridamole 
to  produce  platelet  dysfunction. 

Their  results  indicated  that  even  though  the 
platpie  formation  is  definitely  interrupted  by 
platelet  dysftmction  the  smooth  muscle  prolifera- 
tion does  not  occur. 

Perhaps  this  work  of  Harker,  et  al,  will  give 
some  cities  to  the  prevention  of  atherosclerosis. 
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THE  MONTH  IN  WASHINGTON 

President  Clarter  has  signed  into  law  still  jten- 
aliies  for  providers  who  are  found  guilty  of  fraud 
in  the  Medicare  and  Medicaid  programs. 

riie  new  law  levies  felony  penalties  to  a maxi- 
mnm  S25,000  fine  and  five  years  in  ])rison  re- 
jilacing  the  misdemeanor  petiahies  of  np  to  .$10,- 
000  fine  and  one  year  in  prison. 

d he  bill  passed  overwhelmingly  by  Ciongre-ss 
and  sent  to  the  White  House  is  aimed  at  pro- 
viders and  retains  misdemeanor  penalties  for 
recipients  convicted  of  defrauding  the  piograms. 
It  was  the  first  major  health  hill  of  the  Admin- 
istration to  become  law. 

Providers  found  gnilty  of  fraud  and  abuse  will 
he  treated  as  felons  and  pnnishetl  by  np  to  five 
years  in  jail  and/or  a fine  np  to  .$2.5,000.  Previ- 
ous law  considered  such  violations  as  misdemean- 
ors rather  than  felonies. 

Illegal  “kickbacks”  among  jnoviders  are  de- 
fined and  institntions  are  compelled  to  submit 
ownership  data  to  the  government.  One  of  the 
tnain  targets  of  the  bill  was  so-called  “Medicaid 
mills”  and  kickbacks  uncovered  in  seveial  large 
cities. 

d'he  disclosure  retpiircments  do  not  apply  to 
individual  jrhysicians  or  to  groups  of  physicians. 

.States  must  form  anti-frand  units  separate  from 
their  health  departments  in  order  to  qualify  for 
Medicaid  funding. 

Other  provisions: 

★ States  can  supersede  PSRO  activities  cover- 
ing Medicaid  if  they  demonstrate  to  the  federal 
government  that  PSROs  are  making  decisions 
that  “have  a detrimental  effect”  on  state  Medic- 
aid s|  sending. 

★ I'he  Health,  Education  and  W'^elfare  De- 
partment was  given  the  authority  to  select  re- 
gional or  national  intermediaries  if  it  concludes 
(hat  existing  intermediaries  within  a state  are 
doing  a poor  job. 

★ Most  Medicaid  reimbursement  wonld  have 
to  be  made  within  30  days  by  the  states. 


An  amendment  giving  HEW  power  to  initiate 
suits  was  dropped  fioin  the  measure  by  House- 
Senate  confeiees,  but  Rej).  Paid  Rogers  (l).-Ela.) 
said  Attorney  (General  Griflin  P>ell  had  informed 
him  that  the  EBI  was  training  350  agents  to  audit 
Afedicare  and  Medicaid  records.  Rogers  is  Cliair- 
man  of  the  House  Commerce  Subcommittee  on 
Health. 

Sen.  Herman  'Ealmadge  (D.-Ga.),  Chairman 
of  the  Senate  Einance  Subcommittee  on  Health, 
said  the  bill  is  a “clear,  lond  warning  to  thieves 
and  crooks  that  will  be  heard  in  nnmistakable 
tones.” 

Meanwhile,  HEAV^  Secietary  josepli  Califano, 
told  a television  panel  show  that  taxpayers  are 
losing  at  least  $1  billion  a year  through  jjayments 
to  ineligible  people.  Califano  denied  reports 
HEW  is  abandoning  “project  integrity,”  declar- 
ing that  2,500  ca.ses  of  provider  liauil  are  being 
investigated  on  a state-by-state  basis  for  possible 
prosecution. 

* * * # 

Einal  Congressional  hearings  on  tlie  Admin- 
istration's stumbling  Hospital  Cost  Containment 
jMOgram  have  been  condmted  by  the  .Senate 
Einance  Committee  and  all  indications  are  that 
no  legislation  will  be  enacted  this  year. 

Subcommittee  Chairman  Herman  I’almadge 
(l).-Cia.)  lias  said  his  information  from  the  House 
side  was  that  representatives  are  not  “overly  ojiti- 
mistic”  the  House  will  move  before  (lie  end  of 
the  current  session. 

In  an  ojiening  statement,  'Ealmadge  said  he 
feared  the  .Administration's  pro|K)sed  nine  per- 
cent “cap”  on  all  hospital  revenues  lould  liarm 
efficient  hospitals.  “Irrepaiable  harm"  could 
befall  the  hosjiital  system,  the  senator  said. 
“While  there  are  many  obese  Iiospitals,  tliere  are 
many  lean  ones,”  he  said.  “I  don't  want  to  jint 
all  hospitals  on  a 1 ,200-calories-a-day  diet.” 

'Ealmadge  said  his  staff  has  drawn  np  a set 
of  recommendations  for  an  approach  melding 
.some  of  tlie  Administration's  ideas  witli  Eal- 
madge’s  own  long-standing  proposal  for  a 
thoiongh  overhaul  of  Medicare  and  Medicaid 
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hinging  on  prospective  reimbursement  for  hos- 
pitals to  encourage  efficiency. 

The  importance  attached  to  the  issue  by  the 
Administration  was  evident  from  a letter  sent 
by  President  Carter  to  Talmadge  and  House 
health  subcommittee  chairmen  Reps.  Dan  Ros- 
tenkowski  (D.-Ill.)  and  Paul  Rogers  (D.-Fla.)  de- 
claring that  “one  of  my  most  important  priorities 
is  to  secure  strong  legislation  to  restrain  the  sky- 
rocketing increase  in  health  care  costs.”  Carter 
said  “I  wish  to  reaffirm  my  strong  jjersonal  com- 
mitment to  the  Administration’s  Hospital  Cost 
containment  legislation.” 

The  first  witness  before  Talmadge  was  HEW 
Secretary  Joseph  Califano  who  charged  that  if 
Congiess  delays  passage  another  four  months 
‘‘there  will  be  an  additional  inflation  of  S2.8 
billion  in  hospital  costs.”  ‘‘I  must  underscore 
again  the  enonnous  adverse  impact  on  our  health 
care  system  caused  by  continued  delays  ...” 

C^ontinuing  his  assault  on  hospitals,  Califano 
said  many  institutions  ‘‘are  wallowing  in  ice 
cream,  candy  and  cake.” 

‘‘Our  citizens  simply  cannot  afford  this  mind- 
less, inexorable  spiraling  of  health  exjjenditures 
that  impoverish  other  needed  healtli  care  pro- 
grams and  send  tlie  costs  of  medical  care  out  of 
siglit,”  said  the  HEW  Secretary. 

The  American  Medical  Association  told  the 
subcommittee  that  a ‘‘cap”  is  “manifestly  unfair” 
and  would  discourage  hospitals  from  improving 
services.  Robert  B.  Hunter,  M.D.,  Chairman  of 
the  AMA  Board  of  Trustees,  said  the  more  ad- 
missions a hospital  has  “the  more  likely  it  is  to 
be  penalized.” 

“Artificial  limitations,  irrespective  of  how  gen- 
erous or  how  restrictive,  are  unrealistic,”  said  Dr. 
Hunter. 

d'he  bill  includes  medical  equipment  in  phy- 
sicians’ offices  under  capital  expenditure  limita- 
tions when  the  cost  is  above  $150,000.  This  pro- 
vision “is  Ijoth  unjustified  and  unsupportable,” 
said  the  AMA  witness.  “Such  limitation  would 
prove  onerous,  especially  for  physicians  first 
opening  practices  as  well  as  for  those  desiring  to 
modernize  olices  in  order  to  assure  continued 
cpiality  patient  care.” 

The  subcommittee  was  urged  to  keep  in  mind 
“that  full  access  to  quality  care  for  those  in- 
dividuals needing  health  care  services  requires 


appropriate  resources.”  Dr.  Hunter  said  “arbi- 
trarily limiting  resources  — both  physical  and 
financial  — affects  not  only  access,  but  also  qual- 
ity.” He  suggested  any  cost  containment  plan 
Ije  started  as  a local  exp>eriment  to  determine  its 
workability. 

John  Alexander  McMahon,  President  of  the 
American  Hospital  Association,  told  the  sub- 
committee that  the  Administration  bill  “w'ould 
seriously  jeopardize  the  present  and  ftiture  abil- 
ity of  hospitals  to  provide  quality  care  to  the 
American  people.” 

Applying  a uniform  cap  on  all  hospitals 
“would  exert  the  heaviest  pressures  where  they 
are  least  appropriate  — on  the  most  efficient  hos- 
pitals,” said  McMahon.  These  facilities  would 
be  forced  to  curtail  essential  services,  according 
to  McMahon. 

Hospitals  purchase  and  use  many  services  and 
goods  that  rise  faster  in  cost  than  the  rest  of  the 
market,  McMahon  testified.  Of  the  15  j:)ercent 
rise  in  hospital  costs  last  year,  10  percent  was 
purely  the  result  of  inflation  and  five  percent 
“resulted  from  increased  intensity  and  impiove- 
ment  in  patient  care.” 

Sen.  Richard  Sdweiker  (R.-Pa.)  urged  con- 
sideration of  his  measure  that  promotes  state  pro- 
grams to  control  costs.  “With  a little  encourage- 
ment and  assistance  from  the  federal  government, 
the  states  can  achieve  greater  actual  savings  in  a 
far  more  equitable  manner  than  a uniform  system 
administered  from  ^V'^a.sliington,  D.  C.,”  he  said. 

^ ^ 

The  Congressional  investigation  of  whether 
there  is  too  much  surgery  has  boiled  down  to  a 
question  of  whose  study  to  believe  and  whose 
interpretation  is  correct.  Rep.  John  Moss  (D.- 
Calif.),  Chairman  of  the  House  Commerce  Sub- 
committee on  Oversight,  insists  there  is  far  too 
much  surgery  despite  protests  from  many  phy- 
sicians and  evidence  from  studies  that  his  con- 
tentions are  overblown. 

Moss  attacked  the  conclusions  of  a study 
headed  by  Ralph  Emerson,  M.D.,  President  of 
the  New^  York  State  Medical  Society,  that  less 
than  one  [aercent  of  major  operations  are  being 
performed  with  less  than  usually  accepted  in- 
dications. 

Moss  and  his  subcommittee  have  been  relying 
on  another  study  that  17  percent  of  surgery  is 
not  required,  extrapolating  that  there  are  2.4 
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million  unnecessary  operations  yearly  and  11,900 
deaths  from  these  [rrocedures. 

d he  Emerson  study,  underway  since  the  late 
lOOO’s,  used  preset  criteria  lor  monitoritig  qtial- 
ity  of  surgical  care,  criteria  prepared  by  four 
state  medical  schools,  the  state  Department  of 
Health  and  the  state  medical  society.  In  addi- 
tion to  finding  less  than  one  jx^rcent  of  major 
operations  questionable,  the  study  found  two  or 
three  percent  of  minor  surgery  in  this  category. 

Karl  Pfuetze,  M.D.,  a cardiologist  from  Kansas 
City  and  an  expert  on  surgical  statistics,  testified 
that  the  so-called  McCarthy  study  was  employed 
erroneously  by  the  subcommittee,  d'he  finding 
of  a 17  percent  difference  of  opinion  on  whether 
surgery  should  be  performed  stems  only  from  the 
fact  that  there  will  be  a range  of  from  10  to  20 
percent  of  differing  opinion  for  much  elective 
surgery,  said  Dr.  Pfuetze. 

He  said  that  if  every  surgeon  sought  the  opin- 
ion of  ten  other  surgeons  on  each  ca.se,  there 
would  often  be  one  or  tw'o  or  three  dissenters. 
But  the  majority  judgment  in  such  cases  would 
be  acceptetl.  However,  seeking  these  consulta- 
tions separately  for  each  case  would  result  in  a 
difference  of  opinion  ranging  from  10  percent 
to  30  percent. 

Said  the  witness; 

“Previous  alanning  calculations  of  so-called 
unnecessary  surgery  have  been  based  on  esti- 
mates, misunderstandings  of  the  mathematical 
implications  of  experimental  design,  a lack  of 
understanding  about  what  really  produces  a dif- 
ference of  opinion  between  physicians.  The  re- 
sult of  these  factors  has  produced  a 700-1700 
percent  overestimate  of  so-called  unnecessary 
surgery  and  a 3700  percent  overestimate  of  un- 
necessary deaths.” 

“I  do  not  believe  that  it  serves  any  useful  pur- 
pose to  continue  to  assume  that  the  previous 
figures  on  unnecessary  surgery  are  either  accurate 
or  useful,”  said  Dr.  Pfuetze. 

C.  Rollins  Hanlon,  M.D.,  Director  of  the 
American  College  of  Surgeons,  said  “The  College 
recognizes  the  need  to  consider  the  complexity 
and  cost  of  surgical  procedures  as  well  as  the 
need  for  broad  knowledge  of  surgical  biology, 
diagnostic  skill  and  operative  skill  to  make  the 
patient  safe  for  the  operation,  and  the  operation 
safe  for  the  patient.” 


Dr.  Hanlon  also  told  the  Subcommittee; 

“These  needs  dictate  our  continued  insistence 
on  long  and  exacting  education  for  surgeons, 
rather  than  casual,  on-the-job  training,  as  in- 
appropriate to  modern  surgery  as  the  conq>etence 
of  the  occasional  weekend  pilot  to  take  over  the 
controls  of  a 747.  .Scrupulously  careful  delinea- 
tion of  privileges  liased  on  education,  peer  ap- 
jnaisal  of  skills,  and  certification  of  specific  com- 
j)etence  will  remain  the  most  reliable  basis  for 
appropriately  recommended  and  safely  per- 
formed operations  Ity  genuine  surgeons,  rather 
than  casual  operators.” 

* * # # 

d’he  AMA  has  informed  Sen.  Edward  Kennedy 
(D.-Mass.)  that  it  could  not  testify  at  hearings 
on  competition  in  the  health  care  field  Itecause 
the  issues  coincide  with  those  posed  at  a trial 
now  in  progress  before  the  Eederal  Trade  Com- 
mission. 

The  hearing  was  called  off  by  Kennedy. 
Among  other  witnesses  slated  to  testify  that  day 
was  Michael  Pertschuk,  PTC  Commissioner. 
Kennedy  planned  to  go  ahead  later  with  such 
hearings  l^efore  an  unusual  joint  .session  of  two 
subcommittees  he  heads  — Senate  Human  Re- 
.sources  Subcommittee  on  Health  and  the  Senate 
Judiciary  Subcommittee  on  Antitrust  and  Mo- 
nopoly. 

Kennedy  had  no  comment  on  the  AM.Vs  re- 
fusal to  testify. 

In  a letter  to  the  Senator,  the  AMA  said  ques- 
tions by  Kennedy  in  a letter  to  the  AMA  and 
tire  issues  to  lie  addressed  “are  essentially  the 
same  as  the  issues  now  on  trial  before  an  Ad- 
ministrative I.aw’  Judge  of  the  Federal  Trade 
Commission. 

“For  this  reason,”  wrote  AM.\  Executive  \'ice 
President  James  1 1.  Sammons,  M.D.,  “the  As- 
sociation lias  been  advised  by  legal  counsel  not 
to  appear  to  jiresent  testimony  ...”  'When  an 
issue  is  involved  in  litigation,  testimony  on  the 
same  subject  before  Coiigre.ss  could  jeopardize 
the  legal  position  of  the  witness. 

Dr.  Sammons  said  that  the  AMA’s  stand  on 
the  primary  issue  of  regulation  and  competition 
can  be  provided  for  the  record.  The  Association 
has  lotig  advocated  “a  pluralistic  system  of  health 
care  with  free  competition  among  all  practi- 
tioners whether  practicing  alone,  in  groups  or  as 
salaried  or  contracting  physicians  in  HMOs” 
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(Health  Maintenance  Organizations),  said  the 
AMA. 

Kennedy  also  was  informed  tliat  the  AMA 
■'strongly  advocates”  consniner  information  in- 
diuling  standard  fees  charged  by  pliysicians. 
“The  Association  remains  opposed  to  self-regula- 
tory statements  or  claims  such  as  testimonials  and 
non-verifiable  statements  c:)r  claims. 

The  chief  issue  before  the  FTC  is  the  AMA’s 
code  against  unethical  advertising  by  physicians. 

Dr.  Sammons  said  government  regulation  of 
the  supply  of  physicians  and  their  distribution 
by  specialty  “would  have  an  unpredictable  and 
detrimental  impact  upon  the  future  quality  of 
care.” 

The  AMA  letter  continued: 

“The  issue  of  quality  of  care  and  cost  of  care 
are  not  separate  and  unrelated  and  are  not  in- 
dependent from  the  issue  of  availability  of  serv- 
ices. These  three  elements  of  medical  care  are 
somewhat  like  a tripod  in  that  alteration  of  one 
will  cause  an  imbalance  or  instability  of  the  other 
two.  Too  frequently,  congiessional  approaches 
to  cost  problems  result  in  reduction  of  avail- 
able technology,  benefits  and  access  to  (juality 
care.” 

.\  tug-of-war  situation  has  developed  within 
the  federal  government  tvith  some  agencies  pro- 
mulgating ever  more  stringent  regulation  of  the 
medical  profession  while  other  agencies  demand 
removal  of  any  professional  self-regulation  and 
relaxation  of  government  regulation.  Dr.  Sam- 
mons declared. 

* # * * 

Congressional  Budget  Office  (CRO)  study 
reports  that  non-whites  are  less  healthy  than 
white  persons.  Non-whites  experience  nearly 
.50  percent  more  bed  disability  days,  70  percent 
higher  infant  mortality  and  a life  expectancy  six 
years  shorter  than  that  of  whites  the  study  said. 

^Vhite  persons  make  about  10  percent  more 
visits  to  doctors  than  non-whites. 

Although  the  proportions  of  whites  and  non- 
whites hospitalized  each  year  varies  little,  non- 
whites tend  to  remain  in  the  hospital  longer  be- 
cause they  are  sicker,  particularly  poor  non- 
whites, according  to  the  CBO. 

The  study,  “health  differentials  between  white 
and  non-white  Americans”  is  part  of  a series  of 
CBO  studies  on  racial  inequalities.  It  concludes 
that  the  health  of  non-white  persons  has  im- 


proved during  the  last  20  years  but  has  not 
caught  up. 

The  health  of  non-whites  is  not  as  good  as 
that  of  whites,  yet  non-whites  get  less  and  pos- 
sibly less-effective  health  care  than  whites  do, 
the  study  said. 

CBO’s  study,  based  on  published  and  unpub- 
lished data  about  various  health  care  indicators 
and  their  relationship  to  race,  found  that  a non- 
white is  60  percent  more  likely  to  die  of  flu  or 
pneumonia  and  five  times  as  likely  to  die  of 
tuberculosis. 

The  non-white  male  or  female  is  nearly  twice 
as  likely  to  die  of  cinhosis  of  the  liver  and  more 
than  seven  times  as  likely  to  be  a victim  of  homi- 
cide, both  of  which  indicate  social  or  psycho- 
logical problems,  the  study  said. 

Non-whites  included  blacks,  American  Indians 
and  Orientals. 

# * * * 

The  House  has  gone  along  with  the  Senate 
and  approved  an  18-month  postponement  of  the 
proposed  Food  and  Drug  Administration  ban  on 
use  of  saccharin.  The  vote  was  375  to  23.  Dif- 
ferences in  labeling  requirements  will  have  to  be 
resolved  before  the  bill  is  sent  to  the  "White 
House. 

The  Senate  wants  saccharin  products  to  carry 
a label  cautioning  that  the  sweetener  causes 
cancer  in  animals  and  may  increase  people’s  risk, 
l ire  House  bill  only  requires  a notice  at  the 
store  where  the  product  is  sold. 

Rep.  Andrew  Maguire  (D.-N.  J.)  during  floor 
deltate  suggested  sarcastically  there  should  be  an 
“assurance  label”  that  reads: 

“Saccharin  does  not  cause  cancer  in  the  opinion 
of  your  Congiessman  despite  scientific  evidence 
that  it  does.” 

On  the  other  side.  Rep.  Samuel  Devine  (R.- 
Ohio)  told  the  House  “not  long  ago  we  had  a 
scare  about  cranberries.  Then  it  was  cydamates 
and  just  this  weekend  someone  said  my  vegetables 
might  cause  cancer.  My  God,  are  we  going  to 
ban  vegetables  because  they  might  cause  cancer?” 
» # * * 

CANCER  RESEARCH  AWARD  GIVEN 

The  Ladies  Auxiliary  to  the  Veterans  of  For- 
eign Wars  recently  presented  a grant  for  cancer 
research  to  Dr.  Bill  L.  Tranum,  Assistant  Pro- 
fessor of  Medicine  at  the  University  of  .Arkansas 
Medical  Center. 
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DR.  LEVY  RECEIVES  AWARD 

Dr.  |eronic  S.  Levy  of  Little  Rock  was  re- 
cently presented  the  Robert  S.  Al)einathy  Award 
lor  otitstaiiding  achievement  by  the  Arkansas 
Chapter  of  the  American  College  of  Physicians. 
Lite  award  acknowledges  Dr.  I.evy’s  contribti- 
tions  in  teaching  3,000  medical  students  since 
helping  to  establish  the  Gastroenterology  Divi- 
sion of  the  Ihiiversity  of  .Vrkansas  College  of 
Medicine  in  1929. 


DR.  BETTS  PRESENTS  PROGRAM 

Dr.  Charles  S.  P>etts  of  North  Little  Rock  pre- 
sented ;i  program  on  “Brief  Techniques  for  Lise 
in  the  Management  of  the  .Vnxious  Patient”  to 
the  medical  staff  at  St.  Joseph’s  Mercy  Afedical 
Center  in  Hot  Springs. 

WEST  MEMPHIS  GAINS  PHYSICIAN 

Dr.  Sidney  Arnold,  a Gynecolcygist,  recently 
began  practicing  in  \Ve.st  Memphis.  His  office 
is  in  the  Crittenden  Memorial  Hospital  Profes- 
sional Office  Building. 


AND  NEWS  ITEMS 

DR.  LEE  BOSS  OF  YEAR 

Dr.  \V.  R.  Lee  of  Hot  Spiings  was  named  “Boss 
of  the  Year”  by  the  Garland  County  Medical 
Assi.stants  Society. 

DR.  PAPPAS  ELECTED 

Dr.  James  J.  Pappas  of  lattle  Rock  has  been 
elected  to  the  board  of  directors  of  the  -\rkansas 
Sacings  and  Loan  As.sociation. 

DOCTORS  LOCATE 

Dr.  Bui  \han  Doan  and  Dr.  \’u  Lhin  I’rong  re- 
cently received  their  intern  completion  certifi- 
cates from  the  Llniversity  of  Arkansas  College  of 
Medicine.  Dr.  Doan  has  established  his  practice 
in  Collette  and  Dr.  Trong  has  entered  practice 
in  Dierks. 

DR.  BIONDO  HONORED 

Dr.  Raymond  V.  Biondo  of  North  Little  Rock 
was  recently  honored  by  the  Northern  Colorado 
llniversity  at  Greeley.  Dr.  Biondo  was  one  of 
ten  altmini  who  have  been  honored  for  their 
achievements. 


DR.  SMITH  LOCATES 

Dr.  David  E.  Smith  has  entered  the  practice 
of  Carcliolog7  at  Doctor’s  Park  Building  in  Little 
Rock.  Dr.  Smith  was  assistant  profe.s.sor  of  In- 
ternal Medicine  and  staff  cardiologist  at  the 
Llniversity  of  Arkansas  College  of  Medicine  prior 
to  entering  private  practice. 

DR.  MARTINDALE  GUEST  SPEAKER 

Dr.  J.  L.  Martindale  of  Benton  recently  spoke 
to  .sixth  grade  students  at  LVest  Side  Elementary 
School.  Dr.  Martindale  discussed  general  health 
subjects. 

DRS.  REDMAN  AND  ELLIOTT  SPEAK 

Dr.  John  Redman  of  Little  Rock  and  Dr. 
Wayne  Elliott  of  El  Dorado  were  guest  speakers 
at  an  Infection  Control  Seminar  which  was  re- 
cently held  in  El  Dorado  for  hospital  and  nursing 
home  ]x.'rsonnel. 

DR.  HAWKINS  OPENS  NEW  CLINIC 

Dr.  Michael  L.  Hawkins  recently  moved  into 
his  new  Surgical  Clinic  at  614  Medical  Pla/a  in 
Mountain  Home.  Dr.  Hawkins  has  practiced  in 
Mountain  Home  since  January  1976. 


DR.  McKenzie  conducts  workshop 

Di.  Charles  N.  ^^cKenzie  of  Little  Rock  re- 
cently conducted  a workshop  on  scoliosis  sjjon- 
sored  by  the  LV'^alntit  Ridge  Parent-1  eachers  .\s- 
sociation.  Dr.  McKenzie  is  Director  of  a Scoliosis 
Clinic  which  he  organized  in  1969. 

physicians  named  fellows 

Drs.  Joseph  E.  Hughes  and  Ted  S.  Lancaster 
of  Walnut  Ridge,  and  Dr.  Robert  L.  Prosser,  HI, 
of  McGehee  were  recently  named  Eellows  of  the 
.\merican  Academy  of  Eamily  Physicians. 

DR.  ROGERS  HONORED 

Dr.  Paid  Rogers  of  Eort  Smith  was  recently 
named  “Doctor  of  the  Year”  by  the  Sebastian 
County  Medical  Assistant’s  Society. 

DR.  PAPPAS  PRESENTS  SCIENTIFIC  PAPER 

Dr.  James  J.  Pappas  of  I.ittle  Rock  presented 
a paper  at  the  November  meeting  of  the  South- 
ern Medical  Association  in  Dallas.  Dr.  Pajipas' 
paper  was  entitled  “Total  Hearing  Rehabilita- 
tion: Wlthin-Clinic  Hearing  Aid  Dispensing.” 

PHYSICIANS  PARTICIPATE 

Dr.  Ben  Saltzman  of  Little  Rock,  and  Drs. 
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John  R.  Broadwater  and  William  F.  Turner  of 
Fort  Smith  were  speakers  at  the  Cancer  Society’s 
annual  meeting  held  recently  in  lattle  Rock. 

DR.  LINDSEY  DEMONSTRATES 

l)i.  James  Lindsey  of  the  Pine  Bluff  Family 
Practice  Center  recently  lectured  on  anatomy  to 
local  sixth  grade  sttidents,  using  a beef  heart 
frotn  a packing  plant  in  demonstrating  the  strtic- 
ture  of  the  heart  for  the  sttidents. 

PHYSICIANS  LOCATE 

Dr.  P.  Vasudevan,  a Urologist,  and  Dr.  Kanada 
\hisndevan,  an  Anesthesiologist,  entered  practice 
in  Helena  in  Jantiary.  Dr.  Maurice  J.  Elovitz 
will  locate  in  Helena  in  March  for  the  practice 
of  General  Surgery. 


DR.  WOOD  ELECTED 

Dr.  Jack  Wood  of  Fayetteville  has  been  elected 
president  of  the  Arkansas  Division  of  the  Ameri- 
can Cancer  Society  for  1978. 

DR.  HARRISON  TO  HOT  SPRINGS 

Dr.  Margaret  Harrison  is  now  associated  with 
the  Chilren’s  Clinic  in  Hot  Springs.  Before  en- 
tering private  practice,  she  was  ati  instructor  in 
Pediatrics  at  the  University  of  Arkansas  Medical 
Center  in  Little  Rock. 

DR.  CRITTENDEN  RELOCATES 

Dr.  David  Crittenden,  a Nephrologist,  has 
joined  the  staff  of  Holt-Krock  Clinic  in  Fort 
Smith.  Dr.  Crittenden  formerly  practiced  in 
Little  Rock. 


THINGS 


TO 

COME 


PSYCHOPHARMACOLOGY  SYMPOSIUM 

The  Fourth  International  Symposium  on  Psy- 
chopharmacology will  be  held  by  the  Depart- 
ment of  Psychiatry,  University  of  Louisville 
School  of  Medicine,  on  February  24-25,  1978. 
’Fhe  focus  will  be  on  Depression.  Subjects  cov- 
ered will  be  Pharmacology,  Neuroendocrine  As- 
pects, Diagnosis,  Nattiral  Course,  Pharmacologic 
Treatment,  Side  Effects  of  Antidepressant  Medi- 
cation, Electroshock  Treatment  of  Depression, 
Pliychoanalytic  4'reatment,  Diagnosis  and  Treat- 
ment of  Depression  in  Children.  Two  “Quiz  the 
Expert”  sessions  will  be  held  and  there  will  be 
a presentation  on  the  “Current  Status  of  Psycho- 
pharmacology  in  Mexico.”  The  Symposium  has 
been  approved  for  eleven  prescribed  credit  hours. 
Eor  further  information  contact:  Herman  C.  B. 
Denber,  M.D.,  Ph.D.,  Professor  Psychiatry,  Uni- 
versity of  Louisville  Health  Sciences  Center,  Post 
Office  Box  35260,  Louisville,  Kentucky  40232. 

"THE  INFERTILE  FEMALE"  SYMPOSIUM 

The  University  of  Tennessee  Center  for  the 


Health  Sciences  College  of  Medicine  will  present 
a Sympositim  on  “The  Infertile  Eemale”  at  the 
Holiday  Inn  Rivermont  Hotel,  Memphis,  Ten- 
nessee, March  13-15,  1978.  The  Symposium  is 
designed  as  a postgraduate  course  for  practicing 
physicians  and  is  approved  for  twenty  elective 
hotirs  by  the  American  Academy  of  Family  Phy- 
sicians and  twenty-five  cognates  by  the  American 
College  of  Obstetricians  and  Gynecologists. 

For  further  information  contact:  Division  of 
Continuing  Education,  University  of  Tennessee 
Center  for  the  Health  Sciences,  800  Madison  Ave- 
nue, Memphis,  Tennessee  38163.  Telephone 
(901)  528-5547.  The  Symposium  Director  is  Dr. 
James  R.  Givens. 

CARDIOPATHY  OF  AGING  IV 

Cardiopathy  of  Aging  IV  (heart  disease  in  the 
elderly  patient)  will  be  presented  in  Little  Rock, 
.Arkansas,  on  May  16-17,  1978,  by  the  Veterans 
Administration,  the  LIniversity  of  Arkansas  Col- 
lege of  Medicine,  the  Council  on  Clinical  Cardi- 
ology of  the  American  Heart  Association,  and  the 
’Fri-State  Scientific  Sessions  of  the  American 
Heart  Association.  Information  regarding  this 
symposium  may  be  obtained  from  — 

J.  E.  Doherty,  M.D.,  Program  Director 
Cardiopathy  of  Aging  IV 
300  East  Roosevelt  Road 
Little  Rock,  Arkansas  72206 


326 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


OBITUARY 

CALDEEN  D.  GUNTER,  M.D. 

Dr.  Claldecn  D.  (iimtcr  of  .Si loam  Springs  died 
Xo\eml)er  11,  1977,  at  the  age  of  sixty-five.  Dr. 
(dmter  was  horn  in  Siloam  Springs,  lie  reeeivetl 
a haeheloi's  degree  from  Northeastci  n State  (Jol- 
lege  in  l ahletpiali,  Oklahoma;  a Master  of  Sei- 
enee  degree  from  the  University  of  ,\ikansas, 
and  his  medical  degree  from  the  Ihiiversity  of 
Oklahoma  School  of  Medicine.  Dr.  Gunter 
practiced  in  Siloam  Springs  from  19-19  tmtil  his 
retirement  in  19()f. 

Dr.  Gunter  was  a past  president  of  the  Benton 
(ionnty  Medical  Society  and  a membei  of  the 
American  Acatlcmy  of  Family  Physicians. 

-V  veteran  of  ^V oi  Id  AVhar  If,  he  was  an  active 
civic  leader  in  Siloam  Springs,  having  .served  as 
director  of  numerous  community  boards,  fie 
was  a Ma.son  and  a member  of  the  Sigma  Chi 
Fraternity.  Dr.  Gtniter  received  the  Jaycee’s 
“Pioneer  Crti/en  of  the  Year”  Award  in  197.5. 

Dr.  Gunter  is  survived  by  his  wife,  Evelyn 
Gunter,  and  a daughter,  Mrs.  Karen  Schmidt  of 
Strath,  New  Hampshire. 


ANSWER  — Electrocardiogram  of  the  Month 

INTERPRETATION:  Sinus  rhythm  at  a rate  of  75  per 
rrinute.  Left  axis  deviation  with  non-specific  ST-T  wave 
changes.  Abnormal  septal  depolarization  as  evidenced 
by  QS  complex  in  Vi  and  small  Q wave  in  V^. 

DISCUSSION:  Marked  LAD  in  combination  with  small 
Q waves  in  I and  AVL  and  persistent  S wave  in  Vp,  is 
compatible  with  left  anterior  hemiblock. 

The  septal  Q waves  suggest  a possible  old  anterior 
septal  Ml.  However,  because  of  abnormal  displacement 
of  initial  forces  in  an  inferior  direction,  left  anterior  hemi- 
block can  also  produce  this  pattern.  The  differential 
diagnosis  can  be  made  by: 

1.  Vectorcardiography 

2.  Recording  the  precordial  leads  2 interspaces  lower. 
Pathologic  Q waves  will  persist  while  Q waves  due  to 
anterior  hemiblock  will  resolve. 

Reference:  American  Heart  Journal,  Vol.  92,  36-3-367, 
1976. 


DR.  JAMES  E.  KEEVER 

Dr.  [ames  Earl  Keever  has  been  aceepled  into 
the  membershi])  of  the  .Miller  Gonnty  Medical 
.Society.  Dr.  Keever  was  born  in  Pratt,  Kansas, 
and  received  his  bachelor  of  arts  degree  from  iJie 
FJniversity  of  Kansas  in  1965.  He  was  graduated 
from  the  LIniversity  of  Kansas  ScIkk)!  of  Medi- 
cine in  1969  and  continued  there  for  his  intern- 
ship. Dr.  Keever  .served  in  the  Ihiited  .States  Pub- 
lic Health  Service  frotn  1970  to  1973.  He  re- 
ceived his  Orthopaedic  residency  training  at 
Bexar  County  Hospital  in  San  Antonio,  Texas. 

Dr.  Keevei  specializes  in  Orthopaedics.  His 
caffice  is  located  at  300  East  Sixth  Street  in  Fex- 
arkana. 

JAMES  B.  EAVES 

Mr.  James  B.  Eaves  has  been  accepted  into  the 
membershi]>  of  the  Pulaski  Cotinty  Mcxlical  .So- 
ciety as  a medical-stiulent  member.  He  is  a na- 
tive of  Kittle  Rock.  Mr.  Eaves  received  his  j>re- 
medical  education  at  the  fbiited  States  Air  Eorce 
.\cacleniy  where  he  recci\ed  his  B.S.  degree,  and 
he  is  a member  of  the  junior  class  at  the  Uni- 
versity of  .Xrkan.sas  College  of  Metlicine. 


STATE  AUXILIARY  PRESIDENT  SPEAKS 

Mrs.  Kcmal  Kutait  of  Eort  Smith,  President  of 
the  .Arkansas  Medical  Society  .Auxiliary,  spoke 
on  “Pri\ilege.s  aiul  Responsibilities  of  Being  a 
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Doctor's  \Vi£e”  at  a recent  meeting  of  the  Boone 
Clotinty  Medical  Auxiliary. 

BOONE  COUNTY  WINS  AWARDS 

rhe  Boone  County  Medical  Society  Anxiliary 
won  ttvo  first  place  awards  for  its  exhilrit  at  the 
Southern  Medical  Association  meeting  in  Dallas. 


d’he  exhiliit,  entitled  “The  Amazing  William  A. 
Hudson,  M.D.,”  was  presented  by  Mrs.  Henry 
V.  Kirby  of  Harrison.  The  exhibit  won  first 
place  in  the  “best  county  exhibit  with  member- 
ship tinder  seventy-five”  category;  and  first  place 
in  the  “most  ontstanding  exhibit  either  from  a 
county  or  state”  category. 


PROCEEDINGS 

OF 

SOCIETIES 


Minutes 

Council  of  the  Arkansas  Medical  Society 

d'he  Cotnicil  of  the  Arkansas  Medical  Society 
met  at  10:00  A.M.  on  Sunday,  November  27,  1977. 
in  the  Camelot  Inn,  Little  Rock.  Present  were: 
Drs.  Burge,  Kolb,  Wynne,  Shnffield,  Dtizan, 
Lilly,  Kirkley,  Gray,  J.  Bell,  P.  Bell,  Stone,  Irwin, 
Moore,  Harris,  Andrews,  McCrary,  Clark,  Jouett, 
Henry,  Williams,  Ktitait,  Whlkins,  Ellis,  Whatson, 
Verser,  d'ownsend.  Brown,  Koenig,  Chiidy,  Crow, 
Cfeorge  .Mitchell,  J.  P.  Price,  James  ^V’eber,  ]im 
Lytle,  Edgar  Easley,  Rex  Ramsay,  Lhomas  Bruce, 
Janies  Dennis,  Charles  Ledbetter,  "W.  P,  Phillips, 
W'illiam  Jones,  James  Gnthrie,  James  Cfardner, 
Ciaither  Johnston,  George  Warren,  David  Fried, 
Frank  Padberg,  Rtith  Steinkamp,  Sterling  Roaf, 
Juan  Roman,  Mr,  Paid  Harris,  Mr.  Eugene  War- 
ren, Mr.  Mike  Mitchell,  Mr.  Bob  Cearley,  .Mr. 
Ciene  Brooks,  C.  C.  Long  and  Leah  Richmond. 

Chairman  Burge  introduced  the  new  councilor 
from  the  third  district  — Herd  Stone  from  Holly 
Cirove  — and  guests  present. 


The  Council  transacted  bnsine.ss  as  follows: 


1.  Mr.  'Warren  jirescnted  a projiosal  for  a gen- 
eral referendum  petition  to  get  a proposed 
amemlment  to  the  Constitution  on  the  gen- 
eral election  ballot  in  1978  and  a campaign 
to  get  voter  ajiproval  of  a Constitutional 
Amendment.  Upon  motion  of  Williams  and 


Kntait,  the  Council  voted  to  adopt  the  pro- 
posal presented  by  Mr.  Warren  with  a steer- 
ing committee  appointed  by  the  Council. 

2.  The  Council  received  for  information  a re- 
port from  T.  E.  Townsend  on  his  testimony 
at  the  public  forum  on  national  health  insur- 
ance sponsored  by  the  Department  of  Health, 
Education  and  \Velfare  in  October  in  Little 
Rock. 

3.  Dr.  Rex  Ramsay,  director  of  the  State  Health 
Department,  discussed  the  National  Immuni- 
zation Initiative. 

4.  The  Council  heard  a complaint  from  the 
Union  County  Medical  Society  regarding  the 
Department  of  Maternal  and  Child  Health 
of  the  State  Health  Department  and  discus- 
sion of  the  situation  by  representatives  of 
the  Health  Department.  LTpon  motion  of 
Williams,  the  Council  voted  to  refer  the 
matter  to  the  appropriate  committee  of  the 
Society  for  study. 

5.  Dr.  Shnffield  discussed  proposed  regulations 
for  physician’s  trained  assistants  and  urged 
physicians  to  attend  the  hearing  on  the  regu- 
lations to  be  held  on  December  7th  in  Little 
Rock. 

().  llpon  the  motion  of  Kirkley,  the  Council 
voted  to  send  five  officers  of  the  Society  to 
the  National  Leadership  Conference  of  the 
.\merican  Medical  As.sociation  in  Chicago  in 
January. 

7.  Dr.  ^Vatson  presented  a proposed  resolution 
commending  Dr.  George  Jackson.  Upon  the 
motion  of  Shnffield,  the  Council  approved 
the  resolution  and  directed  that  copies  be 
forwarded  to  members  of  the  State  Hospital 
Board:  the  Governor;  David  Ray,  Director  of 
the  State  Department  of  Social  and  Rehabili- 
tative Services;  and  to  Dr.  Jackson. 


328 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


I’ROCFI  dings  01  Socil  1 IKS 


8.  William  Jones  ol  Pulaski  (iouiily  ie(|ucslc<l 
information  on  the  status  of  the  (dimniltee 
apj)ointetl  in  the  spring  to  study  tlie  advis- 
ability  and  feasibility  of  having  liased  iti 
Little  Rock  a subsidiary  stalf  from  tlie  head- 
(piarters  office  in  Fort  Smitli.  Chairman  of 
the  Study  Committee,  Dr.  Kirkley,  reported 
that  his  committee  had  met  and  re|X)i  ted  to 
the  Council  at  the  June  meting.  The  Conticil 
requested  that  the  committee  give  further 
study  to  the  matter.  A meeting  of  the  com- 
mittee tvas  scheduled  for  the  morning  of  No- 
vemiter  27th:  only  Dr.  Kirkley  and  Dr.  Lilly 
were  jnesent  for  the  meeting.  Dr.  Kirkley 
advised  that  another  meeting  of  the  (ommit- 
tee  would  be  scheduled  in  the  near  future. 

The  meeting  adjourned  at  11:50  A.M. 

APPROVED:  John  P.  Burge,  M.D. 

Chairman  of  the  Council 
» * * # 

DR.  SHUFFIEI.D'S  .STATEMENT 
CONCERNING  PROPOSED  REGUIATIONS 
FOR  PHYSICIAN’S  TRAINED  ASSLSl’ANTS 

The  creation  and  implementation  of  the  Phy- 
sician’s Trained  Assistant  Program  by  Act  415 
of  1977  has  two  facets,  both  of  which  are  of  com- 
pelling concern  to  the  people  of  Arkansas  and 
are  of  equal  importance.  They  are: 

A.  The  creation  of  the  Physician’s  Trained  As- 
sistant category  to  bring  quasi-medical  service 
to  a segment  of  the  State  by  persons  who  are 
admittedly  not  well  educated  and  trained  as 
an  M.D. 

B.  The  protection  of  the  members  of  this  seg- 
ment who  the  P.T.A.’s  will  serve  from  injury 
as  the  result  of  insufficient  education  and 
training  of  the  P.T.A. 

l ire  Legislature  assumed  the  burden  and  re- 
sponsibility of  “A”,  but  it  recognized  that  it  did 
not  have  the  expertise  in  assuming  the  burden 
and  the  responsibility  of  “B”.  Consequently,  it 
directed  the  medical  profession,  through  the  State 
Medical  Board,  to  assume  that  “B”  was  carefully 
complied  with.  There  seems  to  be  a misunder- 
standing of  the  Board’s  responsibility  in  the 
P.T.A.  program  by  members,  at  least  some  of 
them,  of  the  State  Medical  Board. 

The  desirability  of  “A”  is  being  confused  with 
the  responsibility  of  “B”.  The  Board  should  not 
abrogate  its  responsibility  to  use  its  best  judg- 


ment in  complying  with  “B”  by  the  arguments 
which  confused  "B  ” and  “.V”.  Had  the  Lcgisla- 
tnre  been  of  the  opinion  that  “.V”  and  “B  ” w^ere 
one  aiul  the  same,  it  (ould  and  would  have  cre- 
atcxl  the  P.T.A.  category  wdihont  placing  upon 
the  Medical  Bo:ird  the  res|>onsilrility  of  “B”.  It 
lecognized  that  “B”  iinolved  the  expertise  of 
special  knowledge  and  expertise  and  that  the 
Medical  Board  had  this  special  knowledge  and 
e.xpertise:  therefore,  it  deferred  to  the  Medical 
Board  in  “B”.  It  did  not  defer  to  the  employing 
physician  as  some  now  atlvocate.  Eire  people  of 
.\rkansas  are  entitled  to  the  expert  judgment  of 
the  members  of  the  Medical  Board  and  its  formu- 
lation of  the  safety  barriers  in  “B”.  Political 
considerations  w’ere  a prime  consideration  in 
“A”.  They  are  totally  irrelevant  in  “B”.  Threats 
of  future  action  in  the  political  area  to  force 
action  by  the  Board  members  contrary  to  their 
judgment  relevant  to  public  safety  are  irrespon- 
sible  and  wroth.  Lire  legislators  have  already 
demonstrated  that  they  will  not  endanger  human 
life  and  safety  by  acting  outside  of  their  range 
of  expertise.  The  Legislature  and  the  people  ex- 
pect the  Medical  Board  to  protect  them  ag^ainst 
incompetent  acts.  Failure  of  the  Board  to  forbid 
questionable  procedure  Ity  the  P.l'.A.  will  right- 
fully be  interpreted  by  the  public  as  an  assurance 
to  them  that  the  Board  Irelieves  these  procetlures 
are  performed  by  the  P.T.A.  If  trusting  citizens 
are  injured  as  a result  of  the  insistence  of  vocal 
advocates  of  the  lay  medical  practice  that  the 
P.T.A.’s  be  given  the  authority  to  perform  med- 
ical acts  exceeding  their  competency,  the  blame 
wall  fall  upon  the  members  of  the  Medical  Board 
by  allowing  themselves  to  be  swayed  by  collateral 
considerations.  They  are  on  the  Board  Itecause 
they  possess  unique  professional  knowledge  and 
have  experience.  Their  obligation  is  to  use  the 

knowledge  and  the  experience  resjKmsibly. 

# # # # 

DR.  GEORGE  JAGK.S()N 

^VHEREA.S,  the  Council  of  the  Arkansas  Med- 
ical .Society  is  mindful  that  Dr.  George  Jackson 
of  the  State  Hospital  is  approaching  normal  re- 
tirement age,  and 

'WTIEREAS,  the  doctors  throughout  this  State 
also  are  mindful  of  the  commendable  leadership 
Dr.  Jackson  has  provided  in  the  development  of 
psychiatric  care  for  the  people  of  Arkansas, 

NOW,  THEREFORE,  BE  IT  RESOLVED 
that  the  Gonncil  express  to  him  onr  support. 
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hopeful  tliat  he  will  eoiitimie  to  serve  our  State 
until  full  retireinent  af>e. 

ADOPTED;  Novemlier  27,  1977 

Council  of  the  Arkansas 
Afedical  Society 
* * # # 

Minutes 

House  of  Delegates 
Arkansas  Medical  Society 

The  House  of  Delegates  of  the  Aikansas  Med- 
ical Society  met  at  1:15  P.M.  on  Sunday,  No- 
vember 27,  1977,  in  the  Camelot  Inn,  Idtile  Rock. 
Delegates  were  seated  as  follows:  ASHLEY,  Don- 
ald I..  Toon;  BAXTkiR,  John  F.  Guenthner; 
BENTON,  Richard  N.  Pearson;  BOONE,  Charles 
A.  Ledbetter;  BRADLEY,  George  F.  Wynne; 
CLARK,  R.  Jeny  Mann;  CLEBURNE,  Afax 
Baldridge;  COLUAfBlA,  Joe  F.  Rushton; 
CRAIGHEAD  POINSE  FT,  Frank  M.  James, 
Joe  Verser;  Cd^.ITTENDEN,  Afilton  D.  Deneke; 
D.ALLAS,  John  H.  Delamore;  DREW,  J.  P. 
Price;  GARLAND,  Gaitlier  C.  Johnston,  Ronald 
J.  Bracken;  GREENE-CLAY,  J.  Larry  Lawson; 
HEMSTEAD,  James  AV.  Branch,  Sr.;  HOT 
SPRING,  Robert  Wliite;  INDEPENDENCE, 
Jim  E.  Lytle;  JACKSON,  John  D.  Ashley;  JEF- 
FERSON, Banks  Blackwell,  T.  E.  Townsend, 
George  V.  Roberson;  LOGAN;  James  Harper 
Bled.soe;  MILLER,  Donald  L.  Duncan;  AION- 
ROE,  N.  C.  David,  Jr.;  NEVADA,  H.  Blake 
Crow;  OUACHITA,  Cal  Sanders;  PHILLIPS, 
Robert  D.  Miller,  Jr.;  POLK,  David  D.  Fried; 
POPE,  James  Af.  Kolli,  Jr.;  PULASKI,  Edgar  J. 
Easley,  Raymond  Biondo,  James  R.  Weber,  Paid 
Cornell,  George  Alitchell,  Philij)  J.  Deer,  John 
McCollough  Smith,  Gilliert  O.  Dean,  James 
Pappa.s,  Thomas  Bruce,  A.  Henry  lliomas,  David 
L.  Barclay,  Ciarl  J.  Racpie;  S.ALINE,  Helen 
Rountree;  SEBASTIAN,  Ken  Lilly,  A.  C,  Brad- 
ford, Carl  Williams,  Morton  C.  Wilson,  A.  S. 
Koenig;  UNION,  George  Warren;  AWN  BUREN, 
John  A.  Hall;  WASHINGTON,  Joseph  H.  Mc- 
Alister; COUNCILORS,  Jolm  B.  Kirkley,  Paul 
Gray,  I,.  J.  P.  Bell,  Raymond  Irwin,  A.  E.  An- 
drews, Robert  AIcCrary,  Ray  Jouett,  Rhys  Wil- 
liams, John  Bell,  Herd  E.  Stone,  John  P.  Burge, 
Lynn  Harris,  Curtis  Clark,  Morriss  Henry,  Kemal 
Kutait;  PRESIDENT  AV.  Payton  Kolb;  PRESI- 
DENT-ELECT George  F.  Wynne;  FIRST  VICE 
PRESIDENT  Ken  Lilly;  SPEAKER  Amail 
Chudy;  VICE  SPEAKER  Asa  Crow;  SECRE- 


EARY  Elvin  Slmffield;  I’REASURER  Kenneth 
R.  Du/an;  PAST  PRESIDENTS  T.  Duel  Brown, 
Joe  Verser,  C.  R.  Ellis,  Ross  Fowler,  Robert 
Watson,  T.  ki.  Eownsenil  and  A.  S.  Koenig,  Jr. 

Speaker  Amail  Chudy  called  on  Presiilent  W 
Payton  Kolb  for  the  invocation. 

Business  was  transacted  as  follows: 

1.  Vice  Speaker  Asa  Crow  introduced  George 
Alitchell,  Chief  Executive  Officer  of  Arkansas 
Blue  Cross- Blue  Shield,  who  spoke  regarding 
tire  change  to  one  locality  for  fee  payments 
under  Afedicare.  Upon  motion  of  Ellis,  the 
House  commended  the  Society  officers  this 
year  and  the  jirevious  year'  who  had  worked 
to  accomplish  the  one  locality  fee  payments. 

2.  C.  C.  Long,  Executive  Vice  President,  pre- 
sented to  members  of  the  House  proposed 
stationery  for  “alert”  mailings  from  the  head- 
quarters office. 

3.  Vice  Speaker  Crow  introduced  Joe  A^erser, 
Secretary  of  the  Arkansas  State  Medical 
Board,  who  discussed  proposed  regulations 
for  physician’s  trained  assistants.  Upon  mo- 
tion of  Kutait,  the  House  voted  to  recom- 
mend to  the  Board  amendments  to  the  pro- 
posed regulations  as  follows: 

Item  15:  Amend  to  require  that  “the  super- 
vising physician  shall  sign  all  pre- 
scriptions.” 

Item  3:  Amend  to  provide  that  physician’s 
trained  assistants  be  allowed  to  give 
injections  only  when  the  supervis- 
ing physician  is  on  the  premises. 
Item  4:  Amend  to  provide  that  the  repair 
of  any  wound  by  the  physician’s 
trained  assistant  woidd  require  that 
the  supervising  physician  at  least 
view  the  wound  prior  to  repair  by 
the  P.T.A. 

4.  Charles  Ledbetter,  delegate  from  Boone 
County,  presented  a resolution  reading  as 
follows: 

Resolved  that  an  ad  hoc  committee  be  ap- 
pointed by  the  President  of  the  Arkansas 
Aledical  Society  to  study  the  governing 
structure  of  the  .Arkansas  Aledical  Society 
and  especially  the  advisability  of  making 
revisions  in  the  Constitution  and  By-Laws 
to  broaden  the  ba.se  of  representation  on 
the  Council  and  the  Executive  Committee: 
and  to  present  to  the  Society  sj^ecific  pro- 
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j)()s;ils  lor  ameiuhiKMits  if  llic  Coniinitlce 
should  dctc'rmiiic  tluit  amendiucnts  are 
advisalilc. 

A.  S.  Koenig,  C.Iiairmaii  ol  tlie  Cloiistitiuioiial 
Revisions  Committee,  jiointed  out  that  his 
committee  is  involved  in  a revision  of  the 
Cionstitntioii  and  (jnestioned  apjxiintment 
of  a separate  committee  to  study  clianges  in 
the  document.  I'he  Boone  County  repre- 
sentatives reiterated  tlieir  retpiest  for  a sej> 
arate  committee  because  of  the  liroader  scope 
of  study  intended  by  the  resolntion.  Upon 
motion  of  Ledbetter,  second  Iry  Jonett  of 
Pulaski  County,  the  House  approved  the 
Boone  County  resolution  with  the  under- 
standing that  the  committee  would  report 
to  the  Council.  John  Bnrge,  chairman  of  the 
Cotincil,  recjuested  that  the  Boone  County 


Medical  .Society  furnish  for  the  (ommitee 
information  on  those  areas  of  most  concern 
to  the  county  .society  so  that  it  will  be  pos- 
sible to  give  direction  to  the  committee  on  its 
scope  of  work. 

,5.  Eugene  Warren,  legal  counsel  to  the  Society, 
discussed  a proposal  for  an  initiated  petition 
to  get  a Constitutional  Amendment  on  tfie 
ballot  in  1978  and  a campaign  to  get  voter 
apjM'oval  for  the  Constitutional  .\mendment. 
El poll  motion  of  Lilly  of  Sebastian  County, 
the  House  voted  to  proceed  with  the  program 
as  otitlined  by  Mr.  Warren,  with  a steering 
committee  appointed  by  the  chairman  of  the 
Council. 

The  Hotise  adjourned  at  3:40  P.M. 

APPROVED:  Amail  Chudy,  M.D.,  Speaker 
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POLITICS 


VOTE 

ARK-PAC 


A new  political  party? 

Hardly.  The  Arkansas  Medical  Political  Action  Committee  is  a 
voluntary  non-profit,  unincorporated  group  whose  membership  is 
open  to  all  physicians,  their  spouses,  and  other  interested  people. 

Ark-Pac  encourages  its  members  to  work  actively  for  good  govern- 
ment through  the  established  political  party  of  their  choice,  but 
Ark-Pac’s  material  resources  may  be  concentrated  for  the  bene- 
fit of  worthy  candidates  from  either  party,  thus  reinforcing  our 
efforts  toward  the  basic  objective  — electing  the  best  possible 
public  representation. 

Ark-Pac  is  your  opportunity  to  join  a winning  team. 

The  time  is  now!  Send  your  dues  payment.  Ark-Pac  achieves 
bigness  by  transforming  small  individual  contributions,  which 
might  otherwise  go  unnoticed,  into  a concerted  political  force. 
Voluntary  political  contributions  for  Ark-Pac  and  Am-Pac  (the 
American  Medical  Political  Action  Committee)  may  be  sent  to 
Ark-Pac,  Post  Office  Box  1208,  Fort  Smith,  Arkansas  72902.  $35 
is  suggested  for  family  membership  (physician  and  spouse)  and 
$25  for  an  individual.  Sustaining  membership  is  $99. 

If  your  practice  is  incorporated,  Ark-Pac  and  Am-Pac  voluntary  political  contributions  should  be  written 
on  a PERSONAL  CHECK.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor 
the  Arkansas  Medical  Society  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to 
make  PAC  contributions.  Copies  of  Ark-Pac  and  Am-Pac  reports  are  filed  with  the  Federal  Election 
Commission  and  are  available  for  purchase  from  the  Federal  Election  Commission,  Washington,  D.  C.  Con- 
tributions are  subject  to  the  limitations  of  FEC  Regulations,  Sections  110.1,  110.2  and  110.5.  (Federal 
regulations  require  this  notice.) 
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NoWf  two  dosage  forms 


Nolfon* 

fenoprofen  calcium 


SOO-mg.  Pulvules^ond  600-mg.  Toblels 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


♦Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 


A pharmacokinetic 
character  all  its  own 


oxazepam 


o 

desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 

Valiunr^ 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications;  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 

to  reflex  spasm  to  local 
pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and  'or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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Teflon  Injection  of  the  Paralyzed  Vocal  Cord 

Joe  B.  Colclasure,  M.D.* 


T.e  clinical  problems  associated  with  incom- 
plete approximation  of  the  vocal  cords  have  been 
recognized  for  many  ye:u's.  d’his  lack  of  approxi- 
mation or  “vocal  insufficiency”  is  most  commonly 
due  to  unilateral  paralysis  of  the  vocal  cord.  (Fig. 
1)  Hoarseness  is  the  most  Irecpiently  noted 
symptom  in  this  type  of  paialysis.  Depending  on 
the  severity  of  the  paralysis,  aspiration  and  loss 
of  effective  cough  may  occur  with  secondary 
pulmonary  complications.  Since  medical  therapy 
for  the  reversal  of  the  paralysis  has  proven  in- 
effective regardless  of  the  etiology,  therajreutic 
measures  have  been  directed  toward  returning  the 
involved  vocal  cord  to  the  midline  position. 
Maintaining  the  paralyzed  vocal  cord  in  this  posi- 
tion allows  the  functioning  cord  to  change  with 
glottic  aperture  as  necessary  for  the  various 
laryngeal  function.  Whtli  abduction  the  glottis 
opens  for  respiration.  (Fig.  2)  Partial  closure 
(adduction)  of  the  glottis  witli  increased  tension 
of  the  functioning  cord  allow's  speech  production. 
(Fig.  3)  Complete  adduction  produces  total 
glottic  closure  necessary  for  cough  and  protection 
from  aspiration.  (Fig.  4) 

FInfortunately,  direct  surgical  measures  to  bring 

FIGURE  I 

A.  B. 
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•Otolaryngology  and  Facial  Plastics,  Medical  Towers  Bldg.,  9600 
West  12th,  Suite  1200.  Little  Rock,  AR  72205. 


the  paralyzed  cord  to  the  midline  have  not  always 
proven  to  be  adecpiate  due  to  the  tendency  of 
postoperative  scarring  to  pull  the  involved  vocal 
cord  laterally.  In  view  of  the  lack  of  predictable 
success  with  direct  surgical  procedures,  materials 

FIGURE  II 


INSPIRATION 

(post-injection) 

FIGURE  III 
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FIGURE  IV 


COMPLETE  CLOSURE 

(post-injection) 

were  developed  for  injection  into  the  paralyzed 
cord,  attempting  to  prodtice  increased  bulk  and 
rotation  of  the  vocal  cord  to  the  niidline.  These 
variotis  injectable  materials  uniformly  produced 
only  temporary  improvement  until  the  introduc- 
tion of  teflon  paste.  Since  the  introduction  of  this 
material  in  the  early  1960’s,  teflon  injection  has 
proven  to  be  a relialde  method  of  maintaining  the 
paralyzed  cord  in  the  midline  position. 

Technique 

The  procedure  can  usually  be  carried  out  under 
local  anesthesia  vvdthout  intnitation.  A suspension 
type  laryngoscope  is  utilized  so  the  surgeon  may 
use  both  hands,  lire  operating  microscope  is 
positioned  so  as  to  allow  precise  placement  of  the 
needle  and  control  of  the  desired  fullness  of  the 
paralyzed  cord.  The  usual  sites  of  injection 
incltide  the  middle  portion  of  the  vocal  cortl  for 
increasing  the  fullness  of  the  cord.  An  additional 
injection  is  placed  in  the  posterior  position  of  the 
vocal  cord  to  rotate  the  cord  to  the  midline  posi- 
tion. The  initial  injection  ustially  involves  0.5 
cc’s  to  1.0  cc’s  delivered  through  a Briining  syringe 
and  a 19  or  20  gauge  needle. 

Caution  is  used  to  inject  the  minimal  amount 
of  material  necessary  to  avoid  excessive  |X)st- 
operative  endolaryngeal  swelling  and  subsequent 
respiratory  obstruction.  Because  of  the  necessity 
of  conseiwative  injection,  it  is  sometimes  necessary 


for  patients  to  have  to  return  for  a second  injec- 
tion to  obtain  the  optimal  resnlt. 

While  the  narrowed  glottis  has  been  effectively 
treated  by  surgically  rejxjsitioning  the  vocal  cord, 
the  problem  of  the  wide  glottis  has  been  more 
difficult  to  treat.  The  first  effort  to  inject  ma- 
terial into  the  larynx  was  that  of  Briining  in  1911. 
At  this  time  he  injected  paraffin,  but  the  forma- 
tion of  paraffinomas  and  sid>secptent  tissue  slough 
prevented  adoption  of  this  technique. 

In  1955,  Arnold  revived  interest  in  this  tecli- 
nique  by  injecting  bone  and  cartilage  paste  into 
the  vocal  cord.-'^’^  Other  matei'ials  subsequently 
used  inchided  Bovine  bone  paste,  silicone,  and 
teflon  glycerine  suspension.^. Unfortu- 
nately, bone  and  cartilage  paste  resorbed  with 
return  of  the  vocal  cord  to  the  previous  retracted 
status.  Initially,  silicone  injection  was  promising; 
later,  a tendency  to  migrate  was  demonstrated. 

In  the  early  1960’s  Arnold  introduced  a teflon 
paste  for  vocal  cord  injection.  Since  that  time 
over  600  patients  have  received  teflon  injection 
into  the  vocal  cord  with  minimal  complica- 
tions.®’Once  the  desirable  in- 
creased bulk  and  change  of  position  of  the  vocal 
cord  are  obtained,  they  tend  to  remain  stable. 
.\nimal  and  postmortem  studies  have  confirmed 
the  tendency  for  teflon  paste  to  become  encased 
in  a heavy  fibrous  wall  with  minimal  reaction. 

Common  indications  for  vocal  cord  injection 
include  hcmiparalysis  of  various  etiologies.  The 
most  common  category  of  hemi paralysis  is 
idiopathic  or  unknown  etiology.  In  these  patients 
a period  of  six  months  observation  is  required 
prior  to  injection,  as  approximately  30%  of  these 
jratients  will  have  spontaneous  return  of  vocal 
cord  motility.  Carcinoma  of  the  Iting  and  thyroid, 
metastatic  carcinoma,  and  other  types  of  neoplasm 
may  involve  the  recurrent  laryngeal  nerve  with 
subsequent  unilateral  paralysis.  Unilateral  vocal 
cord  paralysis  may  occur  secondary  to  previous 
surgery  (particularly  thyroidectomies,  carotid 
endarterectomies,  and  anterior  cervical  laminecto- 
mies). 

Other  indications  include  postojaerative  vocal 
cordectomies  for  carcinoma,  other  accpiired  vocal 
cord  structural  lesions  (trauma,  excessive  tissue 
removal  for  benign  disease),  congenital  vocal  cord 
deficiency,  and  vocal  cord  bowing. 

Complications  are  nnnsual.  One  case  of  airway 
obstruction  reqtiiring  tracheotomy  is  reported  in 
the  literature.!®  One  case  of  teflon  migration  pre- 


334 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Joe  H.  Cloi  ci  ASiRE,  M.I). 


sentinc;  as  an  isolated  cervical  neck  mass  has  also 
been  rejx>rtccl.2’^  I'here  have  been  no  iejK>i  tecl 
deaths  secondary  to  this  procedure. 

Summary 

ITnilateral  vocal  cord  paralysis  can  result  in 
significant  disabilities— social  and  occupational  as 
well  as  jdiysiologic.  The  proper  injection  of  teflon 
glycerine  suspension  fixed  the  paralyzed  vocal 
cord  in  the  midline  jx>sition,  resolving  the  vocal 
cord  insufficiency.  This  procedure  usually  results 
in  normal  or  neai'  normal  vocalization.  The 
effective  cough  reflex  is  restored  and  aspiration 
avoided.  Teflon  injection  of  the  paralyzed  vocal 
cord  has  proc  en  an  effective  means  of  treating  the 
patient  with  vocal  cord  paralysis.  This  treatment 
causes  minimal  morbidity  and  has  established 
long  term  effectiveness. 
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Jerry  C.  Holton,  M.D.* 

y\_ngiogi'aphy  is  invasive,  time-consuming, 
and  expensive!  Its  diagnostic  and  therapeutic 
value  is  well  established  in  current  medical  prac- 
tice. The  performance  and  interpretation  of 
these  examinations  should  be  executed  by  physi- 
cians trained  and  experienced  in  this  field. 
Patient  safety,  diagnostic  quality,  and  complete- 
ness of  the  angiogram  are  hallmarks  of  properly 
performed  arteriographic  procedures.  An  incom- 
plete or  non-diagnostic  study  is  worse  than  none 
at  all  since  it  sultjects  the  patient  to  all  the 
risks  without  proper  diagnosis  or  treatment! 
Angiography  should  be  done  to  make  a diagnosis 
or  to  instittite  proper  treatment  and  should  not 
be  looked  iq^on  as  a stereotyped  single-injection 
examination.  Each  group  of  films  should  be 
examined  and  further  studies  obtained  or  not 
obtained,  depending  upon  the  clinical  problem 
and  the  judgment  of  the  angiographer. 

Let  us  discuss  the  most  imjxtrtant  factors  in 
performing  angiographic  studies.  First,  and  most 
important,  is  patient  safety.  One  should  never 
place  a patient  at  undue  risk  for  any  reason.  We 
recognize  there  are  emergencies  and  cases  in  high- 
risk  categories  that  must  Ite  done.  These  should 
be  handled  as  expertly  and  judiciously  as  possible. 
Contrast  material  sensitivity  should  always  be 
consitlered  and  a history  taken  in  this  regard.  The 
angiographer  is  resjxmsible  for  obtaining  and 
evaluating  this  information.  His  ability  to  handle 
these  reactions  should  be  established.  Physiologi- 
cal monitoring  (inchiding  EKG  and  intra-arterial 
blood  pressure)  is  absolutely  essential  in  selective 
coronary  arteriograjdiy,  and  I feel  is  necessary  in 
all  arieriograpliic  studies.  With  constant  EKG 
monitoring,  one  can  tpiickly  recognize  changes  in 
the  heart  rate  or  rhythm.  The  most  common,  and 
one  of  the  most  important  cardiac  arrhythmias  in 
the  angiographic  laljoratory  is  sinus  bradycardia. 
\\hth  caixliac  monitoring,  the  slow  heai  t rate  can 
be  easily  noted  and  appropriate  therapy  given.  If 
tlie  bradycardia  is  on  the  basis  of  a vasovagal 
stimulation,  then,  IV  Atropine  in  doses  of  0.1  mg. 
to  0.6  mg.  will  qiuckly  conect  this  arrhythmia.  In 
addition  to  bradycardia,  other  cardiac  arrhyth- 
mias can  be  closely  observed  and  treated  if 
necessaiy.  Constant  monitoring  of  intra-arterial 
blood  pressure  will  display  changes  in  pressure 
which  may  be  very  significant. 
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Proper  technique  in  handling  needles  and 
catheters  must  be  strictly  observed  in  an  un- 
compromising fashion.  Instruments  should  be 
handled  in  a delicate  manner.  Driving  or  forcing 
a catheter  or  needle  into  the  orifice  or  lumen  of  a 
vessel  is  not  the  mark  of  a “mature”  angiographer. 
Handling  these  materials  with  precision  and 
delicacy  is  an  indication  of  one’s  ability  and 
judgment.  Knowing  when  to  terminate  an  ex- 
amination is  just  as  important  as  knowing  when 
to  begin. 

Quality  and  completeness  of  an  angiogram  is 
secondary  only  to  patieirt  safety  in  iirrportance! 
Filnrs  of  excellerrt  radiographic  quality  are  ireces- 
sary  for  complete  diagnosis.  One  should  not 
accept  films  with  poor  radiographic  techrrique  or 
witlr  the  patierrt  irrrproperly  positioned.  Multiple 
views  are  frequently  necessary  to  estalrlish  the 
diagnosis.  \V^henever  irecessary,  these  views  should 
be  obtained,  providiirg  they  do  not  sigrrificantly 
irrerease  risk  to  the  patieirt.  Airy  time  a catheter 
is  iirserted  into  an  individual,  that  patient  de- 
serves the  best  quality  examirration  that  is  cur- 
reutly  ar  ailable.  This  approach  sometimes  takes 
a little  longer,  but  it  frequerrtly  avoids  a repeat 
arteriogranr.  I cannot  stress  too  mrtch  the  im- 
portairce  of  being  aware  of  the  clinical  problem 
and  its  proper  angiographic  evaluation.  Films  of 
irondiagnostic  radiographic  quality  should  never 
be  accepted  by  a competent  radiologist. 

Occasionally,  I hear  the  radiographic  equip- 
irrent  used  is  not  sufficient  to  produce  quality 
angiograms.  If  this  is  true,  the  patient  should  be 
refet'red  to  an  angiographic  laboratory  where 
complete  studies  can  be  obtained.  Proper 
radiographic  equipment  is  essential  to  quality 
angiography.  The  size  of  the  radiology  depart- 
ment, hospital,  or  city  does  not  necessarily  indi- 
cate the  quality  of  angiographic  studies  per- 
formed. I have  seen  small  departments  produce 
excellent  work,  while  an  occasional  large  institu- 
tion has  prodticed  jxior  and  incomplete  studies. 
There  is,  however,  a direct  correlation  between 
angiogi'aphic  quality  and  the  demands  and  per- 
sistence of  the  angiographer.  One  should  always 
strive  for  the  best  and  most  complete  study 
possilile,  never  accepting  an  examination  that  will 
simply  “get-by.”  Dedication  to  quality,  complete- 
ness, and  patient  care  mtist  begin  with  the 
angiographer  and  be  extended  to  his  entire  staff. 

Cai'diovascular  and  peripheral  vascular  surgery 
is  becoming  more  sophisticated  in  its  approach  to 
vascular  problems.  Angiography  must  become 
more  sophisticated  to  provide  the  diagnostic 
infonnation  necessary  for  proper  treatment. 
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'\^iral  oncology  (the  Sitiidy  of  viruses  as  tumor 
producing  agents)  is  a rapidly  evolving  and 
important  area  in  cancer  research  today.  The 
unequivocal  documentation  of  an  oncogenic  virus 
of  man  awaits  further  investigation.  In  all  proba- 
bility, one  will  be  identified  basetl  on  the  rather 
ubitjuitous  presence  of  oncogenic  viruses  in  lower 
animals,  e.g.  birds, ^ mice,“  cats,^  cattle,^  as  well  as 
in  the  lower  j>rimates^  tvhich  are  phylogenetically 
closely  related  to  man. 

The  genetic  material  (genome)  of  oncogenic 
viruses  can  be  either  deoxyribonucleic  acid 
(DX.\)  or  ribonucleic  acid  (RNA).  Oncogenic 
viruses  have  been  classified  into  four  main  cate- 
gories by  Temin:^  1)  the  non-enveloped  (do  not 
possess  a unit  membrane  structure)  DN,\  tumor 
viruses,  2)  the  herpes-like  DNA  tumor  viruses, 
3)  the  RXA  sarcoma  viruses,  and  4)  the  RNA 
leukemia  viruses;  the  oncogenic  RNA  viruses 
frequently  being  referred  to  as  oncornaviruses. 

The  non-enveloped  DN.\  tumor  viruses  include 
Polyoma  virus  (a  mouse  virus),  SV40  virus  (a 
simian  virus),  and  the  human  adenoviruses  with 
demonsti'able  oncogenicity  in  lower  animals. 
Polyoma  and  SV40  virus  particles  (virions)  have 
a diameter  of  about  40  nanometers  (nm)  and 
contain  a circular  doidjle-stranded  DNA  genome 
with  a molecular  weight  (M.^V''. ) of  approximate- 
ly 3 X 10*^  daltons.  Adenoviruses  have  a diameter 
of  about  80  nm  and  a genome  of  about  20  x 10® 
daltons  of  noncircular  double-stranded  DNA. 
The  usual  course  of  infection  with  these  viruses 
leads  to  virus  production  (productive  infection) 
and  to  cell  death.  However,  in  some  cells  under 
certain  conditions  an  abortive  infection  occurs 
which  may  ultimately  lead  to  cellular  trans- 
formation (the  conversion  of  a normal  cell  to  a 
neoplastic  cell).  The  transformed  cell  probably 
contains  integrated  within  its  cltromosomal  DNA 
the  entire  viral  genome;  however,  only  a jxrrtion 
of  the  total  gene  complement  of  the  viral  genome 
is  expressed,  since  complete  genome  expression 
leads  to  viral  replication  and  to  cell  death. 

The  herpes  viruses  with  documented  oncogenic 
potential  include  the  agents  of  Miurek’s  disease  of 
chickens  and  Lucke’s  carcinoma  of  frogs.  These 
viruses  have  a diameter  of  approximately  100  nm 
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and  contiiin  a genome  of  linear  double-stranded 
DNA  with  a AI.W.  of  approximately  100x10® 
daltons. 

The  RN.A  sarcoma  viruses  include  the  avain 
siircoma  \iruses,  the  murine  and  feline  sarcoma 
viruses,  ami  the  sarcomagenic  viruses  of  lower 
primates  such  as  the  monkey  and  the  gibbon  ajre. 
These  viruses  contain  a single-stranded  RNA 
genome  with  a M.W.  of  approximately  10  x 10® 
daltons.  Under  appropriate  conditions  these 
A'iruses  can  transform  an  entire  population  of 
susceptible  target  cells.  All  of  the  transformed 
cells  contain  the  entire  viral  genome  but  differ 
relative  to  the  degree  of  viral  genome  expression. 
In  some  instances  the  entire  viral  genome  is  ex- 
pressed and  one  observes  a productive  infection. 

The  RNA  leukemia  viruses  are  widely  dis- 
tributed in  nature  and  are  usually  transmitted 
from  parent  to  offspring  via  the  genn  cell 
(vertical  transmission).  Morphologically  and 
immunologically  these  viruses  are  closely  related 
to  the  RN.\  sai'coma  viruses®  and  within  a given 
animal  species  probably  differ  in  only  a few  of 
their  genes.  The  virions  of  the  RNA  sarcoma  and 
RN.\  leukemia  viruses  are  structurally  indis- 
tinguishable. These  agents  are  spherical  envel- 
oped viruses  possessing  a unit  membrane  structure 
surrounding  the  viral  core  of  jrrotein  and  genomic 
RN.\.  Infection  of  susceptible  cells  with  the 
RNA  leukemia  viruses  leads  to  virus  production, 
whereas,  with  the  sarcomagenic  RNA  tumor 
viruses,  one  may  observe  an  abortive  infection. 
Cells  from  leukemias  induced  by  the  RNA 
leukemia  viruses  contain  the  entire  viral  genome 
and  usually  produce  a virus  of  the  same  type  as 
the  original  infecting  virus. 

How  do  the  oncornaviruses  induce  cancer? 
Tumor  induction  by  the  RNA  tumor  viruses  is 
primarily  a function  of  an  endogenous  enzyme 
referred  to  as  Reverse  Transaiptase  (RT).  This 
enzyme  directs  the  synthesis  of  a DNA  copy  of  the 
viral  genome  which  is  RN.\.  1 he  DNA  copy  is 
considered  to  be  the  transforming  principle,  and 
as  is  the  case  with  the  DNA  tumor  viruses,  is 
integiated  covalently  within  the  chromosomal 
DNA  of  the  host  cell.  The  manner  in  which  the 
host  cell  aapiires  the  viral  genome  and  the 
mechanism (s)  for  its  subseejuent  expression,  as 
evidenced  by  cellular  transformation,  is  cunently 
being  explained  by  three  theories:  the  Oncogene- 
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^'ilogene  Hypothesis  of  Huebner  and  Todaro,'!'-® 
the  Protovirus  Hypothesis  of  Teniin,^  and  the 
Exogenous  Virus  Hypothesis  of  Baxt  and  Spiegel- 
inand*^ 

.\ccording  to  the  Oncogene-Virogene  Hypothe- 
sis, the  genetic  information  coding  for  the 
synthesis  of  an  RNA  tumor  virus  (the  virogene) 
is  present  in  every  cell  of  the  organism  and  is 
transmittetl  vertically,  having  been  acquired  at 
some  time  in  the  evolution  of  the  species.  The 
oncogene  is  the  genetic  component  of  the  virogene 
that  codes  for  a gene  produot(s)  with  the  biologic 
capacity  to  induce  cellular  transformation.  The 
oncogene  may  be  expressed  either  with  or  without 
virus  production."  The  oncogene  nonually  is  not 
phenotypically  expressed  but  may  be  activated  or 
tlerepressed  by  some  insult  such  as  a chemical  or 
jierhaps  another  virus. 

According  to  the  Protovirus  Hypothesis,  tran- 
scription from  RNA  to  DNA  by  means  of  a 
cellular  RT-like  enzyme  occurs  as  a natural 
phenomenon  in  some  cells,  and  is  postulated  to 
lie  important  in  embryogenesis.  Presumably,  the 
transferred  DNA’s  are  integrated  within  the 
chromosomal  DN.\  of  the  recipient  cells  and, 
thus,  act  as  messengers  in  the  process  of  inter- 
cellular communication.  Mutations  in  the  DN.\ 
and/or  aberrations  in  its  integration  could  lead 
to  the  appearance  of  a gene(s)  coding  for  the 
transforming  protein (s)  and/or  C-type  virus. 
The  primary  difference  in  these  two  theories 
resides  in  the  thesis  that  the  oncogene  is  inherent- 
ly present  in  the  germ  cell  (Oncogene-Virogene 
Hypothesis)  and,  therefore,  is  olrtained  as  part 
of  our  innate  genetic  complement,  rather  than 
being  produced  de  novo  as  a result  of  mutation 
and/or  integration  (Protovirus  Hypothesis). 

d’he  Exogenous  Virus  Hypothesis  proposes  that 
an  exogenous  oncornavirus  infects  (horizontal 
mode  of  transmission)  and  brings  in  the 
“oncogene”  which  subsecjuently  transforms  the 
host  cell. 

In  each  of  these  theories  it  is  the  expression  of 
the  oncogene  which  results  in  the  transformation 
of  the  host  cell  and  in  the  maintenance  of  the 
transformed  state.  WHrat  is  the  product  of  the 
oncogene?  Baderi^  notes  that  little  attention  has 
been  devoted  to  the  elucidation  of  the  nature  of 
this  protein(s)  even  though  the  pervasive  con- 
temporary view  supports  the  concept  of  a viral 
coded  transfoiTning  protein (s). 

According  to  Baltimore,^-  the  product  of  the 
“one”  gene  (the  gene  coding  for  the  transforming 


protein),  is  responsible  for  the  transformation  of 
cells  by  RNA  sarcoma  viruses.  This  protein  is  not 
necessary  for  viral  replication  since  temperature- 
sensitive  mutants  in  the  gene  coding  for  the 
transforming  protein  do  not  alter  the  replicative 
capacity  of  the  virus.  The  size  or  nature  of  this 
protein  is  unknown  hut  studies  of  the  deletion  of 
genetic  information  in  iion-transfonning  variants 
of  sarcoma  viruses  indicate  that  approximately 
16%  of  the  genetic  infoiTnation  of  the  viral 
genome  may  be  involved  in  the  synthesis  of  this 
protein.  Based  on  the  total  molecular  weight  of 
the  viral  genome,  the  calculated  M.W.  of  the 
transforming  protein  was  approximately  40- 
50,000  daltons.i- 

Burny,  et  by  calculating  the  protein  coding 
capacity  of  the  viral  genome  and  comparing  that 
figure  to  the  documented  molecular  weights  of 
viral  gene  products  (coat  glycoproteins,  group 
specific  proteins,  and  reverse  transcriptase)  de- 
termined that  sufficient  genetic  information  re- 
mained to  code  for  a transfonning  protein  with 
a M.W.  of  approximately  30,000  daltons. 

Isolation  of  this  protein  with  the  subsequent 
demonstration  of  its  biologic  capacity  to  trans- 
form cells  would  lend  much  credence  to  the 
theorized  oncogene.  Theoretically,  the  purified 
protein  in  an  altered  foim  (one  that  lacks  biologic 
activity)  could  be  used  in  active  immunization, 
and  a homologous  antisera  raised  against  this 
protein  could  be  used  passively  as  a therapeutic 
agent. 

Is  there  evidence  for  a viral  etiology  of  cancer 
in  man?  What  are  the  experimental  approaches 
to  detect  possible  oncornaviruses  in  human 
cancers?  Reverse  transcriptase,  originally  and  in- 
dependently discovered  by  Temin  and  Mizutani^^ 
and  Baltimore,^^  has  been  accepted  as  a universal 
property  of  oncornaviruses.  The  presence  of  RT 
activity  in  association  with  particles  possessing  a 
density  of  approximately  1.16-1.19  g/cm^  (the 
density  of  RNA  tumor  viruses)  as  detennined  by 
isopycnic  centrifugation  is  considered  to  be 
characteristic  of  oncornaviruses.  Another  ac- 
cepted feature  is  the  presence  of  a relatively 
heavy,  single-stranded  RNA  molecule  (viral 
genome)  with  a sedimentation  coefficient  of 
60-70S.  I’hus,  the  demonstration  of  RT  activity 
in  association  with  particles  of  a density  of  ap- 
proximately 1.16  g/cm-^  containing  60-70S  RNA 
have  been  used  as  biochemical  and  physical 
criteria  in  the  detection  of  putative  oncorna- 
viruses of  man. 
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llsiag  these  criteria,  Sdilont,  ct  c;/.'*’  showed 
tliat  human  milks  contained  particles  with  a 
density  ol  1.1()-1.19  g/cm^  and  that  these  jtarticles 
contained  RNA  and  a reverse  transcriptase 
enzyme.  The  origin  of  this  reverse  transcriptase 
activity  in  hnnian  milk  is  of  utmost  importance, 
since  it  is  knoevn  that  the  causative  agent  of 
murine  mammary  carcinoma,^'  and  the  causative 
agents  of  several  murine  lenkemias^*  are  trans- 
mitted horizontally  to  progeny  in  milk.  Later,  the 
same  invest igatorsi''  showed  that  the  particles  with 
reverse  transcriptase  contained  ()()-70S  RNA  and 
that  this  RNA  was  irsed  as  the  template  in  the 
reverse  transcriptase  reaction.  Numerous  human 
milk  preparations  were  examined  with  jtositive 
results,  particularly  in  women  with  a strong 
familial  history  of  breast  cancer.  These  data 
jjrovide  evidence  that  human  milk  may  contain 
particles  that  are  similar  biochemically  and 
j)hysically  to  the  known  RNA  tumor  viruses  of 
lower  animals  and  are,  tlierefore,  very  suggestive 
of  a possible  causal  relationship. 

Furmanski,  et  al.-^  prepared  snbviral  cores 
(\'irus  particles  in  which  the  envelopes  had  been 
removed)  from  oncornavirns-like  particles  found 
in  human  milk  and  determined  that  the  major 
protein  of  these  cores  had  a molecular  weight  of 
27,000  daltons.  The  protein  was  found  only  in 
the  viral  core  fractions  of  reverse  transcriptase- 
positive milk.  The  major  core  protein  of  the 
human  milk  oncornavirus-like  particle  was 
electrophoretically  identical  to  the  major  core 
protein  of  the  mouse  oncornavirus  which  induces 
murine  mammary  carcinoma  (mouse  mammary 
tumor  virus,  AIAFIA^). 

Spiegelman,  et  al.  in  1972,-^  presented  evidence 
of  the  presence  of  MAfTV  specific  RNA  in  tissue 
from  a human  breast  cancer.  LIsing  the  AIATIA'^ 
genome  as  a template,  radioactive  DNA  was 
synthesized  by  the  endogenous  reverse  transcrip- 
tase reaction.  This  radioactively  labeled  DNA 
was  denatured  from  the  viral  RNA,  purified,  and 
then  used  as  a molecular  probe  to  search  for 
homologous  RNA  in  human  breast  tumors.  The 
probe  was  also  used  with  normal  breast  tissue  and 
fibrocy.stic  disease  tissue.  Nucleic  acids  with 
homologies  will  base  pair  or  anneal  by  forming 
hydrogen  bonds.  The  degree  of  homology  or 
nucleic  acid  similarity  is  determined  by  the 
amount  of  radiolabeled  DNA  that  anneals  to  the 
test  RNA.  Of  the  29  malignant  tumors  examined, 
67%  gave  positive  responses.  None  of  the  RNA 
preparations  prepared  from  21  specimens  derived 


from  normal  breast  tissue  or  the  nonmalignant 
fibrocystic  and  gynecomastia  tissues  ;uul  fibroad- 
enomas were  positive.  Negative  responses  were 
•also  observed  with  RNA  preptirations  prepared 
from  noiinal  ]>lacenta,  liver,  and  intestine.  Also, 
no  positive  responses  were  observed  with  any  of 
the  RN.\  preparations  prepared  fiom  cells  ob- 
tained from  human  leukemias  and  sarcomas. 
Breast  tumor  RNA  hybiidizable  with  AIAFI  V 
DNA  was  not  hybiidizable  with  a radiolabeled 
DNA  probe  prepared  from  the  genome  of  an 
unrelated  murine  oncornavirus.  These  experi- 
ments imply  that  there  is  genetic  information  in 
the  RNA  of  human  breast  tumor  cells  that  is 
specifically  homologous  to  that  of  ArAfFV. 

■Similar  experiments  using  the  same  basic  proto- 
col were  carried  out  with  RNA  pieparations 
preptired  from  human  leukemia  cells  and  a 
tritium-labeled  DNA  probe  prepared  from  a 
murine  leukemia  virus  known  as  Rausher  virus.-- 
()f  27  human  leukemic  white  blood  cell  samples 
tested,  89%  contained  RNA  that  specifically 
hybridized  to  the  Rausher  leukemia  virus  (RLV) 
DNA  ])robe,  but  not  to  a DN.\  jrrobe  pre|)ared 
from  AIAITV  or  aviati  myeloblastosis  virus 
(AAfV).  RNA  preparations  prepared  from  con- 
trol white  blood  cells  or  from  other  normal 
tissues,  both  fetal  and  adult,  failed  to  show  a 
significant  degree  of  hybridization  with  the  RIA' 
DN.\  probe. 

Because  RNA  leukemia  viruses  are  intimately 
associated  with  RN.\  sarcoma  viruses  in  lower 
animals,''  RNA’s  from  human  .sarcomas  were 
tested  with  the  DNA  probe  prepared  from  RLV.-^ 
A partdlel  situation  was  suggested  to  occur  in 
humans,  as  68%  of  human  .sarcomas  were  shown 
to  contain  RN.A  that  hybridizeil  to  RLT  DN.A. 
I'he  sarcoma  RN  A's  did  not  anneal  to  the  Al  Al  lA" 
or  AMV  DNA  probes.  RN.As  from  normal 
human  tissues  failed  to  show  a significant  degree 
of  hybridization. 

Human  lymphomas  were  tilso  fouml  to  contain 
RNA  that  possessed  homology  to  the  Rausher 
leukemia  virus  DNA  probe,  but  not  to  the  un- 
related AIAITV  or  AAIV  probe.^^  Of  the  RNAs 
derived  from  lymphomas,  69%  hybridized  with 
RLV  DNA  while  the  48  control  samples  of  RNA 
failed  to  hybridize. 

The  above  hybridization  experiments  on  breast 
cancer,  leukemia,  sarcoma,  and  lymphoma  were 
designed  to  detect  approximately  0.0001  miao- 
gram  or  less  of  the  complementary  RNA  in  the 
samples  tested.  The  sensitivity  of  the  method  is. 
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therefore,  being  pushed  toward  its  limit;  however, 
values  were  considered  statistically  significant 
only  if  the  degree  of  hybridization  was  greater 
than  three  standard  deviations  of  the  mean  value 
of  the  control. 

There  is  additional  evidence  for  a viral  etiology 
in  human  leukemia.  In  1971,  Steeves,  et  al.-^ 
showed  that  fluids  from  short-term  cultures  of 
cells  from  patients  with  leukemia  or  Hodgkin’s 
disease  yielded  an  agent  which  enhanced  spleen 
focus  formation  by  Friend  virus.  Friend  virus  is 
an  inherently  defective  animal  virus  which  nor- 
mally requires  the  presence  of  an  endogenous 
lymphocytic  leukemia  ^’irus  to  produce  erythro- 
leukemia  and  splenic  foci  in  susceptiltle  strains  of 
mice.  Thus,  the  culture  fluids  from  cultivated 
human  leukemia  and  Hodgkin’s  cells  yielded  a 
putative  heljjer  agent,  presumalily  a leukemia 
virus. 

I’yjie  C viruses  (a  specific  structural  form  of 
oncornavirus)  have  been  isolated  from  naturally 
occurring  lymphosarcomas  and  myelogenous 
leukemias  in  an  old  world  primate,  the  giblron 
ape.  In  several  instances,  cell-free  extracts  of 
giI)I>on  ape  leukemia  cells  have  produced  viremia 
or  myelogenous  leukemia  or  both  in  juvenile 
gibbon  ape  recipients. 

In  1974,  Gallagher,  ct  isolated  and  char- 
acterized an  RNA-directed  I)N.\  polymerase  from 
peripheral  blood  leukocytes  of  a patient  with 
acute  myelomonocytic  leukemia.  This  enzyme 
demonstrated  the  essential  biochemical  charac- 
teristics of  RT  enzyme.  In  addition,  this  enzyme 
could  be  differentiated  immunologically  from  all 
other  known  cellular  DN.\  jtolymerases.  This 
enzyme,  however,  could  not  be  immunologically 
differentiated  from  that  of  a primate  type  C virus 
suggesting  a possible  relationship.  Five  of  six 
biochemically  defined  RNA-directed  DNA 
jjolymerases  from  patients  with  acute  myeloge- 
nous leukemia  were  inhibited  by  antibody  di- 
rected against  the  primate  type  C virus  RT 
enzyme  suggesting  that  a common  viral  element 
exists  in  human  myelogenous  leukemia  cells. 
I’hey  hypothesize  that  the  leukemic  state  is  in- 
duced by  the  activation  of  endogenous  viral 
information  or  may  possibly  be  due  to  the  end 
result  of  infection  by  an  exogenous  oncornavirus 
in  a manner  analogous  to  the  horizontal  trans- 
mission of  leukemia  in  some  groups  of  house 
cats.3 

In  1975,  Gallagher  and  Gallo-"  reported  the 
continuous  production  of  an  oncornavirus-like 


agent  possessing  the  same  charactei'istic  reverse 
transcriptase  in  three  separate  cultures  of  leuko- 
cytes prepared  from  a single  bleeding  of  a patient 
with  acute  myelogenous  leukemia.  The  patient 
had  no  family  history  of  leukemia  or  lymphoma, 
and  no  known  exposure  to  physical  or  toxic 
chemical  agents.  However,  she  had  Ijeen  in  con- 
tact with  a friend  who  had  leukemia,  prior  to  the 
onset  of  her  disease. 

The  oncornavirns-like  particles  synthesized  in 
the  leukocyte  cultures  prepared  from  this  patient 
were  further  characterized  by  biological,  immu- 
nological, and  biochemical  assays.-®  The  results 
showed  that  the  virus  was  immunologically  closely 
related  to  the  simian  sarcoma  virus  (SSV)  and  the 
simian  sarcoma-associated  virus  (SSAV),  original- 
ly isolated  from  a wooly  monkey  filno-sarcoma. 
These  virus  particles  were  infectious,  and  were 
propagated  to  high  titer  in  several  cell  types. 
In  (.lirect  contrast  to  the  host  range  of  SSAV, 
the  human  leukemia  virus-like  isolate  (called 
HS23V-1)  infected  marmoset  cells  poorly  and 
human  cells  efficiently.  Murine  sarcoma  virus 
strains  are  defective  for  replication  and  require 
leukemia  viruses  for  propagation.  I'he  human 
oncornavirns-like  agent  could  serve  as  “helper 
virus”  in  the  replication  of  murine  sarcoma 
viruses.  In  nucleic  acid  hybridization  studies,  the 
HS23V-1  RNA’s  showed  more  homology  to  DNA 
from  those  cells  infected  with  SSV  than  to  DNA 
preparations  prepared  from  uninfected  cells.  74ie 
low  degree  of  hybridization  between  the  viral 
RNA’s  and  DNA  from  normal  cells  indicates  that 
viral  genetic  material  related  to  HS23V-1  is  not 
maintained  as  an  endogenous  genetic  component 
in  humans,  at  least  not  in  all  cells. 

In  1975,  Nooter,  et  isolated  infectious  type 
C virus-like  particles  from  human  leukemic  bone 
marrow  cells.  4’hese  cells  were  from  a fonr-year- 
old  child  with  hmphosarcoma  which  had  pro- 
gressed to  a state  of  lymphoblastic  leukemia. 
The  cells  were  cultured  in  the  presence  of 
phytohemagglutinin  (a  cellular  mitogen)  and 
were  positive  for  C-type  virus-like  particles  in 
three  days.  A second  isolation  was  made  one 
month  later  while  the  patient  was  in  remission 
by  the  cocidtivation  of  the  bidfy  layer  of  a 
peripheral  blood  specimen  with  human  eniln^- 
onic  fibroblasts.  Within  two  weeks  of  cocnltiva- 
tion,  virus-like  particles  were  demonstrable  by 
electron  microscopy,  and  viral  antigens  were 
demonstrable  in  infected  cells  using  tire  immuno- 
fluorescence technique. 
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Many  investigators  today  believe  that  the  most 
likely  viruses  as  candidates  in  the  etiology  of 
human  cancer  are  herpes-simplex  virus  (HSV), 
cytomegalovirus  (CM\^),  and  Ispstein-Barr  virus 
(EB\').  The  studies  of  Rapp,  et  consisted  of 
inactivation  of  HSV  type  1 and  2 and  of  CMV  by 
ultraviolet  irradiation  and  by  photodynamic  in- 
activation. When  tested  after  these  treatments, 
these  agents  remained  infec  tious  but  produced  an 
abortive  infection  of  the  host  cell.  These  inacti- 
vated viruses  were  then  used  to  transform  hamster 
embryo  fibroblasts.  Serological  tests  revealed 
the  presence  of  virus-specific  antigens  in  the 
cytoplasm  and  on  the  surface  of  the  transformed 
cells.  Inoculation  of  the  transformed  cells  into 
syngeneic  hosts  produced  tumors  from  which 
tumor  cell  lines  were  derived.  These  tumor  cells 
contained  virus-specific  antigens,  and  the  sera 
from  the  tumor  bearing  animals  contained  virus- 
specific  neutralizing  antibcxlies.  Nucleic  acid 
hybridization  studies  revealed  the  presence  of 
virus-specific  messenger  RNA  in  the  transformed 
cells,  suggesting  the  necessity  of  viral  genome 
persistence  in  perpetuation  of  the  transformed 
state. 

Herpes  simplex  virus  type  2 is  implicated  as  a 
causative  agent  in  cervical  carcinoma.  Sero- 
epideminological  data  indicate  that  37—100%  of 
women  with  cervical  carcinoma  have  circulating 
neutralizing  antibodies  to  HSV-2  antigens  as 
opposed  to  7—67%  of  women  possessing  such 
antibodies  in  the  matched  normal  popidation.^i 
Also,  H.SV-2  antigens  have  been  detected  in  cervi- 
cal carcinoma  cells  using  the  indirect  immuno- 
fluorescence assay  procedure.32  Additional  evi- 
dence of  a possible  etiological  role  of  HSV-2  in 
cervical  carcinoma  is  offered  by  the  isolation  of 
HSV-2  from  a cell  line  derived  from  a cervical 
carcinoma.^^ 

Information  also  exists  which  links  EBV  to 
certain  human  malignant  conditions.  The  virus 
has  been  demonstrated  in  lymphoblastoid  cell 
lined  derived  from  Burkitt’s  lymphoma,  from  the 
peripheral  blood  of  patients  with  infectious 
mononucleosis  and  from  apparently  healthy 
donors.  Patients  with  histologically  confirmed 
Burkitt’s  lymphoma  revealed  high  antibody  titers 
against  EBV  antigens,  although  viral  particles 
were  not  readily  detected  within  the  tumors. 
Also,  patients  with  anaplastic  nasopharyngeal 
carcinomas;  with  a lymphocyte  depleted  form 
of  Hodgkin’s  disease;  and  with  a poorly  dif- 
ferentiated lymphocyte-lymphoblast  lymphoma, 


regularly  demonstrated  high  antibody  titers 
against  EBV-antigens.  Healthy  donors,  as  well  as 
patients  with  the  majority  of  other  lympho-  or 
myeloproliferative  malignant  conditions,  failed  to 
exhibit  a similar  antibody  pattern  to  EB\^ 
antigens. 

Additional  support  for  a possible  role  of  EBV 
in  the  induction  of  human  malignant  disease 
stems  from  .similar  forms  of  neoplasia  inducetl  by 
oncogenic  animal  herpes  viruses.  Studies  of  the 
virus-lymphocyte  relationship  in  Marek’s  disease 
of  chickens  and  herjtes  virus  Saimiri  infections  of 
monkeys  reveals  striking  similarities  to  that  ob- 
served in  EBV  infection  of  human  lymphocytes 
as  seen  in  Burkitt’s  lymphoma  cells.  Herpesvirus 
saimiri  induces  a lethal  lymphoma  when  inocu- 
lated into  a numiter  of  primates.'*'^  Marmosets 
and  owl  monkeys  developed  malignant  lympho- 
mas (100%)  after  inocidation  with  H.  saimiri 
that  are  invariably  fatal  within  50  days.'^®  Marek’s 
tli.sease  virus  induces  a highly  contagious  lympho- 
matosis in  chickens,  but  can  also  cause  a self- 
limiting  disease,  and  in  some  chickens  no  disease 
at  all.  In  both  instances  virus  can  be  reextvered 
from  tumor  cells  by  cocultivation  with  susceptible 
host  cells,^*'  thus,  demonstrating  the  persistence  of 
viral  genomes  within  the  neoplastic  tissue. 

Zur  Hausen,  et  al.^~  prepared  a radioactive 
EBV-DNA  probe  and  tested  for  homology  in 
DNA  preparations  prepared  from  human  lymj>ho- 
blastoid  cell  lines,  and  from  human  tumor  cells 
of  Burkitt’s  lymphomas  and  anaplastic  carcinomas 
of  the  nasopharynx.  In  each  case  a significant 
degree  of  hyln  idization  was  oltserved.  In  contrast, 
I)N.\  preparations  prepared  from  other  tumors  of 
the  head  and  neck,  as  well  as  control  DNA 
prejrarations  from  human  epithelial  cells  and 
fibroldasts,  failed  to  hybridize  significantly  with 
the  radioactive  EBV-DNA  probe.  No  ctoss- 
reactions  were  obseivcxl  with  DNA  preparations 
prepared  from  cells  itifected  with  H.SV  type  2 or 
human  CbM\5  d hese  results  sliow  that  despite  the 
paucity  of  viral  particle  proiluction,  cells  from 
Burkitt’s  lymphomas  and  anajrlastic  carcinomas 
of  the  nasopharynx  contain  EBV-specific  DNA 
setpiences.  I’hese  data  were  substantiated  by 
synthesizing  RN.\  complementary  to  EBV  DN.\ 
in  the  presence  of  radioactive  ribotiucleoside 
triphosphates  and  using  the  RN.-\  probe  in 
molecular  hyl)riilization  e.xperiments.'*' 

Zur  Hausen  et  al.^^  have  found  that  a virus- 
specific  mcmljrane  antigen  can  be  detected  in  cells 
of  most  Burkitt’s  lymphoma  biopsies.  However, 
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it  is  (lifliciilt  to  establisli  an  etiolo2,ical  relation 
to  Buikitt's  lymplioma  because  there  is  a high 
incidence  of  antibodies  to  this  antigen  in  the 
human  population.  Infectious  mononucleosis,  a 
disease  of  a lymphoproliferative  nature  which 
resembles  a self-limiting  neoplastic  process  is  also 
thought  to  be  caused  by  EBV.  Attempts  to 
estaljlish  a correlation  between  mononucleosis 
and  the  later  occurrence  of  cancer  have  been 
unsuccessful. lu  tissue  culture,  lymphocyte 
preparations  prepared  from  Burkitt’s  lymphoma 
and  from  peripheral  blood  specimens  of  patients 
with  infectious  mononucleosis,  as  well  as 
epithelial  cells  from  nasopliaryngeal  carcinoma, 
develop  into  permanent  cell  lines.  Since  per- 
manent cell  lines  are,  in  general,  considered  to  be 
transformed,  the  current  view  is  that  these  cell 
lines  are  transformed. 

.Vssuming  that  human  tumor  viruses  exist,  what 
is  the  mechanism  of  their  transfer?  Numerous 
“cancer  families”  have  been  reported  with  such 
a striking  incidence  of  tumors,  that  mere  chance 
could  be  reasonably  excluded.  Gross'*  in  his  1970 
book,  Oyicogenic  Viruses,  devotes  many  pages  to 
these  “cancer  families.”  Data  obtained  from 
numerous  statistical  studies  leave  little  doubt  that 
cancer  is  more  frequent  in  families  of  cancer 
patients  than  in  the  general  population.  This 
does  not  prove  contagion  in  the  usually  sense  of 
horizontal  transmission,  for  genetic  factors  cannot 
be  excluded.  There  is  a normal  incidence  of 
Hodgkin’s  disease  among  spouses  of  patients  but 
a higher  incidence  in  siblings  and  children  of 
]iatients.2**  Moyers,^**  in  a study  on  multiple 
myeloma,  noted  that  a female  patient  was  from 
a “cancer  family.”  Two  sisters  had  died  of 
pancreatic  carcinoma,  one  brother  of  lung  cancer 
and  five  cousins  of  various  other  cancers.  Another 
cousin  with  lung  cancer  was  still  alive.  This 
multiple  myeloma  patient  has  since  died  of  her 
malignancy,  making  a total  of  ten  cases  of  cancer 
in  one  generation.  Most  of  these  were  progeny 
of  two  sisters  married  to  a father  and  son,  so  that 
a double  kinship  existed. 

Clusters  of  leukemia  have  been  descrilted  in  the 
past  few  years.  One  such  cluster  consisted  of  eight 
cases  in  Niles,  111.^  These  occurred  between  1957 
and  1960  and  all  attended  the  same  school.  The 
authors  report  that  these  cases  constituted  a sig- 
nificantly increased  incidence  of  leukemia  in 
children  in  a town  of  this  size. 

A few  reports  are  available  describing  the 
accidental  transmission  of  cancer  from  man  to 


man.  The  following  is  an  account  of  a most 
bizane  case.^  In  1923,  a medical  student,  while 
aspirating  fluid  from  a wound  following  radical 
mastectomy  in  a woman  suffering  from  an 
adenocarcinoma  of  the  breast,  accidentally  in- 
jected some  of  the  material  deep  into  the  tissues 
of  his  hand.  Two  years  later,  an  irregular 
induration  appeared  at  the  inoculation  site.  This 
induration  slowly  increased  in  size  and  the  tumor 
was  removed.  Histological  examination  revealed 
a fusiform  sarcoma.  The  tumor  reoccurred  at  the 
same  site  and  rapidly  metastasized  to  the  arm. 
Shortly  thereafter,  the  entire  arm  was  disarticu- 
lated. Two  months  later  metatases  appeared 
above  the  clavicle  and  in  the  neck  of  the  patient. 
The  patient  died  three  months  later.  There  had 
been  no  history  of  malignant  disease  in  his  family 
for  the  three  preceding  generations. 

There  have  also  been  several  cases  of  renal 
grafts  resulting  in  transmission  of  cancer.'*  In 
some  cases,  kidneys  (disease  free)  from  patients 
dying  of  various  malignancies,  have  been  trans- 
planted to  immimosuppressed  patients  resulting 
in  the  death  of  the  recipient  due  to  cancer  of  the 
same  type  as  the  donor.  In  two  cases  the  immuno- 
suppressant drugs  were  discontinued  and  the 
kidney  was  soon  rejected.  The  metastases  dis- 
appeared and  later  another  kidney  was  success- 
fully grafted  with  no  return  of  the  malignancy. 

The  mechanisms  by  which  environmental 
carcinogens  produce  cancer  have  not  been 
elucidated.  It  is  postulated  that  these  carcinogens 
may  act  directly  by  inducing  somatic  cell  muta- 
tion(s)  or  indirectly  by  clerepression  of  an 
endogenous  oncogene.  In  genetically  determined 
diseases  involving  deficiencies  of  the  host  immune 
system,  the  incidence  of  cancer  is  much  higher 
than  in  the  normal  population.  There  is  also  an 
increased  incidence  of  malignancy  in  people  with 
chromosomal  abnormalities.  A striking  example 
of  a possible  predisposition  to  the  occurrence  of 
cancer  has  come  from  studies  of  bone  marrow 
transplants.  Remission  of  leukemia  following 
bone  marrow  transplantation  has,  on  several 
occasions,  been  followed  by  the  return  of  the 
disease.  In  at  least  two  cases,  the  reappearing 
leukemia  cells  have  been  identified  as  those  of  the 
donor.36  These  observations  clearly  imply  that 
an  unknown  factor (s)  present  in  the  recipient 
may  transform  the  normal  donor  cells  to  a 
neoplastic  state.  Whether  or  not  this  factor  is  a 
tumor  virus  remains  to  Ite  seen. 

A vaccine  for  the  prevention  and  treatment 
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ol  caiiccr  in  lininans  is  a major  goal  in  viral 
oncology,  dlris  goal  has  been  realized  in  Marek’s 
disease  of  cliickens.  1 lie  vaccine  is  prepared  from 
a herpes  virus  of  turkeys  that  is  antigenically 
related  to  Marek’s  disetise  \irus,  but  is  not 
pathogenic  in  either  turkeys  or  chickens.  I’liis,  of 
course,  will  be  rlifficidt  to  do  witli  hiumius  since 
it  will  not  be  possible  to  prove  by  trial  whether 
a related  immunizing  virus  is  oncogenic.  Rapp, 
et  have  reported  tliat  inactivated  herpes 

simplex  virus  induces  transformation  of  cells  in 
vitro,  and  that  the  subsequent  inoculation  of 
these  cells  into  test  animals  produced  tumors. 
Thus,  the  use  of  inactivated  virus  as  a cancer 
vaccine  is  potentially  hazardous. 

^Vdnle  the  main  thrirst  of  viral  oncology  deals 
with  the  isolation  and  characterization  of  possible 
oncogenic  viruses  of  man  with  immunotherapy  as 
the  ultimate  goal,  other  measures  for  the  potential 
control  of  neoplastic  diseases  in  man  should  be 
developed.  These  may  include  clinical  use  of 
interferon  or  other  antiviral  chemotherapeutic 
agents  in  conjunction  with  surgical  procedures,  as 
well  as  the  control  of  carcinogenic  agents  in  our 
environment. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

43-year-old  male  with  hypertension  on  medications  which  included  Digoxin 
0.25  mg.  qd.  developed  renal  failure  and  syncope.  Below  are  parts  of  his 
Holter  monitor  tracings.  The  leads  are  simultaneous. 

(See  Answer  on  Page  362) 


I . 


Mary  K.  Richards,  M.D. 

Assistant  Professor 
Division  of  Cardiology 

University  of  Arkansas  for  Medical  Sciences  Campus 
Little  Rock,  Arkansas  72201 
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The  Role  of  the  Trainer 


in  Modern  Athletics 


James  A.  Arnold,  M.D.*  and  Dean  Weber,  C.A.T.** 


T-e  background  of  athletic  training  is  long 
and  colorful.  Primitive  men  required  a body 
trained  effectively  for  use  of  each  physical  ability, 
solely  for  survival.  He  relied  upon  a healer  to 
assist  him  in  maintaining  his  physical  well-being 
through  the  media  of  prayer,  fasting,  and/or 
medication.  These  magician-priests  of  the  primi- 
tive tribes  of  North  Asia  utilized  various  herlis  as 
anodynes,  which  were  handed  down  from  father  to 
son,  and  in  this  way,  the  pharmacology  of  athletic 
training  probably  began.  However,  it  was  not 
until  the  rise  of  the  Greek  civilization  that  a 
strongly  organized  athletic  picture  evolved  with 
the  establishment  of  the  Olympic  games,  which 
produced  coaches  and  trainers  to  assist  athletes  in 
achieving  maximum  physical  perfection. 

With  the  appearance  of  the  professional  athlete 
and  Athenian  society,  skilled  trainer-coaches  came 
into  existence  with  the  evolution  of  technical 
improvements  for  the  sport  of  their  day,  employ- 
ing a basic  knowledge  of  anatomy,  physiology,  and 
dietetics  to  improve  athletic  condition.  The 
“youth  or  boy  rubbers”  and  the  “annointers” 
were  also  professional  trainers  and  the  techniques 
of  massage,  diet,  prescription,  and  general  fitness 
of  the  athlete  were  of  their  particular  concern. 

•Division  of  Sports  Medicine,  Department  of  Orthopaedics,  Uni- 
versity of  Arkansas,  Fayetteville.  Arkansas  72701. 

••C.A.T. , Head  Trainer,  University  of  Arkansas,  Fayetteville, 
■Arkansas  72701. 


In  Ancient  Rome,  Galen  served  as  physician  to 
a gladiatorial  school  and  wrote  at  considerable 
length  about  the  benefits  of  proper  diet,  rest,  and 
exercises  as  prerequisites  for  physical  condition- 
ing. Herodicus  of  Megara  was  probably  the 
greatest  of  all  the  great  trainers,  and  was  like- 
wise a physician.  Herodicus  was  a teacher  of 
Hipjxicrates  and  the  first  physician  to  recommend 
exercise  as  the  method  of  treatment  for  disease. 

For  many  centuries  after  the  fall  of  the  Roman 
Empire  there  was  nearly  a complete  lack  of 
interest  in  sjxirts  activities  until  the  beginning  of 
the  Renaissance.  Training  as  we  now  know  it 
fully  evolved  in  the  nineteenth  century  with  the 
first  establishment  of  intercollegiate  and  inter- 
scholastic athletics  in  the  United  States.  The 
initial  tiainers  of  this  era  were  those  who  “rubbed 
down”  the  athlete.  They  possessed  little  technical 
knowledge  of  anatomy  or  disease.  Subsequently 
it  has  taken  a good  many  years  for  the  trainer  to 
attain  the  status  of  a bonafide  member  of  the 
athletic  team. 

Today  a professional  trainer  is  a well-qualified 
individual  with  a thorough  understanding  and  a 
special  skill  of  the  many  facets  of  training  in  the 
care  of  athletic  injuries.  Ideally  he  works  in  a 
team  approach  with  the  physician  and  the  coach. 
In  the  past,  the  coach  has  been  content  to  confine 
training  to  management  of  preliminary  condition- 
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ing  and  preventative  strapping.  However,  to<lay, 
in  keeping  with  modern  technical  advances  in 
training  and  ecpiipment  changes,  the  high  school 
coach  finds  that  he  must  become  more  familiar 
with  the  broader  aspects  of  the  athletic  training 
progTam. 

In  1950,  the  National  Athletic  Trainers’  Asso- 
ciation was  founded  in  Kansas  City,  Missonri,  for 
the  express  purposes  of  establishing  professional 
standards  and  exchanging  and  disseminating  in- 
formation. In  1954,  the  American  College  of 
Sports  Medicine  tvas  fonmlcd  to  promote  research 
in  metlical  problems  encountered  with  physical 
exercise  and  s}>orts.  It  has  made  numerous  con- 
tributions to  the  area  of  training  and  has  increased 
the  understanding  and  knowledge  of  coaches  and 
trainers  so  that  they  can  more  adequately  train 
and  care  for  the  athletes. 

In  the  State  of  Arkansas,  a definite  effort  is 
being  made  to  disseminate  information  in  exercise 
physiology,  conditioning,  rehabilitation,  diagno- 
sis and  treatment  of  the  athlete.  This  has  been 
recently  initiated  by  the  Department  of  Ortho- 
paedic Surgery  at  the  University  of  Arkansas 
under  the  guidance  of  Dr.  Carl  Nelson,  to  include 
lectures  by  sports  medicine  personnel  to  junior 
high  school  coaches  during  the  annual  “All-Star” 
Week.  There  has  been  a definite  trend  towaid 
establishing  training  as  a legitimate  area  of  the 
high  school  athletic  progiam,  although  measures 
providing  for  the  budgeting  of  salaries,  equip- 
ment, and  facilities  are  not  generally  in  effect  in 
this  State. 

INCIDENCE  OF  ATHLETIC  INJURIES 

By  the  basic  design  of  athletics  in  “all  out” 
exertion  in  many  situations  requiring  body  con- 
tact, the  number  of  persons  injured  in  sports 
activities  annually  in  the  United  States  is  over- 
whelming. Insurance  comjranies  over  the  years 
indicate  that  tens  of  thousands  of  young  athletes 
suffer  fractures,  sprains,  strains,  cuts,  and  con- 
cussions. 

Approximately  900,000  youths  participate  in 
high  school  football  annually  and  30,000  at  the 
college  level.  The  high  school  athlete  completing 
a full  season  of  practice  and  games  has  a 20% 
chance  of  an  injury  during  the  season  and  an  8% 
chance  of  a serious  injury.  There  is  no  team  sport 
anywhere  in  the  world  where  injury  occurs  more 
frequently  than  American  football. 

An  annual  survey  of  football  fatalities  and 
injuries  has  been  conducted  since  1931,  by  the 


Committee  on  Injuries  and  Fatalities  of  the 
American  Football  Coaches’  .Association.  ’I  his  re- 
veals pertinent  information  that  should  be  kept 
in  mind  when  a school  is  considering  the  btidget 
for  an  athletic  ti'ainer  at  the  high  school  level.  A 
partial  summary  of  the  fimlings  of  the  40th  (1971) 
annual  report  indicates  the  following: 

1.  A total  ol  twenty  fatalities  were  directly 
related  to  lootball  in  1971— fifteen  were  in 
high  school  and  three  in  college. 

2.  4'welve  fatalities  were  associated  with  in- 
direct causes  (heat  stroke,  heart  failure,  etc.) 

3.  Football  fatalities  have  averaged  over  19.1 
per  year  over  the  past  40  years. 

4.  In  1971,  sixteen  injuries  to  the  head,  neck, 
and  spinal  cord  resulted  in  death. 

In  view  of  these  lindings,  the  Committee  has 
made  a numijer  of  recommendations  that  trainers 
and  coaches  would  do  well  to  heed.  Among  other 
things,  these  recommendations  stress  a need  for  a 
thorough  and  comprehensive  medical  examina- 
tion, intensive  pre-conditioning  program,  length- 
ening of  the  pre-season  program,  attendance  of  a 
physician  at  all  games,  strict  enforcement  of  game 
rules,  condemnation  of  “spearing”,  proper  and 
ample  conditioning,  exercises  to  strengthen  the 
neck  and  properly  fitted  helmets.  Most  of  these 
deaths  were  preventable.  With  an  alert,  well- 
trained  athletic  trainer  present,  careful  observa- 
tion of  environmental  conditions  coupled  with  a 
sensible  approach  to  acclimatization  during  train- 
ing woidd  prevent  most  cases  of  heat  exhaustion 
or  heat  stroke.  Likewise,  proper  fitting  of  helmets 
and  observation  of  proper  blocking  and  tackling 
techniques  could  most  likely  significantly  decrease 
the  incidence  of  severe  head  and  neck  injuries. 

ROLE  OF  THE  TRAINER 
1.  The  primary  resjaonsibility  of  the  trainer  is 
the  prevention,  treatment,  and  care  of  injuries  in 
athletes  under  his  jurisdiction.  Whth  reasonable 
foresight,  many  accidents  can  be  prevented.  Pre- 
vention begins  with  arrangements  for  a thorough, 
pre-participation  of  pre-season  physical  examina- 
tion of  all  players.  Also,  surveys  of  the  dressing 
room,  shower  room,  playing  field,  and  equipment 
are  made  to  eliminate  all  possible  hazards. 
Trainers  spend  more  time  on  prevention  of  in- 
juries than  is  commonly  believed  by  the  average 
layman  or  by  most  school  officials.  It  should  be 
emphasized  that  the  care  and  treatment  are  only 
part  of  the  trainer’s  duties,  and  probably  a less 
important  part.  The  more  injuries  that  can  be 
prevented,  the  fewer  there  will  be  to  treat  and 
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rehabilitate.  Since  an  injured  athlete  is  of  no 
\alne  to  his  team,  his  coach,  or  to  himself  from 
the  athletic  stand])oint,  the  greatest  concern  musit 
he  with  prevention  of  the  injury  which  causes  him 
disability. 

2.  Careftd  and  constant  supervision  of  all  play- 
ing facilities  in  areas  with  respect  to  maintaining 
.safety  standards  at  a constant  level  by  eliminating 
any  potential  or  existing  hazards  is  mandatory. 
At  the  University  of  Arkansas,  the  artificial  turf 
is  moistened  prior  to  practice  in  an  effort  to 
diminish  the  number  of  significant  knee  and 
ankle  injuries  during  the  practice  sessions,  and 
this  has  been  extremely  valuable  to  date. 

S.  The  institution  of  a carefully  planned  scien- 
tific program  of  conditioning  the  athlete  through- 
out the  year  will  greatly  assist  in  reducing  the 
number  of  injuries.  The  athlete  who  enters 
competition  after  insufficient  pre-season  training, 
or  who  begins  preliminary  training  in  a state  of 
physical  unfitness  is  an  excellent  prospect  for 
injury.  It  is  therefore  mandatory  that  the  trainer 
plan  a comlitioning  and  strength  program  and  see 
that  his  athletes  follow  such  a program  dtiring 
off-season  as  well  as  in-season  periods.  At  the 
University  of  Arkansas,  conditioning  and  strength 
training  for  the  fall  football  season  begins  at  the 
close  of  spring  ]>ractice  in  mid-April,  and  the 
major  portion  of  the  program  must  be  carried  on 
Ijy  the  athlete  himself.  He  ctuinot  be  exjrccted  to 
do  this  without  proper  direction  and  instruction. 
Each  player  is  given  a specific  progrtim  which  he 
is  tisked  to  continue  until  mid-August,  when  he 
rejjorts  for  fall  football.  He  is  encouraged  to 
supplement  this  ])rogram  by  jogging,  distance 
running,  running  wind  sprints,  etc.  Furthermore, 
each  boy  is  assigned  a weight  at  which  he  is  ex- 
jiet  ted  to  report  for  the  first  tlay  of  fall  practice. 
It  is  impressed  upon  an  athlete  who  is  sympto- 
matic during  the  spring  or  summer  months  to  be 
examined  careftdly  as  early  as  possible  so  that  he 
does  not  report  to  the  fall  program  with  a linger- 
ing injury. 

4.  Careful  attention  to  the  selection  and  fitting 
of  all  gear  and  equipment  will  also  minimize  the 
probabilities  of  injury.  Procuring  the  best  equip- 
ment possible  with  the  funds  available  .should  be 
considered  as  a guiding  rule  and  a direct  function 
of  the  trainer.  Good,  properly  fitting  equipment 
should  be  the  guaranteed  right  of  every  athlete. 
Of  course,  many  schools  have  a limited  budget 
with  which  to  work,  and  this,  of  necessity,  handi- 
caps them  in  the  purchasing  of  quantities  of 


equipment.  Although  the  budget  is  limited,  one 
would  warn  against  the  purchasing  of  large 
cpiantities  of  second  rate  equipment  because  this 
means  none  of  the  players  is  properly  protected. 
It  is  recommended  instead  that  the  school  pur- 
chase the  best  even  though  the  supply  may  be 
limited.  Too  much  emphasis  cannot  be  placed  on 
proper  headgear,  d’he  modern  lightweight  head- 
gear  is  effective  but  does  little  good  if  the  suspen- 
sion apparatus  is  not  properly  placed  to  keep  the 
head  from  contact  with  the  inside  of  the  headgear. 
Once  good  equipment  is  supplied,  the  trainer  and 
coach  should  insist  that  in  oixler  to  compete,  the 
players  wear  the  ecjuipment  which  has  been  pre- 
pared for  them.  Furthermore,  at  least  a weekly 
check  of  each  player’s  etpiipment  should  be  made 
by  the  trainer  for  loose  suspension,  misplaced 
pads,  or  broken  et[uipment  which  may  result  in  a 
disabling  injury  for  the  rest  of  the  season. 

5.  Protective  strapping  is  a controversial  but  in 
many  cases  helpful  supplement  that  the  athletic 
trainer  can  provide  to  jtrotect  the  athlete  and 
prevent  further  injury.  In  all  such  instances,  care- 
ful consideration  of  all  factors  and  medical  con- 
sultation are  necessary  before  proceeding  to  strap 
an  injured  athlete  to  enter  competition  before 
complete  healing  has  occurred.  It  is,  however, 
necessary  in  fielding  a present-day  football  team 
to  do  a great  deal  of  protective  taping.  Every 
trainer,  doctor,  and  coach  has  his  own  methods, 
but  whatever  the  technique,  the  following  princi- 
ples should  apply: 

RULES  FOR  APPLYING  BANDAGES; 

( 1 ) Be  neat,  clean,  and  thorough. 

(2)  Else  the  simplest  method  of  application  to 
accomplish  the  desired  result. 

(3)  .Start  the  bandage  with  the  limb  placed  in 
the  position  which  it  is  to  remain  through- 
out the  wrapping. 

(1)  Anchor  the  bandage  w'ell,  preferably  at  an 
angle  to  the  wrap. 

(.5)  Start  at  the  lower  jjart  of  the  limb  and 
bandage  toward  the  body. 

(6)  Bandage  snugly  but  not  tight  enough  to  be 
constrictive. 

(7)  Before  applying  adhesive  tape,  shave  the 
part  carefully  and  apply  a tape  adherent  to 
the  skin. 

(8)  Select  the  size  and  type  of  tajae  that  best 
fits  the  contour  of  the  injured  area.  The 
tape  should  be  directly  pulled  from  tire  roll 
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lipure  1. 

without  wrinkles,  which  may  cause  blister- 
ing of  the  skin  beneath. 

(9)  Circular  constrictive  taping,  of  course, 
should  be  avoided  and  the  tape  .should  be 
replaced  frecpiently. 

.\t  the  University  of  Arkansas,  each  member  of 
the  football  scpiad  mtrst  have  his  ankles  either 
taped  or  wrapped  before  each  practice  session  or 
game.  Previous  injury  is  an  indication  for  taping, 
but  since  adapting  the  Auburn  method  of  a 
stretching-strengthening  program  of  the  hindfoot, 
severe  sprains  have  been  much  less  numerous. 
The  wrap  used  for  the  ankle  at  the  University  is 
demonstrated  in  Figure  2. 

(i.  Finally,  the  trainer  shoidd  at  all  times  be 
cognizant  of  the  physical  and  |jsychological  condi- 
tion of  the  athletes  under  his  care,  both  in  aiul  out 
of  competition.  A surprisingly  large  amount  of 
counseling  is  retpiired  in  this  role  as  well  as  in- 
struction regarding  adetpiate  rest,  nutrition,  ami 
exercise.  Counseling  must  be  coupled  with  com- 
passion—the  ability  to  feel  pity  for  the  injured 
athlete  or  distress  ol  others  with  a real  desire  to 
help  alleviate  such  sutlering.  Fmpathy  combined 
W’ith  compassion  lor  those  under  tlie  ti  ainer’s  care 
are  tpialities  that  the  competent  trainer  must 
jrossess.  Athletes  often  have  emotional  jtroblems 
that  retpiire  understanding,  sympathy,  and  tact  on 
the  part  of  the  trainer.  At  times,  in  fact,  he  func- 


tions in  lieu  ol  the  paieul  and  must  act  as  both 
a lather  and  conlessor  attem|tiing  to  help  the 
athlete  solve  his  jrroblems. 

7.  I he  personal  (pialiiies  ol  a trainer,  not  the 
lacilities  and  e(pii|jment,  determine  his  success. 
Personal  tpialities,  ol  toinse,  aie  com|rlex  but  they 
lorm  tlie  image  by  which  tlie  athlete  so  closely 
associates  his  atidetic  competition  memories.  I'he 
ethics  ol  the  trainer  promote  honesty  and  fairne.ss 
both  in  Ids  relationship  with  the  athlete  and  sub- 
setpiently  in  tlie  athletic  endeavor,  d'he  trainer 
is  in  a unitpie  position  to  build  conlidetice  by 
convincing  a player  that  if  he  is  in  top  pliysical 
conditioti,  uses  the  etpdpment  properly,  and 
lollows  coaching  instritctions  precisely,  it  is  very 
unlikely  that  he  will  be  injured. 

THE  NEED  FOR  ATHLETIC  TRAINERS 

I he  State  of  Arkansas  has  a serious  delicit  in 
atidetic  traitiers  at  the  high  school  level,  whereas 
netirly  all  I’riple-A  sized  schools  or  above  in  the 
State  of  1 exas  and  many  other  sui  rounding  states 
employ  full-time  athletic  trainers.  Arkatisas  high 
schools  have  essentially  none  at  this  level.  Despite 
the  above  figures  ol  injuries  and  importance  of  a 
good  training  progTam,  it  is  extremely  difficult  to 


Figure  2. 
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obtain  a salaried  position  for  a certified  high 
school  trainer.  School  boards  are  occupied  witli 
financial  distress  in  most  instances,  and  introduc- 
tion of  a new  jrrogram  or  a new  concept  frequent- 
ly meets  with  resistance  because  of  the  finances 
involved.  Solution  to  this  problem  appears  to  be 
in  certifying  trainers  in  dual  areas,  such  as  English 
or  mathematics,  where  they  could  more  easily  fit 
into  the  high  school  facidty,  or  by  introducing  the 
concept  of  fulbtime  high  school  ti'ainers  by  en- 
couraging the  State  Department  of  Education 
rather  than  the  individual  school  board.  This 
was  done  in  Arizona  with  moderately  good 
success. 

QUALIFICATIONS  OF  A TRAINER 

Educational  preparation  of  a trainer  is  of 
increasing  importance,  with  the  demand  for 
trainers  who  are  highly  educated  and  qualified  in 
all  phases  of  the  field.  Today  the  trainer  is  ex- 
pected to  be  a college  giaduate,  usually  with  a 
major  in  physical  education  and  an  emphasis  in 
the  area  of  rehabilitation,  or  a major  in  physical 
therapy.  The  National  Athletic  Trainers’  Asso- 
ciation, since  1969,  has  provided  leadership  and 
guidelines  in  the  area  of  professional  preparation. 
There  are  approved  undergraduate  curricula  in 
48  universities  in  26  states  that  offer  this  certifica- 
tion, and  currently  5 approved  graduate  progi'ams 
exist.  The  second  way  to  qualify  as  an  athletic 
trainer  is  by  apprenticeship,  with  approximately 
two  years  under  the  clinical  experience  of  a certi- 
fied athletic  trainer.  At  the  University  of  Arkan- 
sas, the  apprentice’s  undergiaduate  major  may  be 
in  any  field,  not  restricted  to  physical  education 
as  it  is  in  the  approved  undergraduate  cuiTicula. 
The  NATA,  however,  has  identified  certain 
courses  in  the  approved  curriculum,  including 
anatomy,  physiology  of  exercise,  kinesiology,  and 
related  courses.  In  these  programs,  professional 
preparation  in  athletic  training  and  sports  medi- 
cine is  quite  strong.  In  many  cases,  three  or  four 
years  of  experience  as  a student  trainer  is  required. 
In  addition,  some  trainers  are  certified  physical 
therapists  (CPT).  Eull-time  trainers  are  usually 
added  to  the  staff  in  colleges  and  junior  colleges, 
whereas  the  coach  generally  doubles  as  a trainer 
at  the  high  school  level.  There  is  no  generalized 
licensing  for  athletic  trainers  in  every  state, 
although  more  states  are  requiring  licensure  in 


recent  years,  with  eligibility  requirements  strin- 
gent enough  to  assure  quality  people.  Texas  and 
Georgia  are  the  only  states  presently  requiring 
state  licenses  at  this  time. 

National  certification  of  atlrletic  trainers  came 
into  being  in  1969,  and  has  done  much  for  the 
profession.  Although  state  licensure  may  have 
some  negative  aspects  to  it,  it  most  likely  will  do 
much  to  promote  the  respect  of  the  profession. 
Licensure  would  allow  the  employing  facility  to 
have  reasonable  gi  ounds  to  believe  that  the  person 
they  employ  is  qualified,  as  well  as  to  help  protect 
them  legally  and  morally. 

SUMMARY 

It  is  encouraging  to  note  that  there  are  fewer 
serious  injuries  annually  under  properly  moni- 
tored programs,  and  that  for  each  football  fatality, 
a comparison  with  other  known  accident  informa- 
tion shows  football  to  be  much  safer  than  other 
activities.  For  example,  a recent  survey  showed 
236.5  deaths  by  motor  vehicles  to  1 in  football; 
337  deaths  from  drowning  accidents  to  1 in  foot- 
ball; and  241  deaths  from  firearm  accidents  to  1 
in  football.  This  improvement  can  be  explained 
in  part  by  the  fact  that  there  are  more  qualified 
men  in  the  field  of  conditioning  in  recent  years, 
that  better  ecjuipment  has  been  designed  and  is 
being  used,  and  that  everyone  is  becoming  in- 
creasingly concerned  about  the  prevention  of 
inj  uries. 

It  has  been  said  that  in  the  past  coaches  were 
concerned  about  getting  a team  on  the  field,  but 
now  they  are  vitally  interested  in  keeping  a team 
on  the  field.  An  adequate  athletic  training  pro- 
gram is  one  of  the  best  means  to  accomplish  this 
end.  There  is  no  doubt  that  the  trainer  has  come 
a long  way  in  recent  years  and  today  he  is  an 
important  factor  in  the  running  of  a college  or 
school  athletic  program. 
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Premarital  Serological  Examination 

Robert  T.  Howell,  Dr.  P.H.* 


The  Premarital  Examination  Act  (120  of 
1953)  requires  that  tlie  Plygienic  Laboratory  (now 
the  Division  of  Public  Health  Laboratories) 
perfonn  serological  tests  on  persons  applying  for 
maniage  licenses  and  authorizes  the  State  labora- 
tory to  certify  other  laboratories  in  the  State  to 
perform  this  test.  Certification  requires  that  the 
laboratory  meet  certain  standards  as  to  the  direc- 
tor of  the  laboratory  ( the  person  responsible  for 
the  accurac)'  of  the  tests  made),  the  facilities,  the 
equipment,  the  reagents  used,  and  the  perform- 
ance of  a standardized  (and  approved  by  the  State 
Board  of  Health)  serological  test  for  syphilis. 
There  are,  at  tlris  time,  120  laboratories  approved 
for  premarital  and  prenatal  syphilis  serology 
testing. 

Laboratories  wishing  to  be  approved  or  certi- 
fied must  file  an  application  with  the  Division  of 
Public  Health  Laboratories,  participate  success- 
fully in  at  least  three  series  of  the  monthly 
proficiency  tests  performed  on  ten  sera,  and 
permit  an  on-site  inspection  of  the  laboratory  by 
a representation  of  the  State  laboratory,  including 
an  on-site  examination  of  ten  additional  sera. 
Certified  laboratories  are  required  to  keep  records 
on  laboratory  tests  performed  for  a minimum  of 
five  years,  send  duplicate  laboratory  results  to  the 
State  laboratory,  send  results  of  reactive  tests  to 
the  Division  of  Communicable  Disease  Control, 
Arkansas  Department  of  Health,  and  furnish  an 
annual  report  on  all  serological  tests  for  syphilis 
performed,  plus  continuing  in  the  State  proficien- 
cy testing  program  with  an  acceptable  grade. 
Laboratories  must  run  250  tests  per  year  ex- 
cluding proficiency  test  samples,  to  stay  in  the 
program. 

According  to  information  furnished  by  them, 
269,933  serological  tests  for  syphilis  were  per- 

•  Division  of  Public  Health  Laboratories,  Bureau  of  Health  Facility 
Services,  Arkansas  Department  of  Health,  4815  West  Markham,  Little 
Rock,  Arkansas  72201. 
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formed  by  the  approved  laboratories  in  Arkansas 
during  the  past  fiscal  year  (July  1,  1976  to  June 
30,  1977).  These,  plus  115,190  tests  run  at  the 
State  laboratory,  plus  1,626  tests  performed  out  of 
state  on  persons  planning  to  marry  in  Arkansas, 
make  a total  of  386,749  tests  for  syphilis.  This 
does  not  even  consider  those  tests  made  at  labora- 
tories not  seeking  or  being  approved  to  participate 
in  the  premarital  program.  Of  this  number  of 
serologies,  52,51 1 were  tests  needed  for  application 
for  a marriage  license.  Table  No.  I,  below,  gives 
some  further  information  on  the  premarital 
specimens. 

It  has  already  been  mentioned  that  each  ap- 
jaoved  or  certified  laboratory  must  participate  in 
the  Department  of  Health  proficiency  testing 
program  for  syphilis  serology.  Each  laboratory  is 

Table  No.  I 

Results  of  Premarital  Syphilis  Serology 
Examinations  — FY  1977 

Non- 


Reactive 

Weakly 

reactive 

Unsat. 

Total 

Approved  134 

78 

35070 

101 

35383 

Laboratories  (0.4%) 

(0.2%) 

Out-of-State  7 

1 

1618 

7 

1633 

Laboratories  (0.4%) 

(-) 

Div.  ofP.  H.  123 

142 

15333 

344 

15942 

Laboratories  (0.8%) 

(0.9%) 

TOTAL  246 

221 

52021 

452 

52958 

Table  No.  II 

Results  of  Laboratory  Proficiency  Tests  — 
FY  1977 


Grade  (%) 

Number  of  Laboratories 

Percent 

100 

3 

2.4 

98.0  - 99.9 

34 

27.2 

95.0-97.9 

50 

40.0 

90.0  - 94.9 

35 

28.0 

85.0-89.9 

3 

2.4 

TOl'AL 

125 

100.0 
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sent  ten  sera  per  month  for  a total  of  100  (July 
and  December  are  skipped  due  to  shipping  prob- 
lems). Participating  laboratories  score  very  well, 
iudged  on  agreement  with  reference  laboratories. 


in  this  program.  In  FY  1977,  three  laboratories 
scored  100%  agreement.  The  other  laboratory 
scores  are  given  in  I’able  II,  but  all  scored  above 
85%  agreement,  the  minimum  passing  score. 


EDITORIAL 

Coronary  Artery  Surgery 


Alfred  Kahn,  Jr.,  M.D. 


T.e  jury  is  still  out  on  medical  versus  surgical 
treatment  of  coronary  artery  disease.  It  is  a 
particularly  difficult  decision  for  the  practicing 
physician.  It  seems  apparent  that  there  is  general 
agreement  that  left  main  coronary  artery  disease 
presenting  as  stable  angina  pectoris  is  worthy  of 
operative  intervention;  it  is  said  not  alone  to 
afford  symptomatic  relief  but  to  extend  life 
expectancy.  Fakaro,  et  al.,  rejxirted  on  the  V.  A. 
Coojjerative  Randomi/ed  .Study  of  Surgery  lor 
Cioronaiy  Artery  Disease  in  Supplement  No.  Ill 
of  Ciirctdation,  \5)lume  54,  page  107,  Decem- 
ber 1970.  riiey  re^■iewed  113  patients  with 
angina  jxxtoris  and  a significant  left  main 
(oronary  lesion.  Fifty-three  patients  received 
medical  treatment  and  (iO  patients  received  sur- 
gical treatment.  At  the  date  of  writing  about  30 
months  follow-up  had  been  olitained.  It  was 
fotind  that  12  of  00  sitrgical  cases  died  in  the  fol- 
low-up period.  Nineteen  of  53  medically  treated 
patients  died  in  the  follow-up  period.  The  age 
of  the  two  groups  were  about  the  same,  52  years 
vs.  54  years.  Takaro  also  states  that  a higher  sur- 
vival rate  was  noted  with  the  surgical  treatment 
of  cases  with  three  vessel  disease  plus  some  ab- 
normality of  the  left  ventricular  function  than 
with  medically  treated  cases. 

4 he  general  topic  of  the  treatment  of  chronic 
stable  angina  has  been  reviewed  by  Mtirphy, 


Hultgren,  Detre,  Thomsen,  and  Takaro  (New 
England  Journal  of  Medicine,  Voltmie  297,  page 
621,  .September  22,  1977).  Their  emphasis  was  to 
report  on  survival  data  pertaining  to  chronic 
stable  angina  pectoris  based  on  Randomized 
Veterans  Administration  Coo|)erative  Study.  The 
authors  excluded  left  main  coronary  artery  cases. 
4 hey  studied  a total  of  596  patients;  310  medically 
treated  and  286  surgically  treated  patients.  It  is 
of  extreme  interest  and  inuxjrtance  that  there  was 
no  significant  benefit  in  treating  patients  surgical- 
ly; the  medically  treatetl  cases  did  just  as  w'ell  from 
a mortality  point-of-view  in  36  months  follow-up 
study;  surviving  were  87%  of  the  medical  group 
and  88%  of  the  surgical  group.  An  interesting 
finding  Murphy,  et  al’s  review  concerns  ventricu- 
lar arrhythmias,  which  is  a major  additional  risk 
factor.  4here  was  no  significant  difference  in 
medically  treated  cases  as  compared  to  surgical 
cases. 

In  the  same  isstie  of  Fhe  New'  England  Journal 
of  Medicine  (Volume  297,  page  661,  .September 
22,  1977),  is  an  editorial  by  Dr.  Eugent  Braun- 
w'ald,  an  eminent  cardiac  research  physician, 
entitled  “Coronary-Artery  Surgery  at  The  Cross- 
Roads.”  He  points  out  that  initially  coronary 
artery  by-pass  surgery  w’as  used  for  patients  with 
incapacitating  angina  pectoris  w'hich  resjxtnded 
poorly  to  medical  treatment;  he  feels  that  there 
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rail  lie  no  arguinent  alKiiit  this— it  was  aimed  at 
relicviiio  symptoms.  Uy-pass  surgery  is  now  per- 
formed for  other  eariliac  disorders  as  unstable 
angina  pectoris,  healed  myocardial  infarction,  and 
even  asynijitomatic  coronary  disease,  d'hese  latter 
operations  thus  are  not  to  alle\iate  symptoms— 
they  seem  to  indicate  a desire  to  extend  life  ex- 
pectancy by  surgery.  Brannswald  states  tliat  some 
of  the  initial  reports  on  by-pass  surgery  indicated 
extended  life  expectancy  in  randomi/ed  groups 
categorized  as  one  vessel,  two  vessel  and  three 
vessel  disease;  later  non-randomizetl  studies  re- 
flected the  contention  that  surgery  exteiuleil  life 
expectancy  excejit  in  severe  obstructive  disease  of 
the  left  main  coronary  artery.  Brannwald  concurs 
in  the  Murphy  et  al.  conclusions  cited  above.  He 
feels  that  beta  adrenergic  blockade  drugs  excellent 
results  in  coronary  artery  patients  tend  to  rein- 
force this  view.  Brannwald  states  that  probably 
70,000  by-pass  operations  will  be  performed  in 
1977  and  this  represents  a tremendous  medical 
expense  if  the  average  case  costs  SI 2,000.  Ele  urges 


long  term  follow-np  evaluations  to  determine 
nnecpiivocally  the  value  of  medical  vs.  surgical 
treatment  of  coronary  artery  by-pass  surgery  in 
extending  life— not  reliec  ing  symptoms. 

.\propos  of  the  tnmnh  concerning  coronary 
artery  surgery  is  the  continning  welter  and  in- 
terpretation of  stress  testing  tlie  heart.  One  tjf  the 
most  excellent  recent  reviews  is  by  Fortnin  and 
^Veiss  (Circulation,  Volume  .50,  page  099,  Novem- 
ber 1977).  T he  jrliysiolctgic  basis  of  the  S-T  seg- 
ment changes  is  not  only  illustrated  but  discussed 
in  detail.  Of  interest  is  a discussion  of  other 
factors  in  addition  to  myocardial  ischemia  that 
influence  the  S-1’  segment  changes  in  response 
to  exercise;  they  include  valvular  heart  disease, 
higli  blood  pressure,  pericardial  disease;  some 
drugs  have  implicated  including  Digoxin,  hypo- 
tensives, diuretics,  etc.  False  positive  tests  are 
often  seen  in  women,  the  authors  recommend 
technical  means  of  value  in  identifying  “false 
positives.”  Propranolol  is  useful  in  this  sorting 
out  process. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

W'ith  the  exception  ol  a few  high-jrriority 
items.  Congress  has  finished  its  business  for  this 
year.  .Still  to  be  completed  this  session  are  boosts 
in  Social  Security  taxes,  the  Administration’s 
energy  bill,  and  the  Health,  Fidneation  and  "Wel- 
fare Department  appropriation  bill.  .\  few  other 
measures  might  make  it  throngli  during  the  bob- 
tailed, every-three-days  work  schedule.  Most  hear- 
ings are  over.  Most  Congressmen  have  gone 
home. 

•Among  the  health  measures  definitely  put  olf 
until  next  year  are  the  Administration's  dispntetl 
hospital  cost  containment  plan,  the  clinical 
laboratories  bill  extending  federal  authority,  and 
a revision  of  the  Nation's  drug  laws. 

One  of  the  final  bills  approved  by  the  law- 
makers tinring  their  regular  session  was  an  18- 


month  pos't|X)nement  ol  the  jiroposed  Itan  on 
saccliarin  by  the  F'ootl  and  Drug  .\dministr;ition. 
ITnder  the  legislation,  saccharin  products  must 
bear  laiiels  warning  that  tlie  j^rodnet  has  caused 
cancer  in  test  animals. 

Another  last-minute  ajrproval  was  for  a one- 
year  extension  of  the  s]te(ial  pay  provisions  for 
Wterans  -Administration  physicians. 

I he  conference  report  on  legislation  to  lielp 
rural  health  clinics  by  allowing  Medicare  and 
Medicaid  reimbursement  for  physician  exteiuler 
services  was  hung  up  for  most  of  the  month,  but 
finally  ajrjrroved  by  both  Honse.s— thus  clearing  it 
for  the  President's  signature. 

In  a somewhat  unexpected  action.  House  and 
■Senate  conferees  reached  hist-minnte  agreement 
on  the  controversial  medical  school  capitation 
(jiiid  pro  quo  for  admission  of  foreign-trained 
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U.  S.  students.  The  compromise  will  repeal  that 
condition  after  one  yeai',  but  require  a 5 percent 
innease  in  third-year  enrollment  in  the  mean- 
time. 

l ire  impasse  between  House  and  Senate  over 
language  dealing  with  Medicaid  abortion  funding 
has  dragged  on  for  months.  There  was  no  resolu- 
tion by  the  end  of  the  regular  session,  forcing 
Congress  to  approve  a tenqxirary  funding  resolu- 
tion to  keep  the  HEW  and  Labor  Departments 
going,  l ire  House  wants  to  forbid  use  of  Medic- 
aid funds  for  abortions  unless  necessary  to  save 
the  mother’s  life.  The  Senate  wants  broader 
language  allowing  abortions,  for  example,  where 
“severe  and  long-lasting  physical  health  damage” 
to  the  mother  would  result  and  for  victims  of 
rape  and  incest.  An  emotion-laden,  bitter  con- 
troversy pitting  the  right-to-life  forces  against  the 
pro-aljortion  forces  has  enveloped  the  House  and 
Senate  for  months. 

The  major  reason  for  the  odd  recess  arrange- 
ment is  the  lengthy  hassle  over  President  Carter's 
sweeping  energy  progTam. 

Unlike  an  election  year  when  a new  Congress 
convenes,  the  second  session  of  the  same  Congress 
merely  takes  up  where  it  left  off.  There  is  no 

need  to  reintroduce  bills  and  stai  t all  over  again. 
# * # * 

The  American  Medical  Association,  the  Ameri- 
can Hospital  Association,  and  the  Federation  of 
American  Hospitals  have  accepted  an  unusual 
challenge  from  Congress  and  agreed  to  develop  a 
voluntary  hospital  and  health  care  cost  contain- 
ment program. 

The  challenge  was  poseil  by  Rep.  Dan  Rosten- 
kowski  (D-IIL),  Cltairman  of  the  House  Ways  and 
Means  Subcommittee  on  Health.  In  a House 
sjjeech,  the  lawmaker  conceded  that  Congress 
would  not  lie  able  to  resume  deliberations  on  the 
Administration’s  controversial  cost  containment 
proposal  until  next  February. 

During  this  brief  grace  period,  he  said,  the 
three  major  provider  organizations  should  take 
the  initiative  “and  effectively  and  significantly 
restrain  cost  increases  on  a voluntary  basis.” 

Government  intervention  and  the  imposition 
of  controls  “should  be  a last  resort,”  asserted 
Rostenkowski,  raising  the  possibility  that  the 
Administration’s  plan  for  a nine  percent  “CAP” 
on  hospital  revenue  increases  might  be  in  deep 
trouble  if  the  private  sector  satisfies  the  law- 
makers in  the  interim. 

James  H.  Sammons,  M.D.,  Executive  Vice  Pres- 


ident of  the  AM  A;  President  John  Alexander 
McMahon  of  the  AHA;  and  Director  Michael 
Bromberg  of  the  FAH  made  the  following  joint 
statement: 

“Our  three  organizations,  at  the  instruction  of 
our  respective  officers,  are  beginning  now  to 
organize  a national  steering  committee  of  hospital 
people,  doctors,  insurers,  consumers  and  others 
with  a major  stake  in  hospital  cost  containment. 
We  will  ask  this  committee,  which  we  expect  to 
have  its  first  meeting  within  the  next  several 
weeks,  to  develop  the  goals  and  mechanisms,  first, 
of  a voluntary  progiam  to  reduce  the  rate  of 
increase  in  hospital  costs,  and,  second,  of  a volun- 
tary program  to  reduce  the  rate  of  increase  in 
health  care  costs  as  a whole.  We  will  also  encour- 
age the  development  of  similar  steering  commit- 
tees at  the  state  level  to  help  implement  these 
programs.” 

Later  it  was  announced  that  the  national 
steering  committee  will  meet  in  December  to  draft 
guidelines  to  restrain  hospital  cost  increases. 

“The  primary  enforcing  power  in  the  pro- 
gram will  be  public  accountability,  said  Director 
Michael  Bromberg  of  the  FAH.  The  AMA  and 
the  AHA  have  launched  a voluntary  program  in 
hopes  of  averting  a federal  “CAP”  on  hospital 
revenues.  Bromberg  told  the  Washington  Busi- 
ness Group  on  Health  that  hospitals  “that  fail 
to  meet  the  screening  criteria  will  be  listed 
periodically.  The  review  and  findings  of  industry 
committees  at  the  state  level,  as  to  the  justification 
for  each  hospital’s  exceeding  the  screen,  will  be 
made  public.” 

Bromberg  said  the  anticipated  publicity  at- 
tendant on  any  hospital  which  fails  to  stay  within 
the  screen  and  the  public  exposure  of  the  reasons 
why  is  expected  to  provide  a substantial  incentive 
to  a hospital  to  restrain  its  charge  inaeases. 

The  FAH  leader  emphasized  his  belief  in  the 
private  sector’s  ability  to  devise  a workable  al- 
ternative to  an  “arbitrary  CAP”  and  to  engage  in 
voluntary  enforcement  of  such  a plan. 

“If  we  fail,”  he  said,  “then  government  will 
take  even  more  control  of  the  health  system.  If 
we  don’t  bite  the  bullet,  government  will  assume 
management  responsibilities  from  health  pro- 
viders, insurers  and  industry.  The  result  will  be 

more  inflation  and  less  quality.” 

* * * * 

The  federal  government  plans  a major  cam- 
paign to  urge  the  American  public  to  seek 
opinions  on  surgery. 
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The  unusual  and  preccdent-setliii”  program 
involving  patients’  dealings  with  physicians  will 
he  conducted  by  the  IIEVV'^  Department.  Both 
Medicare  and  Medicaid  programs  will  he  geared 
to  encourage  second  opinions. 

d'he  policy  was  announced  hy  Hale  Champion, 
HEW  hinder  Secretary,  before  the  House  Com- 
merce Subcommittee  on  Oversight  aiul  Investiga- 
tions. The  subcommittee,  headed  by  Rep.  John 
Moss  (D-Calif.),  has  been  holding  hearings  this 
year  and  issuing  reports  charging  there  is  much 
unnecessary  surgery  in  the  United  States. 

Champion  told  Moss  “you  have  been  right.” 

“Comparisons  with  prepaid  delivery,  geo- 
graphic variations  in  rates  of  surgery,  and  histori- 
cal trends  all  ]>oint  to  the  fact  that  there  is  more 
surgery  in  the  United  States  today  than  there 
ought  to  be,”  said  Champion. 

“Accordingly,  we  are  going  to  begin  a major 
effort  to  encourage  the  American  pulilic,  and 
especially  our  own  beneficiarie,s,  immediately  to 
seek  second  opinions,”  he  testified. 

The  Department  has  been  instructed  to  remove 
the  remaining  legal  barriers  to  patient-elected 
second  opinions  in  Medicare.  States  will  be  re- 
quested to  implement  as  quickly  as  possible  active 
second  opinion  programs  for  Medicaid. 

If  two  physicians  disagree.  Medicare  will  pay 
for  a third  ojnnion  if  the  patient  desires  one, 
according  to  HEW. 

At  jrresent  Medicare  will  pay  for  a second  surgi- 
cal opinion  if  the  physician  agrees  to  the  advisory 
or  orders  it.  But  the  physician’s  acceptance  is  at 
present  mandatory.  In  the  future  the  jiatieut 
would  be  reimliursed  for  a second  opinion  if  the 
initial  physician  believes  it  unnecessary. 

One  ([uestion  to  be  answered  is  whether  the 
jxitient  must  receive  a negative  response  on  a 
second  opinion  from  the  first  physician,  or  simply 
could  go  off  on  his  own  to  get  a secoiul  opinion 
without  even  a.sking  the  physician. 

Champion  also  told  the  Moss  .Sulicommittee  he 
will  ask  professional  .standards  review  organiza- 
tions (P.SROs)  “to  move  aggressively  into  review 
of  surgical  services.” 

Champion  said  that  with  the  advice  of  the 
National  PSRO  Council,  “We’re  going  to  develop 
criteria  for  ten  of  the  mo.st  common  surgical  |>ro- 
ceclures  and  distribute  them  to  the  PSRO’s  by  this 
February.”  By  Januai7  1979,  criteria  for  75  per- 
cent of  the  most  common  surgical  jrrocedures 
within  each  specialty  will  be  prepared,  he  said. 

“We  will  do  our  best  to  see  that  these  criteria 


are  specific  and  measuralile,  and  applied  without 
unreasonable  modification  by  the  local  PSROs,” 

the  official  told  the  Subcommittee. 

* * # # 

Rep.  I’im  Lee  Carter,  M.D.,  (R-Ky.)  has  intro- 
duced legislation  sought  Ity  the  AMA  dealing  with 
funding  for  residencies  in  jireventive  medicine 
and  lalielling  of  prescription  drug  containers. 

The  laljelling  bill  would  require  that  drug 
containers  as  dispensed  to  patients  cany  the 
establislied  or  trade  name  together  with  the 
cpiantity  and  strength  of  the  drug.  The  AMA  said 
tliat  in  ca.ses  of  medical  emergency  it  is  often  im- 
portant for  attemling  medical  personnel  to  know' 
tlie  name,  strength  and  contents  of  any  drugs  a 
patient  is  taking. 

Linder  the  bill  introduced  by  Dr.  Carter, 
rankiug  GOP  member  of  the  House  Commerce 
Subcommittee  on  Health,  an  exception  to  the 
labelling  is  provided  w'hen  the  physician  decides 
that  for  medical  or  emotional  reasons  it  is  in  the 
best  interest  of  the  ]>atient  that  the  information 
not  be  made  known  to  him  or  indirectly  to  the 
patient's  family  or  associates. 

The  other  bill  introduced  by  Rep.  Carter  calls 
for  an  amendment  to  the  Health  Manpow'er  Law 
to  provide  funding  for  residencies  in  preventive 
medicine.  Specific  program  funding  for  such 
residencies  w'as  not  included  in  the  Health  Man- 
power Law  as  passed. 

The  AMA  said  these  residency  programs  are 
very  dependent  on  outside  funding  because  they 
generate  little  patient  income  to  support  their 
activities.  The  increased  focus  on  jweventive 
medical  care  makes  it  important  that  these  resi- 
dency programs  continue,  according  to  the  A.M.\. 
The  bill  would  provide  federal  funds  for  ap- 
])roved  residency  programs  in  preventive  medic  ine 
and  would  also  provide  traineeships  for  those 

jihysicians  participating. 

# # * * 

The  AM,\  has  recommended  that  the  .Vdininis- 
tnition  propose  increased  funding  for  programs 
enqihasizing  preventive  health  care  and  promote 
cost  effective  delivery  of  services. 

Afore  federal  funds  w'ere  sought  for  venereal 
disease  control,  migrant  and  Indian  health  care, 
family  plaiming  atul  immunization  programs  for 
diseases  such  as  polio  and  measles,  pi  evetition  and 
tre.itment  of  mental  disorders  and  alcoholism. 

In  a letter  to  the  White  House  Office  of  Man- 
agement and  Budget,  the  .\M.V  asked  that  its 
recommendations  be  incorporated  into  President 
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Carter’s  fiscal  1979  budget  slated  to  be  sent  to 
Congress  early  next  year. 

Largest  recommended  increase  was  $250  million 
lor  National  Institutes  of  Health  disease  and 
injury  research  and  treatment  programs.  I'lie 
.\M.\  also  asked  increases  for  services  to  older 
.\mericans,  for  prevention  and  treatment  of 
mental  disorders,  for  health  senices  to  mothers 
and  children,  for  health  care  for  Indians,  and  for 
alcoliolism. 

# * # # 

President  Carter  has  signed  into  law  good  news 
for  medical  students  on  federal  scholarships, 
d'heir  stipends  will  now  be  freed  from  federal 
income  taxation. 

Lhe  exemption  applies  botli  to  .\rmed  Services 
health  profe,ssions  scholarsliips  as  well  as  the 
Pulilic  Health  Service's  National  Health  Service 
(iorps  scholarship  program.  Some  10,000  medical 
students  get  a lireak  as  a result. 

riie  exemption  had  been  urged  by  the  AMA 
and  was  s|iearheaded  through  Congress  by  Sen. 
Robert  Dole  (R-Kans.)  and  Rep.  James  Jones 
(I)-Okla.).  Rep.  Tim  Lee  Carter  (R-Ky.)  strong- 
ly supported  the  legislation  that  was  also  intro- 
duced by  Rep.  Martha  Keys  (I)-Kans. ). 

* * * * 

I'here  are  no  Itig  differences  lietween  generic 
and  Inand  drugs  according  to  the  Commissioner 
of  the  Food  and  Drug  Administration  Donald 
Kennedy,  PhD.  Dr.  Kennedy  told  the  Senate 
Monopoly  Subcommittee  tliat  some  of  the  larger 
]rharmaceutical  houses  frecpiently  l)uy  products 
from  smaller  generic  producers  and  sell  them 
under  tlie  larger  firm’s  lirand  name. 

"Drug  marketing  follows  many  patterns,”  Dr. 
Kennedy  said.  “A  formulator  may  make  a product, 
and  sell  it  only  under  his  own  label;  he  may  also 
have  a trade  name  and  a generic  line  selling  it 
both  ways.  He  may  also  sell  this  product  to  other 
drug  firms;  or  have  tltem  make  tlie  jiroduct  for 
him.  So  a formulator  may  also  lie  a rejiacker,  or 
an  own-label  distributor  at  different  times  under 
different  circumstances.  To  give  an  idea  of  the 
numiter  of  firms  producing  drugs,  ampicillin,  a 
witlely  used  antiltiotic,  availaltle  under  224  protl- 
uct  laltels,  is  produced  l)y  only  24  formulators; 
219  conjugated  estrogen  products  are  prodticed 
by  45  manufat  turers.” 

Dr.  Kennedy  said  that  drug  firms  frecpiently 
lease  the  facilities  of  different  firms  for  the  manu- 


facture of  various  products  which  may  still  Ite 
marketed  under  a lirand  name. 

The  Commissioner  told  Senator  Gaylord  Nel- 
son (D-Wis. ),  that  evidence  from  the  FDA’s 
250,000  annual  drug  inspections  shows  that  “only 
a small  percentage  of  drugs  are  not  in  compliance 
with  compendial  or  application  specifications  . . . 
we  also  find  no  evidence  of  widespread  differences 
between  the  products  or  large  and  small  firms  or 
Itetween  brand  name  and  generic  products.” 

* * # * 

Ihe  Carter  Administration’s  new-found  love 
affair  witli  health  maintenance  organizations 
(HMOs),  an  old  flame  of  the  Nixon  Administra- 
tion—is  flourishing. 

HEW  Secretary  Joseph  Califano  is  inviting  500 
large  corporation  representatives  to  Washington, 
D.  C.,  Feb.  7 to  make  a pitch  for  their  establish- 
ment of  H.MOs  for  their  employees  to  replace 
fee-for-service,  regular  health  insurance  plans. 

He  made  tlie  announcement  at  a ceremony  in 
New  York  City  certifying  the  huge,  3.25  million- 
member  Kaiser-Permanente  prepaid  health  plan 
as  an  HMO.  .\s  a result,  Kaiser  becomes  eligible 
for  certain  federal  loans  and  loan  guarantees  and 
has  an  easier  joi)  dealing  with  Medicare  and 
■Medicaid  contracts  with  the  government. 

In  addition  to  meeting  with  corporations, 
Califano  is  expected  to  sit  down  with  labor  leaders 
to  urge  them  to  push  HMOs  in  conjunction  with 
the  management  effort. 

In  the  drive  to  promote  establishment  of  the 
prepaid  plans,  Califano  said  HEW  has  cut  qualifi- 
cation time  for  new  HMOs  by  almost  40  percent 
by  assigning  extra  staff  and  streamlining  the 
paper  work. 

# # # # 

Total  national  health  expenditures  including 
government  contributions,  were  20  percent 
greater  per  capita  for  the  more  affluent  than  for 
the  poor,  and  almost  00  percent  greater  for  whites 
than  for  racial  minorities,  a government  report 
says. 

Per  capita  health  care  expenditures  averaged 
$25S  for  a white  individual,  $162  for  a minority, 
$265  for  a person  above  the  jioverty  line,  and  $213 
for  a jtoor  person  according  to  a HEW  study. 

1 he  report  also  shows  higher  mortality  rates  in 
large  city  poverty  areas  among  minorities  than 
among  whites,  and  higher  levels  of  disability 
among  the  poor. 
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Racial  minorities,  wliich  comprise  more  than 
•10  percent  ol  the  Nation's  poor,  the  report  said, 
stiller  five  times  the  tnhercnlosis  mortality  late 
than  white  Americans  do,  three-anil-a-half  times 
the  maternal,  and  a 12  percent  <>reater  overall 
mortality  rate. 

The  data  also  show  tlie  impact  of  Metlicare 
and  Medicaid:  The  mimber  ol  physician  visits 
increased  more  lor  the  jtoor  and  minorities  than 
lor  others  between  1001  and  1073.  By  1073  the 
poor  had  more  iloctor  visits  than  the  nonpoor. 
Poor  whites  averaged  .3.7  visits  per  jtersoti  per 
year  (4.7  in  1004),  while  poor  minorities  averaged 
5.0  (3.1  in  1004).  Non  poor  whites  averaged  5.0 
visits  in  1073  (4.7  in  lOtil),  and  nonpoor  minori- 
ties 4.3  (3.0  in  1004). 

* # # # 

rite  FDA  Commissioner  has  stung  health  food 
advocates  in  an  inter\  iew'  in  “Ih  S.  News  & World 
Report.”  In  reply  to  a cpiestion  if  health  foods 
tine  to  the  absence  of  food  additives  are  safer  than 
regular  snjtermarket  products,  Donald  Kennedy, 
PhD.,  re])lied: 

"There’s  not  a wit  of  logic  in  that.  Even  if  yon 
a.ssnme  that  food  adtlitives  are  generally  bad  lor 
yon,  it  doesn't  follow  that  their  absence  somehow 
confers  safety. 

"Aflatoxin,  a mold  protlnct  that  grows  on  corn 
and  peanuts,  is  as  natural  as  can  be  and  about  the 
worst  carcinogen  we  know,”  the  Commi.ssioner 
said. 

“The  ‘natural'  foods  often  cost  more,  Init  have 
no  benefit  that  we  can  see  over  foods  available  in 
the  regular  market  place.” 

# # * * 

REGULATIONS  GOVERNING 
PHYSICIAN'S  TRAINED  ASSISTANTS 

1.  A Physician’s  Trained  Assistant  must  ])os- 
sess  a certificate  issued  by  the  Arkansas  .State 
Medical  Board  prior  to  engaging  in  such  occu- 
pation. 

2.  A Physician's  'Frained  Assistant  must  be 
a skilled  jrerson,  cpialified  by  academic  and  clini- 
cal training,  to  provide  patient  services  under  the 
supervision  and  responsibility  of  a jrhysician. 
The  physician  employing  the  Physician's 
'Frained  Assistant  shall  be  resjionsible  for  the 
jrerformance  of  the  Physician’s  'I’rained  Assist- 
ant. 

3.  'Fhe  work  of  the  Physician’s  Frained  A,s- 
sistant  shall  be  done  under  the  supervision  of  a 
physician  who  retains  respimsibility  for  patient 


care,  although  the  physician  need  not  be  physi- 
cally present  at  each  activity  of  the  assistant  nor 
be  specifically  consulted  before  each  delegated 
task  is  performed.  Fhe  Physician’s  Frained  As- 
sistant may  be  involved  with  the  patients  of  the 
physician  in  any  medical  setting  within  the  es- 
tablished scope  of  the  physician’s  practice,  not 
prohibited  by  law.  Fhe  Physician’s  Frained  As- 
sistant’s .service  may  be  ntili/.ed  in  all  medical 
care  settings,  including  the  office,  the  amlnda- 
tory  clinic,  the  hospital  if  approved  by  the  hos- 
])ital  medical  staff  and  Board  of  Directors  ol  the 
hospital,  the  patient's  home,  extended  care  la- 
(ilities  and  musing  homes.  Diagnostic  and 
therapeutic  procedures  common  to  the  physi- 
cian’s practice  may  be  a.ssigned  after  demon- 
tration  of  proficiency  and  competency  is  made 
by  the  Physician’s  Trained  .\ssistant. 

4.  The  Physician's  I'rained  Assistant  certifi- 
cates .shall  only  be  i.s.sued  by  the  Arkansas  .State 
Medical  Board  upon  application  Ijy  both  the 
employing  physician  and  the  Physician’s  Frained 
.\ssistant. 

(a)  The  physician's  application  shall  dis- 
close the  professional  background, 
specialty,  and  scope  of  practice  of  the 
physician,  a description  of  the  ])hysi- 
cian’s  practice  and  the  way  in  which 
the  a,ssistant  is  to  be  utilized,  and 
such  other  information  as  the  Board 
m;iy  recpiire.  Fhe  |)hysitian’.s  ajrpli- 
cation  shall  also  list  the  names  of  any 
and  all  physicians  to  whom  the  Phy- 
sician's Frained  .Assistant  shall  be  re- 
sponsible in  the  absence  of  the  em- 
ploying physician. 

(b)  'Fhe  Physician's  'Frained  Assistant’s 
application  shall  disclose  the  cpialifi- 
cations,  including  the  related  experi- 
ence pos.sessed  by  the  Physician’s 
Frained  Assistant,  and  such  other  in- 
formation as  the  Board  may  lecpiire. 

5.  .All  applicants  lot  Physician's  Ifaincxl  .As- 
sistant cei  tific  ates  shall  meet  the  following  cju.ali- 
fications: 

(a)  I lave  snccessfully  ]ja.ssed  an  examina- 
tion for  Physician’s  Assistants  pre- 
paiecl  by  the  National  lioard  of 
Medical  Examiners  and  certified  by 
the  National  Tommission  on  Certifi- 
cation of  Physician  .\ssistants;  and 

(lA  Have  snccessfully  completed  a course 
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of  study  in  a curriculum  for  training 
of  Pliysician  Assistants  offered  by  a 
school  or  institution  accredited  by  the 
Council  on  Medical  Education  of  the 
American  Medical  Association  or 
possess  a current  license  as  a Regis- 
tered Nurse  or  Licensed  Practical 
Nurse  issued  by  the  Arkansas  State 
Board  of  Nursing;  and 
(c)  Have  successfully  completetl  a one 
year  program  of  practical  training  of 
Pliysician’s  Trained  Assistants  estab- 
lished by  an  approved  hospital  which 
progiam  sliall  have  been  approved 
by  the  Arkansas  State  Medical  Board. 

6.  A Physician’s  Trained  Assistant  employed 
in  an  academic  position  in  an  institution  devoted 
to  the  health  sciences  shall  Ire  the  responsibility 
of  and  responsible  to  the  dean  jrhysician  or  his 
physician  designate  of  the  appropriate  college  or 
university. 

7.  All  educational  and/  or  experimental  pro- 
grams for  Physician's  Trained  Assistants  operat- 
ing beyond  the  physical  confines  of  educational 
institutions  in  the  medical  sciences  shall  obtain 
approval  of  the  Arkansas  State  Medical  Board 
before  initiating  such  programs.  Applications 
for  approval  shall: 

(a)  Identify  all  personnel  (student,  in- 
structor, physician,  etc.)  involved; 

(b)  Specify  the  locations,  facilities,  con- 
tent, and  [rurpose  of  such  progiam; 

(c)  Furnish  job  descriptions  and  dura- 
tion of  program;  and 

(d)  Other  information  as  the  Board  may 
require. 

8.  The  Board  shall  not  approve  an  applica- 
tion for  any  one  physician  to  supervise  more 
than  two  Physician’s  Trained  Assistants  at  any 
one  time. 

9.  Certificates  of  a Physician's  Trained  As- 
sistant shall  not  be  transferable  to  a different  em- 
ploying physician,  except  by  proper  application 
and  approval  of  the  Arkansas  State  Medical 
Board.  The  certificate  shall  be  displayed  prom- 
inently at  the  assistant’s  office  of  employment 
and  shall  bear  a seal  issued  by  the  Board  indicat- 
ing approval  for  the  current  year. 

10.  Physician’s  Trained  Assistants  may  per- 
form routine  visual  screening,  pre-operative  or 
post-operative  care  or  assistance  in  the  care  of 


diseases  of  the  eye  as  done  under  the  supeiwision 
of  a physician. 

11.  A registry  of  the  qualifications  of  the  Phy- 
sician’s Trained  Assistant  and  the  employing 
physician  shall  be  kept  in  the  office  of  the  Ar- 
kansas State  Medical  Board. 

12.  Initial  certification  shall  be  for  one  year 
and  renewed  annually  on  that  anniversary  date. 
Recertification  and  review  of  the  Physician’s 
Trained  Assistant,  the  employing  physician  and 
his  jnactice  shall  be  made  prior  to  renew'al  of 
the  certificate. 

13.  A fee  of  Fifty  Dollars  ($50.00)  shall  be 
charged  for  each  initial  certification  as  a Physi- 
cian’s Trained  Assistant.  Annual  renewal  fees, 
not  to  exceed  Two  Dollars  ($2.00)  per  annum, 
shall  lie  determined  by  the  Board.  The  physi- 
cian employer  shall  pay  Fifty  Dollars  ($50.00)  for 
the  initial  application  but  shall  not  be  charged 
for  annual  renew’als.  Additional  charges  will  be 
made  for  examination. 

14.  A Physician’s  Trained  Assistant  must: 

(a)  Clearly  identify  himself  to  the  public 
and  the  patient  as  an  assistant  to  a 
physician  by  the  display  of  an  appro- 
priate designation,  i.e.,  badge,  name- 
plate, with  “Physician’s  Trained  As- 
sistant’’ appearing  thereon. 

(b)  Function  only  under  the  direct  super- 
vision of  a licensed  physician.  Inde- 
pendent health  care  by  a Physician’s 
Trained  Assistant  shall  not  be  per- 
mitted. 

(c)  Be  prejiared  to  demonstrate,  at  the 
recpiest  of  the  Board,  satisfactory 
ability  to  perform  those  tasks  assigned 
to  him  by  his  employer-physician. 

(d)  Pay  such  fees  as  are  required  by  the 
Board  for  expenses  incurred  in  the 
evaluation  of  his  qualifications  and 
his  continuing  performance. 

15.  The  supervising  physician  shall  sign  all 
presaiptions. 

16.  All  bills  or  statements  for  fees  rendered 
by  the  Physician’s  Trained  Assistant  shall  be  in 
the  name  of  the  supervising  physician.  The  su- 
pervising physician  and  the  Physician’s  Trained 
Assistant  may  enter  into  such  an  agreement  as 
they  consider  just  respecting  the  accounting  by 
Physician’s  Trained  Assistants  for  cash  fees  col- 
lected by  the  Physician’s  Trained  Assistant.  The 
Physician’s  Trained  Assistant  must  obtain  and 
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have  in  force  at  all  times  a malpractice  insurance 
policy  issued  by  an  insurance  comjiany  approved 
by  the  Department  of  Insurance  of  the  State  of 
Arkansas  in  the  minimum  amount  of  Ten  Thou- 
sand Dollars  ($10,000.00). 

17.  The  Board  may  revoke  or  suspend  an 
existing  certificate  issued  to  a Physician’s 
Trained  Assistant  or  may  refuse  to  issue  a certi- 
ficate in  the  event  the  holder  thereof  or  the  ap- 
plicant therefor  has  committed  ;uiy  of  the  acts 
or  offenses  described  in  Avk.  Stat.  Ann.  §72-613 
or  the  Regulations  of  the  Board  as  unprofes- 
sional conduct.  Procedure  in  all  disciplinary 
matters  shall  be  as  provided  by  Ark.  Stat.  Ann. 
§72-611. 

* * * * 

REGULATIONS  GOVERNING  THE  PHYSICIAN'S 
TRAINED  ASSISTANT  TO  THE 
GENERAL  PRACTITIONER 

The  P.T.A.  to  the  general  or  primary  care 
practitioner  including  the  family  practitioner 
may  perform  the  following  tasks  and  procedures: 

1.  Receiving  patients,  obtaining  case  histories, 
performing  an  appropriate  physical  examination, 
and  presenting  meaningful  resulting  data  to  the 
physician; 

2.  Performing  or  assisting  in  laboratory  pro- 
cedures and  related  studies  in  the  practice 
setting; 

3.  Giving  injections  and  immunizations  when 
the  supervising  physician  is  on  the  premises  or 
immediately  available. 

4.  Suturing  and  caring  for  superficial  wounds 
not  involving  the  muscles,  nerves,  tendons,  joints 
or  face  unless  first  viewed  by  the  supervising 
physician. 

5.  Providing  patient  counseling  services;  re- 
ferring patients  to  other  health  care  resources; 

6.  Responding  to  emergency  situations  which 
arise  in  the  physician’s  absence  within  the  assist- 
ant’s range  of  skills  and  experience;  and, 

7.  Assisting  the  employing  physician  in  all 
settings  such  as  the  office,  hospitals,  if  approved 
by  the  medical  staff  and  Board  of  Directors  of 
the  hospital;  extended  care  facilities,  nursing 
homes,  and  the  patient’s  home. 

Adopted  by  the  Arkansas  State  Medical 
Board  December  7,  1977. 

# # # * 

SCHOLARSHIP  ESTABLISHED 

A $25,000  scholarship  has  been  established  at 
Hendrix  College  in  Conway  by  Dr.  and  Mrs. 


Milton  C.  John,  Jr.,  of  Stuttgart.  The  endowetl 
fund  is  for  students  eniolled  in  pre-medical  cur- 
riculum at  Hendrix.  Dr.  John  is  a 1929  graduate 
of  Hendrix  and  a 1933  graduate  of  the  Univer- 
sity of  Aikatisas  School  of  Medicine. 

ADMISSIONS  COMMITTEE  APPOINTED 

Fifteen  peisons  have  been  appointed  to  the 
Admissions  Committee  for  the  University  of  Ar- 
kansas College  of  Medicine.  The  committee  will 
screen  applicants  for  admission  to  the  College  in 
the  fall  of  1978. 

I’he  appointees  are:  Dr.  Harold  H.  Hedges, 
Little  Rock,  chairman;  Dr.  Galen  L.  Barbour, 
Dr.  Hennan  F.  Flanigin,  Dr.  Y.  Phay  Hubbard, 
Dr.  Betty  A.  Lowe,  Dr.  W.  Grady  Smith,  Dr. 
James  N.  Pasley,  Dr.  R.  Sloan  Wilson,  Dr.  Kelsy 
J.  Caplinger,  all  of  Little  Rock;  Alan  G.  Patteson 
of  Jonesboro;  Dr.  W.  W.  Workman  of  Blythe- 
ville;  Mrs.  Ander  K.  Orr  of  Fort  Smith;  Dr.  John 
P.  Wood  of  Mena;  Dr.  Robert  J.  Smith  of  Pine 
Bluff,  and  Dr.  Paul  Wallick  of  Monticello. 

WEST  ARKANSAS  HEALTH  SYSTEMS  AGENCY 

Dr.  Max  Baker  of  Fort  Smith  has  been  named 
chairman  of  the  Institute  Health  Services  Review 
Committee  of  the  Western  Subarea  Advisory 
Council  of  the  West  Arkansas  Health  Systems 
Agency.  Mrs.  Kemal  Kutait,  President  of  the  Ar- 
kansas Medical  Society  Auxiliary,  has  been 
named  chairman  of  the  organization’s  Plan  De- 
velopment and  Implementation  Committee. 

ELECTRONIC  TONOMETER  DESIGNED 

The  Arkansas  Graduate  Institute  of  Technol- 
ogy in  Little  Rock,  at  the  request  of  the  LTniver- 
sity  of  Arkansas  College  of  Medicine,  has  tie- 
signed  an  electronic  tonometer  for  use  in  meas- 
uring the  fiiinness  of  ii.ssue.  Plastic  surgeons  at 
the  Lbiiversity  of  Arkansas  College  of  Medicine 
are  using  the  tonometer  to  tletermine  the  flexi- 
bility of  breast  implant  mateiials. 

COMMITTEE  APPOINTED  BY  GOVERNOR 

A committee  to  study  ways  of  lowering  the 
State’s  death  and  disability  rates  of  mothers  and 
newborn  babies  has  been  appointed  Ity  Gover- 
nor David  Pryor.  Dr.  Betty  A.  Lowe  of  Little 
Rock  was  appointed  chairman  of  the  Governor’s 
Special  Committee  on  Maternity-Newborn  Care. 
Other  committee  members  are  Drs.  James  Pat- 
rick of  Fayetteville,  W.  P.  Phillips  of  Fort  Smith, 
W.  W.  Workman  of  Blytheville,  and  G.  Max 
Thorn  of  Little  Rock. 
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DR.  SMITH  SPEAKER 

Dr.  rhoinas  Sniitli  of  Little  Rock  recently 
spoke  at  a Continuing  Medical  Education  pro- 
gram for  jrhysicians  at  St.  Joseph’s  Mercy  Medi- 
cal Center  in  Hot  Springs.  He  discus,sed  various 
gastroenterology  procedures. 

DR.  FERGUS  TO  OSCEOLA 

Dr.  Scott  P'ergus  recently  began  the  practice  of 
surgery  in  Osceola.  His  office  is  located  in  the 
Professional  Ihnlding.  Dr.  Fergtis  is  a 1971  grad- 
uate of  the  University  of  Arkansas  College  of 
Medicine. 


DR.  KRAMER  ELECTED  TO  BOARD 

Dr.  Ralph  G.  Kramer  was  recently  elected  to 
the  hoard  of  directors  of  the  Superior  Federal 
Savings  and  Loan  A.ssociation  in  Fort  Smith. 

LAKE  VILLAGE  GAINS  PHYSICIAN 

Dr.  Ashok  R.  Parmar,  a Family  Practitioner 
and  General  Surgeon,  recently  located  in  Lake 
\hllage.  Dr.  Parmar  previously  practiced  in  At- 
lanta, Georgia. 

DR.  MAGNESS  RELOCATES 

Di.  [ack  L.  Magness  recently  completed  resi- 
dency training  in  Dermatology  at  the  LIniversity 
ol  Oklahoma,  and  is  now  associated  with  the 
Coo|ter  Clinic  in  Fort  Smith. 

DR.  VERSER  MADE  FELLOW 

Dr.  (oe  VArser  of  Harrisburg  has  been  elected 
a Fellow  of  the  American  College  of  Physicians. 

DR.  HEDGES  APPOINTED 

Dr.  Harold  H.  Hedges  of  Little  Rock  has  been 
elected  chief  of  staff  at  St.  Vincent  Infirmary. 
Dr.  Hedges  is  assistant  clinical  protessor  of  the 
Family  lhactice  Department  at  the  Ihiiversity  of 
Arkansas  College  of  Medicine. 

DR.  DODGE  RECEIVES  AWARD 

Dr.  Eva  Dodge  of  Little  Rock  received  the 
Eli/aheth  Blackwell  Award  of  the  American 
Medical  AVMnien’s  Association  for  “pioneering 
contributions  ” to  public  health  edtication,  clini- 
cal medicine,  and  family  counseling.  I’he  pres- 
entation was  made  at  a recent  meeting  in  Den- 
^'er. 

DR.  MASSEY  ELECTED 

Dr.  James  Y.  Massey  of  Mountain  Home  was 


AND  NEWS  ITEMS 


elected  chief  of  staff  at  Baxter  General  Hospital 
in  Mountain  Home. 

ASSOCIATION  ANNOUNCED 

Drs.  C.  E.  Ransom,  Jr.,  and  C.  W.  Koch,  Jr., 
have  announced  the  association  of  Dr.  Bob  W. 
■Smith.  The  group  serves  both  the  Ransom-Koch 
Clinic  in  Searcy  and  the  Bald  Knob  Medical 
Center. 

DR.  BRUCE  SPEAKER 

Dr.  Thomas  Bruce,  Dean  of  the  University  of 
Arkansas  College  of  Medicine,  was  a recent 
speaker  at  the  Kellog  Lecture  Series  at  the  Uni- 
versity of  Arkansas  in  Pine  Bluff.  Dr.  Bruce  dis- 
cussed physician  distrihtition. 

JEFFERSON  COUNTY  MEDICAL  SOCIETY 

Dr.  J.  'VVhtyne  Btickley  has  been  elected  presi- 
tlent  of  the  Jefferson  County  Medical  Society  for 
1978.  Other  new'  officers  for  the  year  are  Dr.  C. 
M.  Rittelmeyer,  vice  president;  and  Dr.  Robert 
R.  Gtdlett,  secretary-treasurer.  Drs.  Banks  Black- 
well,  Lloyd  G.  Langston,  and  George  Roberson 
w'ere  named  delegates. 

DR.  ANDERSON  HONORED 

reception  in  honor  of  Dr.  P.  R.  Anderson 
w'as  recently  held  in  .\rkadelphia.  He  was  pre- 
sented with  a platpie  on  behalf  of  the  Clark 
Cotiniy  Memorial  Hospital.  Dr.  Anderson  re- 
cently retired,  after  practicing  in  Arkadelphia 
for  twenty-eight  years. 

DR.  LILLY  APPOINTED 

Dr.  Kenneth  E.  Lilly  of  Fort  Smith  has  fteen 
appointed  to  the  Chapter  Affairs  Committee  of 
the  American  Academy  ol  Family  Physicians. 
I’he  committee  is  charged  with  maintaining  re- 
lations and  promoting  joint  programs  between 
the  national  heathpiarters  of  the  Academy  and 
its  constituent  chapters. 

HOSPITAL  OFFICERS  ELECTED 

Dr.  Joe  Verser  of  Harrisburg  has  been  elected 
chief  of  staff  of  the  Craighead  Memorial  Hos- 
pital in  Jonesboro.  Other  officers  elected  w'ere 
Dr.  Ken  Aston  of  Jonesboro,  vice  chief  of  staff; 
and  Dr.  Donald  J.  Kroe  of  Jonesboro,  secretary. 

DR.  CLOPTON  RE-ELECTED 

Officers  for  St.  Bernard’s  Regional  Medical 
Center  medical  staff  were  recently  elected.  Dr. 
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().  H.  (^loj)t()n  \vas  re-eleclcd  as  chid  c^l  stalf. 
Scrvino  willi  him  lor  1978  will  he  Drs.  \Villiam 
R.  Eddington,  vice  chief  of  staff;  If.  E.  McKee, 
seaetary;  Donald  M.  Berry,  chief  of  obstetrics; 
W.  E.  Rainwater,  chief  of  medicine;  and  John  I'. 
St.  Clair,  Jr.,  chief  of  surgery.  Drs.  A.  C.  Mode- 
levsky  and  Robert  ().  Eatvience  will  .serve  on  the 
executive  committee. 

NEW  COUNTY  SOCIETY  OFFICERS 

Dr.  ^Valliam  N.  Jones  of  lattle  Rock  was  re- 
cently installed  as  president  of  the  Pnlaski 


County  Medical  Society.  Other  officers  for  the 
year  ate  Di.  Paid  J.  Cornell,  jiresiclent-elec t;  Dr. 
Cfharles  \V.  l.ogan,  vice  piesident;  Dr.  Harold  D. 
Purdy,  secietary;  and  Dr.  Kelsy  J.  Caplinger, 
treasurer. 

PHYSICIANS  HONORED 

Ehe  West  Arkansas  Health  Systems  Agency 
recently  honored  the  charter  members  of  their 
governing  body.  ,\mong  those  honored  were  Drs. 
Jean  C.  Gladden,  Harrison;  A.  S.  Koenig,  Fort 
Smith;  and  Robert  McCrary,  Hot  Springs. 


DR.  DON  I.  SCOTT 

Dr.  Don  E Scott  is  a new  member  of  the  Pu- 
laski County  Medical  Society.  Dr.  Scott  is  ;i  na- 
tive of  Oklahoma  City,  Oklahoma.  He  received 
his  pre-medical  education  at  the  Ilniversity  of 
Oklahoma  in  Norman,  and  in  1964,  he  was  grad- 
uated from  the  University  of  Oklahoma  School 
of  Medicine  in  Oklahoma  City.  His  internship 
was  completed  at  St.  John’s  Hospital  in  Tulsa, 
Oklahoma.  Following  his  internship.  Dr.  Scott 
was  in  Internal  Medicine  residency  training  at 
Santa  Clara  Valley  Medical  Center,  San  Jose, 
California,  for  one  year.  He  did  his  residency 
work  in  Pathology  at  the  University  of  Arkansas 
College  of  Medicine  (1968-1970)  and  the  Univer- 
sity of  California  in  San  Diego  (1970-1972).  Prior 
to  locating  in  Arkansas,  Dr.  Scott  was  in  practice 
at  Alvarado  Community  Hospital  in  San  Diego, 
California,  and  at  Scripps  Memorial  Hosjiital  in 
La  Jolla,  California. 

He  is  board  certified  in  Anatomic  and  (ilinical 
Pathology  by  the  American  Board  of  Pathology. 
Dr.  Scott  is  associated  with  St.  \4ncent  Infirmary 
in  lattle  Rock,  where  he  specializes  in  Pathology. 


He  is  .Assistant  Professor  of  Pathology  at  the  Uni- 
versity of  Aikansas  College  of  Medicine. 

DR.  ELEANOR  THORNTON 

Dr.  Eleanor  Thornton  has  been  accepted  as  a 
new  member  of  the  Lee  County  Medical  Society. 
Dr.  Lliornton  was  born  in  Chicago,  Illinois,  and 
leceived  her  pre-medical  education  at  North- 
western Lhiiversity  in  Evanston,  Illinois.  She  re- 
ceived her  M.  D.  tlegree  from  Medizinische  Fak- 
ultat  Johannes  Gutenlierg  LTniversitat,  Mainz, 
Rlieinland-Platz,  West  Germany  in  1964.  Dr. 
4 horton  served  a rotating  internship  at  St. 
Mary’s  Hospital  in  West  Palm  Beach,  Florida, 
anil  continued  there  fioin  March  1965  until 
August  1966  for  residency  training  in  Pediatrics 
and  Internal  .Medicine.  Dr.  Lliornton  practiced 
pediatrics  in  W'est  Palm  Beach,  Florida,  for  two 
and  a half  years.  From  19(i9  until  1972,  she  was 
emergency  room  jihysician  at  the  Good  Samari- 
tan Hospital  in  \Wst  Palm  Beach.  In  1972,  Dr. 
Thornton  received  Internal  Medicine  residency 
training  at  Crawford  Long  Ilosjiital  in  Atlanta, 
Georgia. 

Since  1973,  Dr.  d horton  has  lieen  in  the  gen- 
eral practice  of  medicine  at  100  Main  Street  in 
Marianna. 

DR.  LOUIS  R.  MUNOS 

Dr.  Louis  R.  Munos  has  lieen  accepted  into  the 
membershij)  of  the  Pulaski  Gounty  Medical  So- 
ciety. 

Dr.  Munos  was  liorn  in  Little  Rock  and  re- 
ceived his  B.S.M.  ilegree  from  Hendrix  College 
in  Conway  in  I960.  He  was  graduated  from  the 
University  of  Aikansas  College  of  Medicine  in 
1964,  and  his  internship  was  completed  at  Dnval 
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Medical  Center,  Unirersity  of  Florida  in  Jack- 
sonville. Dr.  Mnnos  practiced  in  Cherokee  Vil- 
lage, Jonesboro,  Morrilton,  Bella  Vista,  and 
Newport  prior  to  his  three  year  Radiology  resi- 
dency at  the  FIniversity  of  Arkansas  Medical 
Center,  which  he  completed  iti  1977. 

He  is  with  the  Department  of  Radiology  at 
tltc  FIniversity  of  Arkansas  College  of  Medicine. 


JAMES  BOYD  JONES,  III 

Mr.  James  B.  Jones  has  been  accepted  into  the 
membership  of  the  Pulaski  County  Medical  So- 
ciety as  a medical-student  member.  He  is  a na- 
tive of  Sherwood.  Mr.  Jones  received  his  pre- 
medical edtication  at  the  FIniversity  of  Arkansas 
and  is  a member  of  the  freshman  class  at  the 
Fltiiversity  of  Arkatisas  College  of  Medicine. 


THINGS 


^ICOME 


CONTEMPORARY  CLINICAL 
NEUROLOGY  COURSE 

The  Department  of  Neurology  at  Vanderbilt 
University  School  of  Medicine,  Nashville,  Ten- 
nessess,  will  present  a postgraduate  cour.se,  “Con- 
temporary Clinical  Neurology’’,  on  Hilton  Head 
Island,  South  Carolina,  at  the  Palmetto  Dunes 
Hyatt  Resort,  on  July  6-9,  1978. 

Tire  scientific  sessiotis  will  be  from  8:30  A.M. 
to  1:00  P.M.  Tojrics  covered  will  be  Cerebrovas- 
cular Disease,  Viral  and  Demyelinating  Diseases, 
Movement  Disorders,  and  Neuromuscular  Dis- 
orders. The  course  is  certified  for  16  credit  hours 
in  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association. 
Registration  fee  is  |200. 

For  further  information  and  registration,  con- 
tact Vanderbilt  Continuing  Edtication,  305  Med- 
ical Arts  Btiilding,  Nashville,  Tenne.s.see  37212. 
Telephone  615-322-2716. 


ANSWER— Electrocardiogram  of  the  Month 

The  Holler  is  abnormal.  The  underlying  rhythm  is  sinus 
with  first  degree  AV  block.  There  is  on  episode  of  AAobitz 
II  block  noted.  Frequent  premature  beats  multiforme  in  o 
bigeminal  pattern  ore  noted.  In  Strip  #2,  ventricular 
tachycardia  or  junctional  tachycardia  with  aberrancy  is 
noted.  (Note  that  beat  #3  in  the  second  strip  is  early  and 
wider  and  has  the  same  conduction  as  the  rest  of  the 
tachycardia.)  There  is  advanced  AV  retrograde  block  as 
sinus  rhythm  can  be  marched  through  the  tachycardia. 
These  findings  are  compatible  with  digitalis  toxicity.  The 
patient's  digoxin  level  was  4.3  mg. /ml.  (nl.  2). 


o 

B I T U A R Y 

DR.  LAWRENCE  LEE  THOMPSON 

Dr.  Lawrence  L.  Thompson  of  Little  Rock 
dietl  December  24,  1977.  He  was  born  in  Little 
Rock  on  September  19,  1919. 

Dr.  Thompson  was  a 1943  graduate  of  the 
University  of  Arkansas  College  of  Medicine,  and 
his  internship  was  completed  at  Scott-White  Hos- 
pital in  Temple,  Texas.  He  received  residency 
training  at  Scott-White  Hospital,  Kennedy  Vet- 
erans Administration  Hospital  in  Memphis,  and 
the  FIniversity  of  Arkansas  Medical  Center  in 
Little  Rock.  Dr.  Thompson  had  been  in  practice 
in  Little  Rock  since  1945.  He  was  a member  of 
the  medical  staff  at  Arkan,sas  Children’s  Hospi- 
tal for  twenty  years,  and  a member  of  the  medi- 
cal staff  at  the  Missouri  Pacific  Hospital  for 
twenty-five  years.  Dr.  Thompson  w'as  chief  of 
orthopedic  evaluation  for  the  I.ittle  Rock  Vet- 
erans Administration  Hospital  and  all  armed 
services  hospitals  in  Arkansas.  He  served  with 
the  State  Crippled  Children’s  Services,  and  he 
was  an  honorary  professor  of  orthopedic  surgery 
at  the  University  of  Arkansas  College  of  Medi- 
cine. Dr.  ’1  hompson  was  a veteran  of  ‘World 
War  II  and  a retired  colonel  in  the  Arkansas 
National  Guard. 

He  is  survived  by  his  wife,  Jacquilene,  one 
son,  and  three  daughters. 

DR.  WILLIAM  EDWARD  HARVILLE 

Dr.  William  Edwai'd  Harville  died  January  1, 
1978,  at  the  age  of  fifty-one.  Dr.  Harville  was 
I)orn  in  Crossett  on  July  25,  1926.  He  was  giadu- 
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iitccl  from  the  Ihiivcrsity  of  Arknnsas  School  of 
Medicine  in  I!);")!  and  interned  at  St.  I.onis  City 
Hospital.  lie  coinjrleted  his  residency  training  at 
Deaconess  Hospital  in  Boston.  He  was  a teach- 
ing fellow  at  Harvard  Ihiiversity. 

Dr.  Harville  was  an  associate  clinical  piofessor 
of  pathology  at  the  Ihiiversity  of  Arkansas  Col- 
lege of  Medicine.  He  was  a member  and  coun- 
selor of  the  American  Society  of  Clinical  Path- 


ologists, a mendter  of  the  Arkansas  Society  of 
Pathology,  the  College  of  American  Pathology, 
and  the  Alpha  Omega  Alpha  Honorary  Medical 
Society. 

Dr.  Harville  was  a former  chairman  of  deacons 
at  Immanuel  Baptist  Church  and  hatl  served  as 
president  of  the  Chamber  Music  Society. 

He  is  survived  by  his  wife,  Virginia,  one  son 
and  two  daughters. 
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WHATEVER 

YOUR 

POLITICS 


VOTE 

ARK-PAC 


A new  political  party? 


Hardly.  The  Arkansas  Medical  Political  Action  Committee  is  a 
voluntary  non-profit,  unincorporated  group  whose  membership  is 
open  to  all  physicians,  their  spouses,  and  other  interested  people. 

Ark-Pac  encourages  its  members  to  work  actively  for  good  govern- 
ment through  the  established  oolitical  party  of  their  choice,  but 
Ark-Pac’s  material  resources  may  be  concentrated  for  the  bene- 
fit of  worthy  candidates  from  either  party,  thus  reinforcing  our 
efforts  toward  the  basic  objective  — - electing  the  best  possible 
public  representation. 

Ark-Pac  is  your  opportunity  to  join  a winning  team. 

The  time  is  now!  Send  your  dues  payment.  Ark-Pac  achieves 
bigness  by  transforming  small  individual  contributions,  which 
might  otherwise  go  unnoticed,  into  a concerted  political  force. 
Voluntary  political  contributions  for  Ark-Pac  and  Am-Pac  (the 
American  Medical  Political  Action  Committee)  may  be  sent  to 
Ark-Pac,  Post  Office  Box  1208,  Fort  Smith,  Arkansas  72902.  $35 
is  suggested  for  family  membership  (physician  and  spouse)  and 
$25  for  an  individual.  Sustaining  membership  is  $99. 

If  your  practice  is  incorporated,  Ark-Pac  and  Am-Pac  voluntary  political  contributions  should  be  written 
on  a PERSONAL  CHECK.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor 
the  Arkansas  Medical  Society  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to 
make  PAC  contributions.  Copies  of  Ark-Pac  and  Am-Pac  reports  are  filed  with  the  Federal  Election 
Commission  and  are  available  for  purchase  from  the  Federal  Election  Commission,  Washington,  D.  C.  Con- 
tributions are  subject  to  the  limitations  of  FEC  Regulations,  Sections  I 10. 1,  110.2  and  110.5.  (Federal 
regulations  require  this  notice.) 
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Nowy  two  dosQ9e  forms 


Nolfoir 

fenoprofen  calcium 

300-mg.  Pulvules^ond  600-mg.  Tablets 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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PERFORMANCE.  PROVEN 
EFFEQIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 

While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- tO' risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients, 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 


LBRUM^ 


chlordiazepoxide  HCI/Roche 

THEANXIETYSPECIFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy;  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 


instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended In  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  con- 


fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs® 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 
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Manati,  Puerto  Rico  00701 


HOLT-KROCK  CLINIC 

1500  Dodson  Avenue 
FORT  SMITH.  ARKANSAS 
Telephone  782-2071 


GENERAL  SURGERY 

Fred  H.  Krock,  M.D..  F.A.C.S .♦ 

John  D.  Olson,  M.D.,  F.A.C.S.* 

Frank  M.  Lockwood,  M.D.,  F.A.C.S.* 

Boyd  M.  Saviors,  M.D.,  F.A.C.S.* 

Harold  H.  Mings,  M.D.,  F.A.C.S.* 

Robert  H.  Janes,  M.D.,  F.A.C.S.* 

John  H.  Wikman,  M.D.,  F.A.C.S.* 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

Loon  P.  Woods,  M.D.,  F.A.C.S.* 

Donald  L.  Patrick,  M.D.,  F.A.C.S.* 

PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 

Eugene  F.  Still,  M.D. 

PROCTOLOGY 

R.  E.  Criglor,  M.D.,  F.A.C.S. 

UROLOGY 

Carl  L.  Wilson,  M.D.,  F.A.C.S.* 

Morton  C.  Wilson,  M.D.,  F.A.C.S.* 

Gerald  E.  Wahman,  M.D.* 

Steven  K.  Wilson,  M.D.,  F.A.C.S.* 

Sinclair  Armstrong,  Jr.,  M.D. 

OPHTHALMOLOGY 

Samuel  Z.  Faior,  M.D.* 

ORTHOPAEDICS 

W.  E.  Knight,  M.D.,  F.A.C.S.* 

Alfred  B.  Hathcock,  M.D.,  F.A.C.S.* 

Peter  J.  Irwin,  M.D.,  F.A.C.S.* 

James  H.  Buie,  M.D.,  F.A.C.S.* 

James  W.  Long.  M.D.* 

David  G.  Skagerberg,  M.D.* 

Marvin  E.  Mumme,  M.D. 

William  Sherrill,  M.D. 

NEUROSURGERY 

William  G.  Lockhart,  M.D.,  F.A.C.S.* 

Albert  MacDade,  M.D. 

Michael  Dulligan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

Joe  N.  Mason.  M.D.,  F.A.C.O  G.* 

William  B.  Tate,  M.D.,  F.A.C.O.G.* 

Jimmie  G.  Atkins,  M.D.,  F.A.C.O.G.* 
James  DeGueurce,  M.D. 


INTERNAL  MEDICINE 

Art  B.  Martin,  M.D.,  A.C.P. 

L.  O.  Lamblotto,  M.D.,  F.A.C.P.* 

D.  J.  McMinimy,  M.D.,  A.C.P.* 

John  L.  Kienti,  M.D.,  F.A.C.P. 

David  Staggs,  M.D.* 

HEMATOLOGY 

William  F.  Turner,  M.D.,  A.C.P.* 

Dennis  Fecher,  M.D.* 

CARDIOLOGY 

Keith  A.  Klopfenstein,  M.D.,  A.C.P.* 

John  R.  Pope,  M.D.* 

Thomas  Williams,  M.D.* 

John  M.  Deaton,  M.D.* 

PEDIATRIC  CARDIOLOGY 

J.  Campbell  Gilliland,  M.D.* 

GASTROENTEROLOGY 

Hassan  Masri,  M.D.* 

Robert  C.  Barker,  M.D.* 

NEPHROLOGY 

M'chael  D.  Coleman,  M.D.* 

David  R.  Crittenden,  M.D.* 

NEUROLOGY 

William  L.  Griggs,  M.D.,  F.A.A.N.* 
Charles  G.  ReuI,  M.D.* 

Ernest  E.  Serrano,  M.D. 

ANESTHESIOLOGY 

R.  C.  Goodman,  M.D.* 

Don  W.  Chambiin,  M.D. 

Edwin  L.  Coffman,  M.D.* 

N.  F.  Westermann,  M.D. 

Charles  Northern,  M.D.* 

Robert  D.  Fisher,  M.D.* 

Jerry  O.  Lenington,  M.D.* 

RADIOLOGY 

E.  A.  Mendelsohn,  M.D.,  F.A.C.R.* 

Neil  E.  Crow,  M.D.,  F.A.C.R.* 

James  R.  Snider,  M.D.,  M.A.C.R.* 

James  A.  Gill,  M.D.,  M.A.C.R.* 

Calvin  R.  Cassady,  M.D..  M.A.C.R.* 

Rex  D.  Russell,  M.D.,  M.A.C.R.* 

RADIATION  ONCOLOGY 

John  R.  Broadwater,  M.D.,  M.A.C.R.* 
Clark  A.  Erickson,  M.D.,  M.A.C.R.* 

PATHOLOGY 

A.  S.  Koenig,  M.D.,  F.A.C.P.*  Consultant 


DERMATOLOGY 

John  E.  Lewis,  M.D. 


ADMINISTRATION 

Benoyd  T.  Jensen 
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On  the  Biology  of  Ultrasound"^ 

Max  L.  Baker,  Ph.D.** 


INTRODUCTION 

^J^krasouiid,  as  a tool  in  medical  diagnosis, 
has  seen  a marked  increase  in  use  in  recent 
months.  The  diagnostic  value  of  idtrasound  has 
been  shown  lieyond  (|uestion  However,  tlie  po- 
tential risks  associated  with  these  benefits  are 
not  so  clear  cut.  Question  have  been  posed  on 
the  sid)ject  both  from  the  physician  and  the  gen- 
eral public.  The  purpose  of  this  review  is  not 
so  much  to  answer  these  tpiestions,  but  simply  to 
present  some  of  the  data  from  the  literature. 
\Vith  this  information,  the  physician  may  then 
better  assess  the  risk/ltenefit  situation  associated 
with  ultrasonic  exposure. 

As  a brief  review,  ultrasouud,  as  used  diagnos- 
tically, operates  in  a manner  similar  to  sonar  sys- 
tems of  navigation.  A sound  wave  is  generated 
by  a crystal  and  transmitted  through  a medium, 
in  our  case,  water  or  a water-like  medium  such 
as  tissue.  The  ultrasound  wave  is  modified  by 
the  medium  and  returned  to  tlie  transducer.  The 
modified  sound  wave  is  then  converted  to  an 
image,  and  displayed,  usually  on  an  oscilloscope. 

Without  getting  into  the  ])hysics,  the  term 
iihrasound  is  used  to  describe  mechauical  vibra- 
tions at  fretpiencies  above  the  human  limit  of 
audibility,  i.e.,  about  lb  kHz.  Ifltrasound  can  be 
generated  and  detected  at  fretpiencies  up  to  at 
least  several  thousand  megahertz,  but  in  current 
medical  practice,  the  range  is  generally  about 
900  kHz  up  to  around  5 MHz.  These  fretpiencies 
correspontl  to  wavelengths  on  the  order  of  0.  Lb 
to  1.5  mm.  in  tissue.  Most  tliagnostic  transtlucers 
are  1-2  cm.  in  diameter,  d'he  typical  tliagnostic 
ultrasound  beam  then  is  cylindrically  shajietl 
with  a diameter  of  1-2  cm.,  and  is  15-20  cm.  in 
length. 

•Presented  as  a pait  o£  the  noon  seminar  series  of  the  Little 
Rock  Chapter  of  the  Society  of  the  Sigma  Xi. 

* ‘Division  of  Radiological  Sciences,  Department  of  Radiology, 
University  of  Arkansas  for  Medical  Sciences,  4301  tVest  Markham 
Street,  Little  Rock,  Arkansas  72201. 


The  sountl  wave  may  be  generated  continu- 
ously as  in  Doppler  devices,  and  in  the  ultra- 
sonic diathermy  units  used  in  jrhysical  therapy. 
However,  most  diagnostic  units  are  pulse-echo 
tyj^e  units.  In  these  devices,  a sound  pulse  is  gen- 
erated for  a short  time,  usually  a millisecond  or 
less.  Then  the  machine  “listens"  to  the  echoes 
for  a time  before  the  next  pulse  is  generated. 
The  duty  cycle  of  the  machine  is  such  that  sound 
is  generated  0.01%  of  the  time  and  received 
99.99%  of  the  time.  These  units  produce  time- 
averaged  intensity  levels  of  5 to  20  milliwatts 
per  scpiare  centimeter.*  The  instantaneous  peak 
intensities  of  these  instruments  are  5 to  10  w/cm-, 
though  peak  intensities  as  high  as  100  w/cm-  have 
been  reported  from  commercial  pulse-echo  diag- 
nostic instruments.  The  continuous  wave  Dop- 
pler fetal  heart  detection  instruments  protluce 
a beam  with  an  intensity  of  10  to  30  mw/cm-. 
The  continuous  wave  treatment  ultrasound 
beams  used  in  jihysiotherapy  operate  at  intensi- 
ties of  100  to  150  mw/cm-.  The  average  trans- 
mission period  for  a scan  with  the  ptilse-echo 
tlevice  seems  to  be  about  five  minutes,  and  the 
Doppler  tinit  about  two  minutes.  Physiotherapy 
units  are  routinely  used  for  5-10  minutes. 

ULTRASOUND  EQUIPMENT 

A variety  of  ultrasound  devices  are  finding  a 
use  in  diagnostic  medicine.  The  first  of  the  units 
to  gain  wide  usage  was  the  echoencephalograph. 
This  unit  is  used  to  check  for  midline  changes 
in  the  brain.  This  is  so-called  “A-Mode”  ultra- 
sound. This  device  provides  information  de.scrib- 
ing  depth  and  effect  size  of  the  reflecting  surface. 
When  depth  is  measured  along  the  X-axis,  signal 
information  is  shown  along  the  Y-axis.  Ampli- 
tude and  slunre  of  the  received  signal  is  propor- 
tional to  the  size  of  the  object  producing  the  re- 
flection. (Note:  d'here  is  no  scanning  motion  in 
an  A-Mode  presentation.)  The  .VMode  echo- 

•Intensity  levels  for  ultrasonic  devices  are  generally  given  in 
terms  of  power  applied  to  the  crystal.  T his  is  given  in  terms  of 
watts  (w)  per  unit  of  transducer  area. 
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encephalogram  is  used  primarily  to  detect  shifts 
of  midline  brain  strnctnres. 

The  “B-Mode”  idtrasonnd  presentation  pro- 
vides depth  and  position  information.  Echo  sig- 
nals are  converted  from  amplitude  information 
to  intensity  or  brightness  modulated  line  seg- 
ments of  sweeps  or  dots.  Depth  below  the  sur- 
face is  shown  along  one  axis  (nsnally  the  X-axis) 
ami  the  jxisition  of  the  transducer  is  shown  along 
the  other  axis.  B-Mode  scan  presentation  is 
achieved  through  lateral  movement  of  the  trans- 
ducer. These  machines  have  found  wide  usage 
in  many  areas,  but  are  particularly  used  in  ob- 
stetrics and  gynecology. 

dhe  third  commonly  used  presentation  is  the 
“TM-”  or  “M-Mode”  presentation.  I’his  is  also 
known  as  the  Time-Motion  scan.  The  equip- 
ment is  set  to  operate  in  the  B-Mode  with  the 
transducer  stationary.  The  trace  on  the  oscillo- 
scope is  caused  to  sweep  electronically,  thus  pro- 
viding information  jx^rtaining  to  the  motion  of 
a pulsating  or  oscillating  subject,  for  example, 
cardiac  motion. 

I'he  machines  jjieviously  described  are  pulse- 
echo  devices.  Doppler  ultrasound  devices  are 
used  to  measure  flow  velocity  in  vessels.  These 
devices  are  commonly  used  as  fetal  heart  moni- 
tors. The  Doppler  probe  utilizes  two  crystals  in 
a single  probe  with  one  crystal  producing  ultra- 
sound continuously,  and  the  other  crystal  re- 
ceiving continuously.  Physical  therapists  have 
long  used  ultrasonic  diathermy  devices  in  their 
work.  These  machines  transmit  continuously 
and  employ  a transducer  5-7  cm.  in  diameter. 

INTERACTIONS  WITH  MATTER 

In  the  frequency  range  described,  900  kHz  to 
5 MHz,  sound  is  moderately  absorbed  as  a result 
of  relaxation  (resonance  absorption)  phenomena 
occurring  at  the  molecular  and  structural  level. ^ 

AVith  idtrasound,  we  can  define  three  general 
groups  or  modes  of  action:  (1)  thermal  effects, 
(2)  cavitation,  and  (3)  “direct”  mechanisms. 

Thermal  Effects 

The  mechanisms  leading  to  the  absorption  of 
a sound  wave  in  a medium,  and  particularly  in 
complex  biological  media,  are  not  fidly  under- 
stood. Sound  is  absorbed  very  differently  by 
various  media. 

A temperature  rise  may  in  itself  be  a signifi- 
cant factor  in  a biological  system,  and  its  magni- 
tude in  a particular  situation  will  depend  both 


on  the  beam  parameters  in  time  and  space,  and 
on  the  absorbing  and  scattering  properties  of  the 
media  and  on  its  properties  as  a heat  sink  (ther- 
mal conductivity  and  heat  capacity).  In  mam- 
mals, including  man,  the  heat  transfer  and  dis- 
sipation characteristic  of  the  vascular  system  in- 
fluence the  heating  effects  of  the  ultrasound. 

In  the  physical  medicine  applications,  a tem- 
jierattire  rise  of  several  degrees  usually  occurs  in 
the  course  of  a ten  minute  treatment.  With  in- 
tense, strongly  focused  beams  changes  of  the 
order  of  10°C  per  second  can  be  produced  in 
small  tissue  volumes.^  Changes  of  this  extent 
may  have  a special  relevance  to  biological  sam- 
ples. Pulse-echo  techniques  operated  as  high  as 
250  w’/cm-  demonstrate  no  significant  thermal 
effect,  but  the  possibility  of  selective  locally  high 
intensity  heating  within  critical  strnctnres  of  the 
cell  cannot  be  tided  out. 

There  is  much  in  the  current  literature  con- 
cerning the  use  of  hyperthermia  for  cell  killing. 
Cell  killing  seems  to  show  a marked  rise  at  tem- 
peratures above  42-43 “C.-'^  This  concept  is  being 
carefully  evaluated  for  use  in  conjunction  with 
conventional  radiotherapy  or  as  a direct  mode  of 
cell  killing  in  cancer  therapy.  In  some  of  these 
studies,  the  heating  is  provided  by  an  ultrasonic 
device. 

Thus  thennal  damage  may  represent  a very 
significant  mode  of  action  for  ultrasound  in  bio- 
logical systems. 

Cavitation 

The  general  term  cavitation  describes  certain 
physical  phenomena  which  occur  in  the  frequen- 
cy range  previously  described  (900  kHz -5  MHz). 
Most  ordinary  liquids  contain  stable  micro-bub- 
bles, or  other  minute  nuclei  around  which  bub- 
bles of  dissolved  gas  are  found  to  grow  during 
the  negative  pressure  phase  of  a sound  wave. 
After  a critical  size  has  been  attained,  which  is 
characteristic  of  the  sound  frequency,  such  bub- 
bles exhibit  mechanical  resonance.  This,  to- 
gether with  the  small-scale  patterns  of  fluid 
movement  or  “microstreaming”  that  it  induces, 
can  lead  to  localized  regions  of  high  shear  and 
stress  in  the  liquid  sufficient  to  break  subcellular 
structures.  This  phenomenon  is  commonly 
termed  stable  cavitation.  In  the  1-4  MHz  fre- 
(piency  range,  stable  cavitation  may  occur  in  the 
liquid  state  above  a threshold  intensity  of  0.2-5. 0 
w/cm2.4 
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A more  violent  lorin  of  eavilatioii  occurs  above 
a threshold  intensity  of  300  w/cm-  in  a li(|incl 
at  1 d’his  is  collapse  cavitation,  oi  tran- 

sient cavitation.  In  this  case,  the  mechanical  en- 
ergy is  sufficiently  great  to  cause  the  cavitation 
bubbles  to  collapse  com[detely  dining  a com- 
pression phase  of  the  vibration.  In  acpicons 
media  one  consecjucnce  of  this  collapse  ]>henom- 
enon  is  the  jjroduction  of  a variety  of  short- 
lived chemical  fiee  radical  species.  In  tiiis  re- 
spect idtrasound  is  analogous  with  ionizing  radia- 
tion. I'he  intensity  levels  given  for  the  produc- 
tion of  both  stable  and  collapse  cavitation  in 
tissue  are  much  larger,  2000-5000  w/cm-.*’ 

.\  point  of  interest  here  is  that  cavitation, 
particularly  the  stable  form,  is  a resonance  ]ihe- 
nomenon  and  will  thus  be  most  effectively  stimu- 
lated when  the  ultrasound  is  applied  continu- 
ously over  a considerable  number  of  periods  of 
oscillation.  In  fact,  cavitation  may  be  completely 
absent  with  the  very  short  pulse  lengths  normally 
used  in  pulse-echo  diagnostic  technitpies. 

In  one  series  of  exjieriments,  no  cavitation, 
either  stable  or  unstable,  was  found  to  occur  in 
the  brain  of  a cat  {in  vivo)  or  in  the  blood  plasma 
at  intensities  below  250  w/cm-,  even  with  pulse 
duration  of  0.1  second  or  longer.'' 

"Direct"  Mechanisms 

Most  changes  produced  by  ultra,sound  in  both 
physical  and  biological  systems  can  be  exjilained 
on  the  basis  of  either  thermal  or  cavitational 
effects.  There  is,  however,  a growing  body  of 
evidence  which  indicates  that  a third  and  pos- 
sibly more  “direct”  mechanism  may  be  involved. i 
The  implication  of  tlie  term  “direct"  in  this 
context  is  simply  that  one  is  ignorant  of  the 
nature  of  any  possible  intermediate  stejis  between 
the  applied  stimulus  (mechanical  vilnation)  and 
the  observed  response. 

Direct  mechanical  effects  on  particles  of  the 
medium  may  take  place.  Under  certain  circum- 
stances minostreaming,  as  mentioned,  tissue 
movement  not  suliject  to  reversal  every  half  wave, 
and  circulation  of  particles  in  the  transmittitig 
medium  have  been  de.scribed.  Such  a direct 
effect  can  produce  disruption  of  macromolecnles 
and  may  produce  disruption  of  cliromosomes. 
Chemical  changes  may  be  induced  in  tissues  by 
ultrasound,  possibly  as  a secondary  effect  of  other 
mechanisms.  Chemical  reactions  may  be  acceler- 
ated, as  may  enzymatic  action.  Free  radicals  may 


form  by  the  collapse  of  cavitation  bubbles,  as 
mentioned,  and  initiate  other  chemical  reactions. 
Other  phenomeini,  such  as  shearing,  particle  ag- 
glomeration, and  changes  in  the  surface  charge 
and  electrophoretic  mobility  of  cells  have  also 
been  described,  but  the  magnititde  of  these  ef- 
fects i}i  vivo  are  yet  unkown. 

Most  probably  the  mechatiisms  of  action  of 
ultrasound  vary  with  tlie  experimental  cotuli- 
tions,  the  target  tissue,  and  the  irradiation  ]ja- 
rameters.  However,  the  “direct”  effects  are  of 
particular  importance  with  regard  to  hazard, 
since  it  is  very  unlikely,  on  physical  grounds, 
that  the  ultrasonic  beams  used  in  medical  diag- 
nosis would  induce  either  ajipreciable  thermal 
change  or  cavitational  action. 

BIOLOGICAL  EFFECTS 

Studies  dealing  with  effects  of  ultrasontid  on 
living  structures  extend  back  to  the  observations 
made  by  Langevin  in  1917  during  the  course  of 
his  original  work  on  inulerwater  echo  sounding, 
and  an  extensive  literature  on  the  subject  has 
developed  in  the  intervening  period. 

"While  the  ultrasoinul  bioeffect  literature  is 
extensive,  there  has  not  been,  on  the  part  of 
biologists,  a great  awareness  of  the  jdiysical  prob- 
lems associated  with  sound.  Thus,  though  bio- 
logical data  are  fairly  extensive,  there  is  little 
comprehensive  do.se,  dose  rate,  and  dose  distri- 
bution data. 

Ifecause  of  their  potential  implications  for 
future  generations,  as  well  as  immediate  effects 
in  the  fetus,  chromosome  damage  by  ultra.sound 
has  been  extensively  studied.  Essentially  all  the 
positive  data  tlutt  exists  for  chromosome  abnor- 
malities comes  from  the  woik  of  Macintosh  ;nul 
Davey.  In  two  separate  papers  these  workers  re- 
jjorted  chromosome  alienations  in  lympliocytes 
in  cultnre.^O' ’1  Doptone  fetal  heart  monitor 
operating  at  2 MHz  for  one  hour  was  used  iu 
these  experiments.  The  output  was  varitible 
from  0 to  80  mw.  The  work  suggests  a tlireshold 
intensity  of  ultrasound  of  8.2  mw/cm-  below 
which  no  visilile  chromosome  damage  was  de- 
tected. Above  this  value  the  aberration  yield 
then  inaeased  with  increasing  ultrasound  in- 
tensity. 

Several  studies,  however,  have  failed  to  con- 
firm this  damage  to  the  chromosomes  from  ultra- 
sonic devices.  F'ollowing  the  Maclntosh-Davey 
report,  four  separate  studies  were  unable  to  de- 
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tect  any  chromosome  al)eirations  in  circulating 
lymphocytes. ^“"1’  A variety  of  ultrasound  devices 
tvere  used  operating  at  fretpieucy  ranges  from  1 
to  2.5  MHz.  Intensity  levels  were  from  30 
mw/cm-  to  8 w/cm-.  Also  sonication  times  as 
long  as  20  hours  were  used.  These  data  suggest 
that  some  problems  exist  in  the  Macintosh-Uavey 
.system.  Chromosome  alierration  scoring  is  very 
subjective,  and  an  error  of  this  sort  may  have 
iteen  present  in  these  experiments. i- 

In  a recent  paper  by  Lyon  and  .Simpson^'’  tests 
for  genetic  damage  were  made  on  mice  whose 
gonads  had  been  exposed  to  ultrasound  at  a fre- 
tpicncy  of  1.0  MHz  for  15  minutes.  .Studies  were 
made  at  1.6  w'/cm-  continuous  intensity,  or  0.9 
w/cin-  pulsed  intensity.  There  was  no  evidence 
of  induction  by  idtrasound  of  dominant  lethal 
mutations  or  sterility  in  males,  no  drop  in  testic- 
ular weight  or  sperm  count,  and  no  induction  of 
translocation  or  chromosome  fragments  in  sper- 
matocytes, for  up  to  eight  weeks  after  a treat- 
ment. Similarly,  in  females  no  dominant  lethal 
induction  was  detected  in  the  period  from  sev- 
eral days  before  mating  to  the  day  of  mating. 
Genetic  tests  in  bacterial  systems  also  failed  to 
sliow  significant  effects  due  to  idtrasound.’^ 

Pizzarello,  et  ah,  have  reported  an  effect  of 
pulsed  ultrasound  on  rapidly  proliferating  em- 
bryonic  tissue.  In  their  test  system,  they  found 
a retardation  of  growth  in  approximately  75% 
of  the  test  animals.’'^ 

Some  thermal  effects  ascrilted  to  ultrasound 
have  Iteen  descrilted  in  fetal  mice.  In  these  ex- 
periments fetal  mice  exposed  to  diagnostic  level 
ultra.sound  for  five  hours  showed  some  degree  of 
lethality.”’--”  A group  of  human  fetuses,  sched- 
uled for  therapeutic  abortion,  showed  no  sucli 
effects  after  sonication  for  as  long  as  10  hours. 
.\n  extensive  retrospective  clinical  study  of  olt- 
stetric  patients  by  Heilman,  et  ah.  revealed  no 
evidence  of  fetal  or  maternal  injury.-’  Their 
review  of  1,1 1-f  normal  oltstetric  patients  under- 
going ultrasound  examination  revealed  no  evi- 
dence of  increased  fetal  almormality  or  abortion 
in  comparison  to  the  general  population.  Bern- 
stine  reviewed  a series  of  720  patients  wlio  had 
5-15  minutes  of  ultrasound  at  greater  than  ten 
weeks  gestation.--  He  found  no  evidence  of  haz- 
ard from  the  ultrasound. 

.Vt  higher  intensity  levels,  above  the  diagnostic 
range,  there  is  literature  evidence  of  ultra.sound 
damage.  Taylor  and  Pond  irradiated  the  spinal 


cords  of  adult  rats  at  peak  intensities  of  25  or  50 
w/cm-  at  frecpiencies  of  0.5-6.9  MHz.-"*  Delivery 
of  energy  was  pulsed-10: 100  ms.  .Such  treat- 
ment resulted  in  paraplegia  and/or  gross  haem- 
orrhage into  the  cord.  Damaging  ability  was 
maximal  at  the  lowest  freijuency  employed  (0.5 
MHz).  Ultrasonic  damage  was  found  to  decrease 
with  increasing  frecpiency  up  to  5 MHz.  At  this 
freipiency  neither  paraplegia  nor  haemorrhage 
could  be  detected. 

By  changing  duty  cycles,  Taylor  and  Pond 
found  that  haemorrhage  occurred  whenever  an 
accumidated  dose-time  had  been  received  which 
was  characteristic  of  each  intensity.  This  suggests 
an  inability  of  the  system  to  repair,  or  recover, 
from  ultrasound  damage.  Using  a plant  system, 
other  w'orkers  also  found  this  lack  of  repair  be- 
tween dose  fractions.-’  This  is  in  direct  contrast 
to  the  repair  of  damage  from  ionizing  radiation 
that  is  seen  in  most  systems. 

d he  synergism  of  ionizing  radiation  and  ultra- 
sound bears  mentioning,  both  from  the  diag- 
nostic and  therapeutic  standpoint.  Several  years 
ago.  Conger  rejxrrted  finding  an  increase  in 
chromo.some  aberration  yields  when  X-ray  treat- 
ment was  comlrined  with  the  ultrasound.”  These 
data  showed  an  increase  of  treated  to  control  of 
about  1.3/1. 

Woeber  reported  complete  regression  of  Walk- 
er carcinomas  in  rats  following  350  rads  of  X- 
rays  accompanied  by  ultrasonic  irradiation  at  1 
w/cm-.  Eipiivalent  results  were  reported  follow- 
ing 600  rads  of  X-rays  alone,  implying  that  the 
idtrasonic  irradiation  increased  the  X-ray  effec- 
tiveness by  a factor  of  600/350  or  about  1.7.^'’ 
Clarke,  et  ah,  on  the  other  hand,  could  find  no 
such  synergism  in  an  in  viiro  system.-” 

.More  recently  Todd  and  .Schroy  reported  that 
there  is  an  increase  in  cell  killing  when  ultra- 
.sound is  combined  w'ith  X-rays.®  Cells  irradiated 
with  X-rays  plus  110  mw/cm”  ultrasound  (920 
kHz)  for  ten  minutes  showed  a significantly 
greater  (X  1-4)  cell  killing  than  cells  receiving 
X-rays  alone. 

SUMMARY 

In  summary,  current  literature  suggests  that 
diagnostic  level  ultrasound  alone  produces  no 
significant  genetic  damage  to  systems  tested  so 
far.  Further,  no  gross  abnormalities  have  yet 
been  observed  at  diagnostic  intensities.  But  as 
with  all  medical  practice,  a proper  assessment  of 
the  risk/benefit  situation  should  be  made  regard- 
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ing  the  use  of  diagnostic  ultrasound.  This  is 
jxirticularly  imjjortant  until  biological  data  are 
more  conclusive,  and  especially  when  the  idtra- 
sound  procedures  are  combined  with  diagnostic 
ratliography.  T he  possil)le  synergism  of  ultra- 
sound and  ionizing  radiation  may  represent  a 
potential  problem  for  diagnostic  procedures,  and 
a potential  benefit  in  radiotherapy. 

AC.K.NO\VLEnC;F.MF.M 
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Tl.e  adrenal  gland  is  a small,  yellowish  struc- 
ture lying  within  the  perinephric  fascia  in  close 
proximity  to  the  upper  pole  of  each  kidney.  Each 
adrenal  gland  is  composed  of  a cortex,  compris- 
ing approximately  90  percent  of  the  weight  of 
the  gland,  and  a medulla  which  is  completely 
surrounded  by  cortical  tissue.  Microscopically, 
the  adrenal  cortex  is  divided  from  without  in- 
ward, into  three  zones:  I’he  zona  glomertilosa, 
zona  fascictilata  and  zona  retictdaris  which  are 
responsible  for  the  prodtiction  of  mineralocorti- 
coids,  ghicocorticoids  and  sex  hormones  respec- 
tively. 

DISORDERS  OF  THE  ADRENAL  MEDULLA 
Pheochromocytoma 

Pheochromocytoma  may  arise  wherever  chro- 
maffin cells  are  located.  The  majority  arise  in 
one  adrenal  medtdla,  althotigh  bilateral  adrenal 
ttmiors  and  extra-adrenal  tumors  are  not  uncom- 
mon, especially  in  children.  Extra-  adrenal  pheo- 
chromocytomas  may  arise  near  the  sympathetic 
trunk  in  the  retrojxaitonetim  especially  just 
above  the  aortic  bifurcation  (organs  of  zuker- 
kandl),  in  the  thorax  or  the  head  and  neck  and 
even  in  the  urinary  bladder. 

About  two-thirds  of  patients  with  pheochro- 
mocytoma have  hypertension;  in  half  of  them, 
the  hypertension  is  accompanied  by  paroxysmal 
attacks.  About  one-third  of  all  patients  with 
pheochromocytoma  have  no  sustained  hyperten- 
sion and  these  ustially  present  with  the  typical 
paroxysmal  attacks.  Dtiring  an  attack,  the  pa- 
tient may  ex]x:rience  headache,  palpitation,  ex- 
cessive sweating,  anxiety,  pallor  or  flushing, 
tremors,  nairsea  and  vomiting,  weakness,  faintness 
and  chest  or  epigastric  pain. 

The  diagnosis  of  pheochromocytoma  de- 
pends on  the  demonstration  of  elevated  catechol- 
amines or  their  metabolites  (metanephrines  and 
VMA)  in  the  urine  or  elevated  plasma  catechol- 
amines. 

Localization  of  the  site(s)  of  pheochromo- 
cytoma is  usually  accomplished  by  radiological 
means;  that  is,  excretory  urography  with  nephro- 
tomography,  with  or  without  retroperitoneal 
pneumogi aphy,  adrenal  aortography  and/or 
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adrenal  venography.  Since  these  ttmiors  are  usu- 
ally (juite  vascular,  the  authors  prefer  to  proceed 
from  excretory  tirography  with  nephrotomog- 
raphy to  adrenal  arteriography  (Eigtire  1).  The 
radiologist  should  be  ready  to  manage  a hyper- 
tensive crisis  (using  phentolamine)  if  it  is  precipi- 
tated by  arteriographic  manipulations.  Avascular 
pheochromocytomas,  multiple  and  ectopic  tu- 
mors still  present  difliculties.  Determination  of 
free  catecholamines  from  venous  samples  at  dif- 
ferent levels  of  the  vena  cava  and  adrenal  scan- 
ning are  occasionally  helpftil.  Chest  radiography 
and  tomography  in  different  views  are  necessary 
for  the  demonstration  of  intrathoracic  tumors. 

'Ehe  ustial  management  of  pheochromocytoma 
is  surgical  excision.  Pre-operatively,  the  patient’s 
cardiovasetdar  and  lenal  functions  shotild  be 
asse,s,sed  since  they  may  be  affected  by  hyper- 
tensive vasctilar  complications  or  myocarditis. 
Ehe  thyroid  and  parathyroid  glands  and  the  gall- 
bladder should  be  evaluated  since  there  is  an 
association  between  pheochromocytoma  and  thy- 
roid carcinoma,  hyperparathyroidism  and  chole- 
lithiasis respectively.  The  use  of  adrenergic- 
blocking  agents  pre-operatively  is  rather  contro- 
versial. 1 hese  patients  are  very  sensitive  to  any 
blood  losses  and  may  benefit  from  pre-operative 


Figure  1. 

Arteriogram  of  a patient  with  right  adrenal  pheochromocytoma. 
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Blood  iraiislusion.  I’liey  should  he  adc(|uately 
hydrated  prior  to  sur<>ery. 

Ill  some  iiistanees,  a patient  with  pheocliromo- 
eytoma  may  lie  in  snth  a poor  general  condition 
that  only  a non-snrgical  management  with  ad- 
renergic blocking  agents  is  possilile. 


Neuroblastoma 

Xetnohlastoma  is  one  of  the  most  common 
abdominal  malignancies  in  infants  and  children. 
It  may  arise  from  the  adrenal  methdla  { Figure  2) 
or  from  the  sympathetic  ganglia  of  the  retro- 
peritonemn,  posterior  mediastinnm  or  the  neck, 
and  rarely  from  other  sites  such  as  the  bladder. 
Occasionally  the  tumor  is  midticenteric. 

A combination  of  surgical  excision,  radio- 
therapy and  chemotherapy  may  he  ntili/ed  in 
the  management  of  patients  with  netnoblastoma. 
Surgical  excision  of  resectable  tumors  is  proliahly 
the  most  effective  step  in  the  management.  Ra- 
diotherapy plays  a key  role  in  patients  with 
known  or  suspected  residual  tumor  after  surgical 
excision.  Chemotherapy  in  the  form  of  cyclo- 
phosphamide and  vincristine  may  have  an  effec- 
tive palliative  value,  htit  does  not  seem  to  sub- 
stantially increase  survival  rates. 

The  most  imjrortant  factors  affecting  survival 
in  patients  with  netirohlastoma  are  the  age  of 
the  patient  and  the  stage  of  disease  at  the  time 
of  diagnosis. 


Figure  2. 

Aortogram  demonstrated  a large  tumor  (neuroblastoma)  in  left 
adrenal. 


DISORDERS  OF  THE  ADRENAL  CORTEX 
Cushing's  Syndrome 

Cushing's  syndrome  is  cine  to  a chronic  excess 
of  cortisol,  in  about  70  percent  of  the  cases  the 
disease  is  cine  to  adrenocortical  hyperplasia  sec- 
ondary to  increa.sed  excretion  of  corticotropin 
(.\C'l  H).  About  25-30  percent  of  patients  with 
Cushing’s  syndrome  have  an  adrenal  tumor  either 
henign  or  malignant. 

Manifestations  of  Cushing's  syndrome  include 
truncal  obesity,  hypertension,  hirsutism,  sn{> 
pression  of  gonadal  function,  plethoric  appear- 
ance, muscle  weakness  and  purplish  ctitaneous 
striae.  Mental  disturbances,  ranging  from  emo- 
tional lability  to  major  psychosis  is  present  fre- 
cpiently.  There  is  marked  snsceptability  to  in- 
fection and  poor  wound  healing. 

The  diagnosis  of  Cushing's  syndrome  recjuires 
evidence  of  maintained  increase  in  corti.sol  secre- 
tion and  the  loss  of  normal  pitnitary-adrenocoi- 
tical  feedback  control.  It  is  also  necessary  to  ob- 
tain information  concerning  the  underlying  le- 
sions, i.e.,  bilateral  adrenocortical  hyjterjrlasia 
verstis  adrenocortical  ttnnor.  \'arions  procedures 
are  now  available  for  the  demonstration  of  an 
increase  of  cortisol  production  including  meas- 
nrement  of  plasma  cortisol,  urinary  cortisol, 
ketogenic  steroids  and  17-hydroxycorticoids  ex- 
cretion. Bilateral  adrenal  hyperplasia  is  not  sup- 
pressed by  small  doses  of  dexamethasone,  but  is 
nsnally  stippre.ssed  with  larger  doses.  On  the 
other  hand,  patients  with  Cushing's  syndrome 
due  to  adrenal  tumor  fail  to  show  a significant 
fall  in  plasma  or  urinary  steroids  in  resjxtnse  to 
large  doses  of  dexamethasone.  Other  tests  such 
as  the  response  to  exogenous  ACTII,  or  to  meta- 
pyrone  are  nsefnl  in  the  differentiation  between 
adrenal  hyperplasia  and  adrenal  tumors.  Ftir- 
thermore,  the  demonstration  of  significant  in- 
crease in  holli  urinary  corticosteroids  (17-keto- 
genic  steroids  and  17-hydroxycorticoids)  as  well 
as  elevated  17-ketosteroids  strongly  suggests  a 
malignant  tumor. 

Locali/ation  and  demonstration  of  these  le- 
sions is  accomplished  by  radiogTaphic  means 
similar  to  those  otitlitied  before. 

Cushing's  syndrome  due  to  adrenal  tumor  re- 
tpures  adrenalectomy.  Treatment  of  bilateral 
adrenal  hyperplasia  retjuires  individtialization. 
Most  patients  with  significant  manifestations  of 
Cushing's  .syndrome  due  to  adrenal  hyperplasia 
have  no  sellar  enlargement  on  skull  radiograms 
and  usually  recpiire  bilateral  adrenalectomy.  On 
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the  other  liand,  some  patients  will  have  sellar 
enlargement  indicating  the  presence  ol  a pitu- 
itary atlenoma.  These  patients  may  be  manageil 
by  hypophysectomy  or  pituitary  irradiation  de- 
pending on  the  presence  or  absence  of  neuro- 
logical manifestations. 

It  is  of  utmost  importance  to  prepare  the 
patient  pre-ojreratively.  Potassium  deficiencies, 
infection  and  congestive  heart  failure  should  be 
corrected.  Steroid  management  pre-operatively, 
intra-operatively  and  post-operatively  is  essential. 

Primary  Aldosteronism 

Primary  aldosteronism  is  usually  due  to  a cor- 
tical adenoma.  Sometimes  it  is  due  to  adrenal 
hyperplasia  or  rarely  an  adrenal  carcinoma.  In 
this  condition,  there  is  an  increased  aldosterone 
production  leading  to  sodium  retention  (result- 
ing in  expanded  extracellular  volume)  and  to  in- 
creased exnetion  of  jtotassium  (resulting  in  hy- 
]jokalemia,  ]X)tassium  depletion  and  intracellular 
hydrogen  shift  with  systetnic  alkalosis). 

Patients  with  primary  aldosteronism  usually 
present  with  hypertension  and  may  have  muscle 
weakness,  headache,  polyuria,  noctitria,  poly- 
dypsia,  parathesias,  visital  disturbances,  intermit- 
tent paralysis,  tetany  or  muscle  discomfort. 

The  diagnosis  of  primary  aldosteronism  de- 
pends on  demonstrating  the  following  criteria 
in  a hypertensive  patient:  1)  hypokalemia  with 
potassiitm  wastage;  2)  elevated  aldosterone  out- 
put despite  sodium  repletion  or  mineralocorticoid 
(desoxycorticosterone)  administration;  3)  sup- 
pressed plasma  renin  despite  upright  position 
and  sodium  depletion. 

Localization  of  the  site  of  increased  aldosterone 
production  (itsually  a small  adenoma)  can  be 
accomplished  by  adrenal  arteriography,  adrenal 
venography,  venous  blood  sampling  or  iodo- 
cholesterol  isotope  adrenal  scanning. 

Management  of  primary  aldosteronism  due  to 
adrenal  tumor  is  adrenalectomy.  Patients  with 
adrenal  hyperplasia  are  managed  either  medically 
or  by  adrenalectomy,  btit  the  results  of  surgery 
in  this  group  are  not  as  successful  as  when  a 
tumor  is  remored.  Proper  preparation  of  the 
patient  for  surgery  includes  correcting  potassium 
deficits  by  jjotassium  supplements  in  conjtmction 
with  low  sodium  intake  and  spironolactones. 

The  Adrenogenital  Syndrom 

This  condition  is  due  to  increased  production 
of  adrenal  sex  steroids. 

The  congenital  fprenatal)  forms  are  due  to 
enzymatic  defects  in  the  biosynthetic  pathways 


of  adrenocorticosteroid  hormones.  The  most 
common  enzymatic  defect  is  that  of  C-2 1-hydro- 
xylase. In  females,  there  is  usually  a variable  de- 
gree of  virilization  ranging  from  clitoral  hyper- 
trophy to  extreme  virilization  with  a male  ap- 
pearing external  genitalia  including  a phallus 
and  a urethral  opening  at  the  tip  of  the  glans. 
When  the  disorder  is  severe,  aldosterone  synthesis 
is  also  materially  impaired.  Therefore,  in  addi- 
tion to  virilization,  significant  and  life  threaten- 
ing sodium  loss  may  occur  in  these  patients. 
Males  with  the  usual  form  of  congenital  adreno- 
genital hyperplasia  have  normal  male  external 
genitalia,  but  may  have  severe  electrolyte  dis- 
turbances. Those  with  the  incomplete  enzymatic 
deficit  may  present  later  with  macrogenitosomia 
precox.  In  both  males  and  females,  the  17  keto- 
steroids  will  be  elevated.  Management  of  con- 
gential  adrenal  hyperplasia  consists  of  hormonal 
replacement,  i.e.,  cortisone  and  in  many  patients 
a mineralcorticoid.  Early  diagnosis  and  sex  as- 
signment are  important.  Most  female  patients 
with  ambiguous  genitalia  will  require  surgical 
correction  of  external  genitalia  such  as  clitoplasty 
and/or  vaginoplasty. 

Actpiired  (postnatal)  adrenogenital  syndrome 
is  usually  due  to  a tumor;  commonly  malignant. 
Less  often  it  is  due  to  adrenal  hyperplasia  which 
occurs  mostly  in  infants  and  young  children.  A 
virilizing  adrenal  tumor  results  in  regression  of 
feminine  characteristics  and  development  of  mas- 
culine changes.  Cushinoid  features  may  be  pres- 
ent. As  stated  previously  the  presence  of  mixed 
virilization  and  cushinoid  features  should  always 
arouse  the  suspicion  of  malignancy.  In  such  in- 
stances both  the  17-ketosteroids  as  well  as  the 
17-ketogenic  steroids  and  17-hydroxycorticoids 
are  elevated.  Management  of  adrenal  tumor  con- 
sists of  surgical  exploration  and  adrenalectomy. 

Adrenocortical  Tumors 

Tumors  of  the  adrenal  cortex  may  be  divided 
into  functioning  and  non-functioning  tumors 
and  either  may  be  benign  or  malignant. 
Non-functioning  Tumors 

Benign,  non-functioning  adrenal  tumors  are 
usually  small  and  rarely  present  clinically.  Non- 
functioning tumors  large  enough  to  produce 
symptoms  are  usually  malignant.  They  may  pre- 
sent as  an  abdominal  mass  or  with  pain,  but 
may  also  present  with  evidence  of  metastatic  dis- 
ease involving  the  liver,  lymph  nodes  or  lungs, 
or  with  non-specific  symptoms  such  as  malaise, 
weight  loss  and  fever.  Occasionally  a patient  with 
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adrenal  carcinoma  presents  with  shock  due  to 
massive  adrenal  hemorrhage. 

Functioning  Adrenal  Tumors 

Benign,  functioning  adrenal  adenomas  may 
produce  a picture  of  Chishing’s  syndrome  or  of 
hyperaldosteronism.  Malignant  f n net  ion  i ng 
adrenocortical  tumors  present  eithei  maiidy  with 
virilism  associated  with  variable  degrees  of  Cush- 
ing’s syndrome,  or  mainly  with  Cushing's  .syn- 
drome as,sociated  with  variable  degrees  of  viriliza- 
tion. Rarely  does  adrenocortical  carcinoma  pre- 
sent with  a jncture  of  feminization  in  males. 

Excretory  urography  and  arteriogrtiphy  are 
helpftd  in  localization  of  adrenal  tumors  and 
evaluating  the  extent  of  their  local  extension. 
Management  consists  of  surgical  excision  when 
feasible. 

Adrenal  Cysts 

.\drenal  cysts  may  be  endothelial,  parasitic,  epi- 
thelial or  pseudocysts.  Pseudocysts  comprise 
about  40  percent  of  all  adrenal  cysts,  and  are  the 
most  common  type  of  adrenal  cysts  recognized 
clinically.  They  are  due  to  hemorrhagic  extra- 
vasation into  normal  or  pathological  glands. 
They  may  be  discoveretl  incidentally  at  the  time 
of  surgery  or  at  atitopsy,  or  they  may  produce 
vague  abdominal  symjjtoms  or  an  abdominal 
mass. 

.Surgical  exploration  and  excision  of  adrenal 
cysts  is  indicated  when  they  are  symptomatic  or 
there  is  doubt  about  the  diagnosis. 

SUMMARY 

A brief  discussion  of  the  diagnosis  and  man- 
agement of  adrenal  disorders  were  presented. 
1 he  presentation  included  pheochromocytoms, 
neuroblastoma,  Cushing’s  syndrome,  the  adreno- 
genital syndrome,  hyperaldosteronism,  adrenal 
cysts  and  tumors. 
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ELECTROCARDIOGRAM 


OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

HISTORY:  Mrs.  P.  is  a 68-year-old  smoker  who  has  presented  with  an  exacerbation  of  bron- 
chitis. Additionally,  she  gives  a good  history  for  chronic  obstructive  pulmonary  disease  and 
also  reports  a prolonged  episode  of  chest  pain  associated  with  vomiting  about  six  weeks 
prior  to  this  visit  for  which  she  was  unable  to  obtain  medical  attention. 

Her  chest  examination  yields  findings  consistent  with  emphysema.  Cardiac  examination  re- 
veals a weakly  palpable  left  parasternal  impulse  and  an  accentuated  pulmonic  second  sound 
which  moves  properly  with  respiration.  Neither  a murmur,  a gallop,  or  an  opening  snap  is 
present. 

Her  chest  x-ray  suggests  right  ventricular  enlargement  but  does  not  show  left  atrial  enlarge- 
ment, congestive  failure,  or  "left  ventricular  configuration." 

Her  ECG  is  shown.  Which  of  the  following  interpretations  are  reasonable? 

a)  Technically  compromised  ECG  with  right  arm-left  arm  lead  reversal. 

b)  Inferior  and  true  posterior  infarction  of  indeterminate  age. 

c)  Right  ventricular  hypertrophy. 

d)  Left  posterior  hemiblock.  e)  Right  bundle  branch  block. 

(See  Answer  on  Page  383) 


Assistant  Professor,  Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Spinal  Stenosis 


I.  Leighton  Millard,  M.D.* 


This  entity  is  best  described  by  first  noting 
that  the  spinal  canal  is  made  up  of  bony  struc- 
tures that  vary  in  shape  from  person  to  person 
and  from  level  to  level  in  the  vertebral  column. 
Secondly  the  area  circumscribed  Iry  the  bony 
elements  is  filled  with  nerves  and  vessels.  There- 
fore, any  relative  decrease  in  the  so-called  “free 
space”  in  the  spinal  canal  may  cause  symptoms 
of  low  back  pain  and/or  sciatica  (Figure  1).  Usu- 
ally degeneration  of  disc,  herniation  of  disc  or 
joint  degeneration  will  also  be  present  in  die 
symptomatic  case. 

DEVELOPMENTAL 

Through  some  abnormality  of  the  genetic  or 
growth  process  the  entire  canal  is  smaller  (Figure 
2).  Therefore  only  a small  amount  of  disc  or 
joint  abnoimality  becomes  symptom  causing. 
Also  minor  injuries  are  worse  and  more  painful 
and  take  longer  to  heal. 

DEGENERATIVE 

Because  of  joint  changes  the  area  of  the 


ligure  1. 

Normal  relationship  of  nerve  root  to  foramen. 


*P.  ().  Box  5270,  Little  Rock,  Arkansas  72205. 


spinal  nerve  foramen  and  lateral  recess  (Figure  2) 
becomes  restricted.  Therefore,  degenerative 
changes  on  the  other  side,  in  the  disc,  are  more 
likely  to  cause  symptoms. 

SURGICAL 

The  healing  process  following  surgery,  either 
to  relieve  nerve  pressure  from  a herniated  nucleus 
pulposus  or  for  spinal  fusion,  may  encroach 
on  spinal  nerve  foramen  or  lateral  recess  area. 

DIAGNOSIS 

The  diagnosis  of  this  entity  is  difficult.  It 
can  be  suspected  on  the  basis  of  vague  diffuse 
symptoms  or  symptoms  of  nerve  root  pressure 


L.  Degenerative  stenosis  disc  herniation. 

with  disc  herniation.  F.  Congenital  stenosis  with 

degenerative  stenosis. 
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at  multiple  areas.  I’he  melogram  exam  (Figure 
$)  can  also  give  one  the  imjuession  of  stenosis, 
but  the  axial  tomograpliy  diaguostic  techui(|ue 
(Figure  4)  is  the  only  specific  test  that  confirms 
a (liaguosis  of  s])iual  stenosis. 

TREATMENT 

Surgery  is  usually  necessary  to  relieve  the  symp- 
toms of  this  prol^lem. 

Surgery  may  he  tlirected  to  tlie  spinal  canal 
contents  (remove  herniated  nucleus  pulposus 
anti /or  scar  tissue)  or  to  the  bony  ring  (fora- 
minotomy, osteotomy  and/or  fusion  of  the  trans- 
ver.se  process)  (Figure  5).  I’he  degeneiative  proc- 
esses that  encroach  on  the  lateral  recess  are  the 
most  difficult  to  correct  surgically  since  con- 


Figure  3. 

Idiic  drawing  of  appearance  of  nivelogi aphic  dve  coJuinn  in 
congenital  stenosis. 


Figure  4. 

Normal  axial  tomography  of  L4-5  spinal  canal  (line  drawing 
from  x-ray) . 


sideralrle  bone  must  be  removed,  and  very  care- 
fully if  nerve  damage  is  to  be  avoided,  and  a 
transverse  process  fusion  done  to  stabilize  the 
area.  This  stabilization  is  necessary  to  relieve 
symptoms  of  instaltility  and  help  prevent  re- 
growth  of  scar  in  the  ojjerated  area. 

RIIU.IC)GR,\PH^ 

1.  Editorial,  (linkal  Orthopaedics,  Niiii)her  115,  .\Iar.- 
.^pr.  1976.  page  3. 

g.  l.umbar  .Spinal  Stenosis  and  Nerve  Root  Entrapment 
Synilromes;  .Vrnoldi.  C.  C.,  et  al.  C linical  Orthopaedics, 
Ninnher  1 15,  Mar.-.\pr.  1976,  pages  1 & 5. 

3.  Etnnl)ar  Spinal  Stenosis;  Sheldon,  [.  }.,  et  al.  Cdinical 
(Orthopaedics,  Number  115,  Mar. -Apr.  1976,  pages  53- 
67. 

I,  Pathological  and  Mvelograijhic  Changes  in  the  Major 
d'ypes  of  Eumhar  Spinal  Stenosis;  Mclvor,  C.  W.  D. 
Clinical  Orthopaedics,  Ninnher  115,  Mar.-.\pr.  1976, 
pages  72-82. 

5.  Pathologic  .\natomv  of  Eumhar  Spine;  O'ong-Hing,  K. 
Orthopaeilics  Review,  Volume  \'E  No.  2,  Eeb.  1977, 
pages  27-30. 

6.  Ehe  Management  of  Spinal  Stenosis;  Wedge,  J.  El., 
et  al.  Orthopaedic  Review,  X'olume  \'I.  No.  2,  Feb. 
1977,  pages  89-93. 


lateral  recess  stenosis. 


376 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


The  Lower  Back  in  Sports  Medicine 


Walter  Duke  Harris,  M.D. 


roblenis  related  to  the  low  back  in  both 
the  athlete  and  the  non-athlete  have  remained 
a rather  vagtie  area  in  diagnosis,  and  a difficult 
area  to  treat,  d'he  tniit|ne  jtostnre  in  man  as- 
sociated with  the  evolving  complex  anatomy  may 
contribute  to  the  nearly  tmiversal  complaint  of 
low  back  pain.  The  erudite  biomechanics  and 
biochemists  have  begun  to  give  more  attention 
to  this  area  of  rather  frecpient  spcrrts  injury  and 
more  precise  management  of  certain  specific 
problems  is  now  available. 

Three  common  and  relatively  minor  injtiries 
in  the  athlete  are  strain,  sprain,  and  contusion. 
Contusion,  caused  by  a direct  blow,  may  be  cjinte 
]>ainfnl  and  extensive  due  to  the  large  bidk  of 
the  paravertebral  muscles.  Application  of  cold, 
rest,  and  analgesics  which  do  not  interfere  with 
the  clotting  mechanisms,  remain  the  early  treat- 
ment. The  hip  pcrinter  is  generally  a more  severe 
contusion  of  the  posterior  iliac  crest.  .Strain  — 
a pulling  of  the  muscles  or  tendons  — and  sprain 
— a tearing  of  a ligament  — may  be  difficult  to 
differentiate  in  the  back,  and  the  exact  differen- 
tial may  not  be  necessary  for  jnactical  purposes. 
A sprain  may  be  painful  when  force  in  the  op- 
posite direction  is  applied  (i.e.  forward  flexion 
is  painfid  with  supraspinous  ligament  injury), 

•P.  O.  Drawer  1608,  Fayetteville.  Arkansas  72701. 


w'hereas  strain  is  likely  to  be  painfid  when  active 
contraction  of  the  straineil  muscle  is  attempted, 
but  not  so  painful  when  passive  motion  is  ap- 
plied. l)ne  to  the  intricate  relationships  of  mus- 
cles, tendons,  and  ligaments  in  the  back,  it  is 
likely  that  most  injuries  are  a combination  of 
two,  or  even  all  three  of  these  entities. 

Once  more  severe  injuries  are  tided  out  by 
physical  exam  and  x-ray,  the  treatment  of  these 
entities  is  similar.  Ice,  analgesics,  and  rest  for 
the  acute  stages,  followed  by  heat,  physical  ther- 
apy modalities,  gradual  resumption  of  activity, 
specific  exercises  to  strengthen  surrounding 
mirscle  groups,  jtrotective  padding,  splinting,  or 
even  bracing  are  included  in  the  armamentarium 
of  treatment  and  rehabilitation.  Wdiile  many 
modes  of  pain  relief  exist,  we  know  of  no  treat- 
ment which  speeds  up  actual  ti,ssue  healing.  The 
complications  of  an  organi/ed  hematoma,  chronic 
strain,  or  frank  instability,  may  residt  from  early 
re-injury,  and  the  jthysician  who  is  aware  of  the 
possibilities  of  the  long-term  disability  shoidd 
make  the  decisions  as  to  when  the  athlete  may 
resume  his  sj)ort. 

Fracture  of  the  spinous  processes,  the  trans- 
verse processes,  or  compression  fracture  are  gen- 
erally considered  stable  fractures.  They  may 
clinically  resemble  the  above  and  retpiire  x-rays 
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to  differentiate  them  from  the  severe  strain, 
sprain,  or  contusion.  Opinions  vaiy  on  manage- 
ment, and  of  course,  dej^end  on  the  extent  and 
exact  location  of  the  bony  injury.  These  people 
will  likely  require  prolonged  absence  from  sports 
and  should  be  evaluated  by  one  versed  in  treat- 
ment of  tliese  injuries. 

Unstable  fractures  and  fracture-dislocations 
are  fortunately  rare  injuries  in  the  lumbar  spine. 
Violent  trauma  and  severe  localized  back  pain 
with  or  without  radicular  nerve  root  symptoms 
require  caieful  sensory  and  motor  examination 
of  the  lumbar  roots.  Suspicion  of  these  injuries 
dictates  gieat  care  in  transport.  The  player 
should  not  be  moved  until  adequate  help  is 
available.  He  should  then  be  transported  on  a 
backboard  via  ambulance  to  the  hospital  in  the 
supine  position  with  a bolster  under  the  small 
of  the  back,  or  in  the  prone  position  if  found 
this  way  initially,  or  if  there  is  loss  of  conscious- 
ness. Maintenance  of  an  airway  and  treatment 
of  shock  should  be  considered  throughout.  Long- 
term care  and  rehabilitation  are  ideally  carried 
out  in  a facility  specifically  equipped  to  handle 
this  problem. 

Currently,  spondylolysis  — a defect  in  the  pais 
iiiterarticularis  — and  spondylolisthesis  — a slip- 
jiing  forward  of  one  vertebra  on  another  — are 
receiving  much  attention.  It  is  now  established 
that  many  of  these  defects  are  stress  fractures 
and,  like  the  stress  reaction  in  other  bones,  will 
progress  to  healing  if  diagnosed  early  and  prop- 
erly managed.  Lingering  low  back  pain  in  the 
athlete  exposed  to  hyperextension  stress  — no- 
talily  divers,  gymnists,  and  football  linemen  — 
should  have  x-rays  of  the  lumbosacral  spine,  in- 
cluding oblitjue  views.  If  these  are  unrewarding, 
repeat  x-rays  at  three  to  six  week  intervals,  or 
bone  scans  have  been  advocated.  Occasionally, 
the  process  can  be  diagnosed  early  when  only 
thinning  of  the  pars  is  present,  or  when  a defect 
first  appears.  It  is  felt  that  marked  restriction 
of  activity,  bracing,  or  even  body  casting  can 
abort  the  process  and  allow  healing  of  a frank 
spondylosis.  While  this  approach  might  be  con- 
sidered too  aggressive,  the  tendency  to  chronic 
low  back  pain  in  the  young  or  middle-aged  adult 
should  be  considered.  It  is  also  noteworthy  that 
once  the  defect  has  healed,  it  does  not  tend  to 
recur  in  the  same  location  and  the  athlete  may 
return  to  his  sport.  Once  an  established  defect 


is  found  and  known  not  to  be  progressing,  the 
problem  is  one  of  managing  the  athlete’s  symp- 
toms. Whether  this  be  by  exercises,  revision  of 
sports  activity,  or  physical  therapy  and  bracing, 
remain  individual  decisions  of  the  player  and 
his  parents.  Spondylolisthesis  of  Grade  III  or 
IV  (a  slip  of  over  half  the  width  of  the  body 
of  the  underlying  vertebra)  is  an  absolute  contra- 
indication to  sports  activity,  and  probably  should 
be  fused  in  the  immature  spine. 

Scoliosis  — lateral  curvature  of  the  spine  — in 
the  young  athlete  requires  a search  for  etiology 
and  follow-up  to  detect  progTession.  Discrepency 
in  the  level  of  the  shoulders  or  the  iliac  crests, 
or  a list  to  one  side  are  the  usual  clinical  signs 
of  a curve.  The  management  of  scoliosis  is  a 
Irroad  topic  and  not  within  the  scope  of  this 
paper,  but  every  physician,  trainer,  or  coach 
should  be  aware  of  the  magnitude  of  the  prob- 
lem and  provide  trained  follow-up  for  these  in- 
dividuals no  matter  how  small  the  curve.  Some 
of  these  young  people  will  require  treatment  in 
the  classic  Milwaukee  brace  or  in  the  newer 
Boston  brace.  It  is  our  current  policy,  with 
parental  jrermission,  to  allow  these  patients  to 
be  out  of  these  braces  up  to  three  hours  a day 
for  active  participation  in  sports  unless  symptoms 
or  progression  of  the  curve  dictate  otherwise. 

A variety  of  other  conditions  occur  and  fre- 
(juently  require  special  consideration.  Herniated 
discs  are  much  rarer  in  the  young  athlete  than 
in  the  adult.  Buttock  or  leg  pain  in  the  im- 
mature spine  is  more  frequently  secondary  to 
spondylolisthesis,  but  herniated  discs  do  occur 
and  unremitting  back  pain  with  or  without  nerve 
root  symptoms  requires  careful  evaluation  and 
certainly  restriction  of  activity.  Suspicion  of 
renal  injury  requires  a search  for  blood  in  the 
urine.  If  this  is  found,  an  IVP  to  rule  out  under- 
lying genitourinary  pathology  should  probably 
be  performed  and  urologic  consultation  con- 
sidered. Rupture  of  the  spleen,  as  manifest  by 
signs  of  blood  loss  and  a heaviness  in  the  left 
flank,  can  occur.  The  frequency  of  infectious 
mononucleosis  with  spleenic  enlargement  in  this 
age  group  must  be  remembered,  and  surgical 
advice  sought  if  suspicion  of  acute  or  delayed 
spleenic  rupture  exists.  Finally,  and  paramount 
in  sports  medicine,  is  the  fact  that  injury  can 
be  superimposed  on  pre-existing  pathology.  Bi- 
zarre neurologic  signs  or  symptoms,  night  pain, 
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chills  and  t'evcr,  or  persistent  low  back  pain  in 
the  vonno  athlete  shonld  warrant  consideration 

4 O 

of  bony  or  neural  tumors,  infections,  or  degen- 
erative jH'ocesses,  ami  not  be  lightly  dismissed  as 
those  of  a chronic  comjdainer. 
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PUBLIC  HEALTH  AT  A GLANCE 


Neonatal  Hypothyroid  Screening  in  Arkansas 

Sam  L.  Shultz,  M.D.* 


^^/fany  physicians  in  the  state  may  recall  a 
child  with  cretinism  in  their  years  of  practice. 
Hypothyroidism,  one  of  the  most  common  con- 
genital endoaine  disorders,  has  mtdtiple  causes. 
Primary  thyroid  lailure  or  thyroid  dysgenesis 
accounts  for  8.5%  of  the  total  picttire.  I'his 
s]>oradic  di,sorder  rarely  affects  more  than  one 
family  member.  Total  alisence  of  the  thyroid 
gland  is  rare,  as  the  majority  of  Itabies  will  have 
some  rtidimentary  tissue  on  scanning  study. 

ABBRi:\aATION.S 
TRP  — d’hyroid  releasing  factor 
I’SH  — d hyroid  stimulating  hormone 
14  — .Serum  tliyroxine 

Otiier  less  fretpient  causes  of  hypothyroidism 
are  deficiency  of  "FRF,  radioiodine  administra- 
tion to  pregnant  watmen  with  hypothyroidism 
or  thyroid  cancer,  and  dyshormonogenesis.  This 
last  condition  may  be  clinically  suspected  Ity  tlie 
presence  ol  a goiter.  "FRF  is  a tripeptide  re- 
leased by  the  hypothalanuis  to  control  pituitary 
FSH  .secretion.  Rarer  still  are  isolated  TSH  de- 
ficiency, TSFI  unresponsiveness,  and  tnirespon- 
.sivene.s.s  of  the  thyroid  to  1’4.  The  incidence  of 
hypotliyroidism  is  1 in  5,000  to  1 in  0,000,  docti- 
mented  from  .several  geographic  areas.  In  Arkan- 
sas, tvith  32,000  birth/year,  we  cotdd  expect  to 
see  5 to  7 ca.ses/year.  There  is  a sex  difference 
with  females  affected  more  fre(|tiently  than  males, 
and  there  appears  to  be  a greater  incidence  in 
Caucasians. 

Prematurity  and  its  related  stresses  seem  to 
l)e  as.sociated  with  increased  incidence  of  ab- 
normal thyroid  ftinclion.  According  to  Fisher,^ 
the  32-35  week  gestation  infant  can  tisually  be 
evaluated  by  existing  biochemical  methods,  such 
as  "F.SH  and  T4.  These  guidelines  may  be  less 
usetul  in  the  more  premature  infant.  From  a 

*I)ivi8ion  of  Maternal  and  Cfiild  Health.  Arkansas  Department 
of  Health,  4815  West  Nfarkhain  Street.  I.itile  Rock.  Arkansas  72201. 


practical  standpoint,  hypoxia,  RD.S,  .sepsis  and 
other  neontal  stres.ses  will  lead  to  lowered  T4 
valties. 

Mass  screening  progTams  are  more  effective  in 
conditions  not  readily  identifiable  clinically. 
Early  crib  side  diagnosis  of  hypothyroidism  is 
difficidt.  .Several  studies  of  neonates  have  borne 
this  out.  Foley-  found  only  28%  of  a group  of 
biochemical  hypothyroid  infants  to  have  greater 
than  one  clinical  feature  of  the  disease.  Also,  the 
majority  (72%,)  had  normal  bone  ages  on  X-ray. 
Dussatdt’s^  report  of  28  cases  identified  by  screen- 
ing stated  only  three  had  clinical  features.  Dr. 
I heo  C.  Panos,^  late  Chairman  of  Pediatrics  at 
LIAMSC,  reported  on  20  children  greater  than 
6 months  of  age  wdth  the  following  findings: 


Developmental  Retardation 

20/20 

Lethargy 

18/20 

Puffy  Facies 

17/20 

Growth  Retardation 

16/20 

(3  partially  treated) 

Delayed  Fontanelle  Clostue 

15/20 

"Fongtie  Enlargement 

15/20 

Abdominal  Distension 

15/20 

Coarse  Thick  .Skin 

15/20 

Flmljilical  Hernia 

12/20 

Hoarse  \Mice 

1 1 /20 

Hair  Dry,  Coarse 

7/20 

Lowery,-'^  et  ah,  reported  the  progression  of  find- 
ings in  untreated  children  at  varying  ages. 

.S9  cretins  .S9  cretins  49  cretins 


Finilings  (%  age) 

1 month 

3 months 

(i  months 

Lethargy 

37% 

/ 0 

96% 

Constipation 

34 

70 

92 

Weight  gain  problems 

62 

72 

83 

Respiratory  distress 

58 

68 

76 

Dry  skin 

33 

76 

76 

Umbilical  hernia 

67 

67 

67 

Myxedema 

13 

40 

67 

Prolonged  icterus 

12 

12 

12 
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Klein''  rcpoitcd  on  tince  slndics  sliowiii”  that 
ticatincnt  by  a niontlis  ol  age  is  associated 
with  signirietintly  highei  IQs  than  tieatinent  at 
t)  montlis.  He  likeevise  stated  that  a gionj)  ol 
82  hypothvi oidisin  inlants  treated  hy  ti  months 
developed  ecpially  well  mentally  as  did  the 
earlier  group.  This  older  group  h;ul  thyioid 
tissue  demonstrable  on  I tijnake.  So  it  ean 
he  seen  that  the  pietme  is  of  gradual  onset, 
nsnally  well  established  hy  six  months  hnt  less 
likely  to  respond  to  later  tieatment.  Some  re- 
searchers feel  that  the  children  who  do  poorly 
have  been  exposed  to  :i  longer  jteriod  of  thyroid 
deprivation  in  ntero. 

d he  original  work  on  thyroid  screening  tvas 
reported  from  Q tie  bee  in  197(),'^'  covering 
175,000  infants  iti  a 2 year  period,  diagnosing 
28  cases.  Heelstick  blood  dripped  onto  filter 
jtaper  in  conjtniction  with  the  PKIJ  was  tested 
for  ^ by  radioimnumoassay;  any  specimen  fall- 
ing otitside  two  sttindard  deviations  from  the 
mean  (approximately  the  low  3%)  was  stibjected 
to  a TSH  by  radioimmtinoassay.  Babies  with  a 
high  I’SH  were  admitted  for  endocrine  evaltia- 
tion. 

I he  following  table  may  be  of  value  in  in- 
terpreting screening  data. 

Three  factors  shotdd  be  noted;  (1)  Use  of  T4 
alone  w'ill  restdt  in  an  overly  high  percentage  of 
normal  babies  being  recalled,  (2)  U.se  of  TSH 
alone  is  cpiite  expensive  and  misses  the  baby  with 
hypothalamic/hypopittiitary  cretinism,  and  (.3) 
There  is  no  absohite  valtie  for  low  d because  of 
the  variability  of  the  geometric  mean  from  day 
to  day. 

In  addition  to  the  Quebec  program,  .screening 
is  now  set  tip  in  California,  Pennsylvania,  Ore- 
gon, and  New  England,  to  name  a few.  Of  the 
six  states  bordering  Arkansas,  nctne  has  a hypo- 
thyroid screening  program. 

d'he  last  legislative  session  set  aside  ,‘ij>24,()()0 
to  be  tised  for  hyperthyroidism  screening  over 
the  next  fiscal  year.  Almost  all  Arkansas  hos- 


pitals siilimii  heelstick  blood  on  lilter  jiapei  to 
.Mil)  lor  PKU  tesiing.  I he  same  samjile  can 
be  used  for  Iiypothyroidism  screening,  protided 
aclecpiate  blood  is  chi|;pecl  onto  the  lilter  paper. 
Radioimmunoassays  lor  d , and  1 SH  are  clone 
ern  the  gamma  counter  at  the  .\H1)  Laboratory. 
.Approximately  150  d'4  sam|)les  can  be  run  daily, 
d'he  lowest  3%  are  inctilrated  witli  radioisotope 
for  72  hotirs  and  the  d SH  value  crbtainecl.  Any 
combination  of  Icrw  14  and  elevated  dSH  is  re- 
ported immediately  to  the  physician  by  the  med- 
ical consitltant  or  the  nur.se  practitioner,  d’he 
form  retitrned  to  the  submitting  physician  or 
hosjrital  will  show  the  actual  d ^ valite.  and  d’.SH 
w'here  apjdicable.  d’he  values  may  be  prestimcd 
to  be  normal  unless  followup  corresjronclence  is 
sent  from  the  MCH  Divisioti.  In  order  to  elevate 
the  program's  effectiveness  and  to  determine  the 
etiology  (>f  each  individtial  case  cjf  hypothyroid- 
ism, we  are  strongly  suggesting  each  child  with 
positive  .screening  results  be  referred  for  total 
thyroid  workup  by  pediatric  endocrinologists 
stich  as  those  at  .Arkansas  Children's  Hospital. 
Upon  notification  of  the  abnormal  lab  data,  an 
appointment  will  be  made  if  desired.  The  above 
mechanisms  of  followup  are  in  accord  with  the 
New  England  .Screening  Program. 

d’he  followung  table  of  thyreoid  ftinction  tests 
is  incltided:^ 


NORMAL  VALUES  FOR  INVITRO 
THYROID  FUNCTION  TESTS 


I ES  I 

.ScM  iini  14  ( Miir[)hy  ■ Patlc'c) 

Scnim  1’4  (RI.\)  ( .Mm pliy - I’atlt'C' ) 
.Scniiii  1';.,  ( RI.\) 

I';;  rc'sin  ii|>takc 

1’;;  resin  uptake  ratio 

1 4 • l':[  lesin  uptake  index  ( " I 7 ") 

Sertnn  I .SH  fRI.\  ) 

T4  - IL  index 

Seruni  I IK.  ( RI.\)  C '.hildren 
Sei  ttm  F 14 

% dialv/ahle  F F4 ) 

F F4  eoiuentiation 
Sentni  i IKI  caitacity.  tldldren 


NORMAL  R.WGF 
4..'")  - 1()..5  ml 

1.5  - 13.2  4tS'IO()  ml 
51)  - 220  tig,  lot)  ml 
35-  15%  ' 

0.80  -l.lt 

1.5  - 13.2  |Ug  100  ml 
1.5  - 10  'ml 

1.5  - 13.2  44g% 

2.5  - 1).  I mgL„ 


.1.022  - 0,032 
l.l  - 2.2  ng% 

I 1 ■ 32 


Table  V.  Spectrum  of  laboratory  values  in  neonatal  hypothyroidism 


Filter  P 

ajier  Spot 

Sertnn 

131  I 

1 livroid 

Diagnosis 

It 

I SH 

Id 

1 1 

RT;; 

1 SH 

l'])take 

Fisstie 

Primary  hypothyroidism 
Hypothalamic  or  hypopitni- 

i 

T 

i 

i 

N 

r 

1 

+ or  — 

tary  hypothyroidism 

i 

N 

i 

i or  N 

N 

N 

i 

+ 

Dyshormonogenesis 

i 

i or  N 

i or  N 
or  1 

p 

1 or  N 

N or  1 

Goiter 
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ADDENDUM;  In  the  past  4 months,  the  PKU 
screening  progiam  has  picked  up  two  Arkansas 
babies.  Upon  evaluation  at  Children’s  Hospital, 
one  has  the  disorder;  the  other  is  undergoing 
further  testing. 

Appreciation  is  given  to  Dr.  Jocelyn  Elders 
and  Dr.  Robert  H.  Eisher,  Jr.,  pediatric  endo- 
crinologists at  UAMSC,  who  reviewed  the  manu- 
script. 
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Here  and  There 

Alfred  Kahn,  Jr.,  M.D. 


^/^^^side  from  obvious  biologic  differences  in 
males  and  females,  there  appear  to  be  some 
subtler  ones.  In  an  article  entitled  “Androgenic 
Hormones  Modulate  Autoantibody  Response 
and  Improve  Survival  In  Murine  Lupus,”  Roubi- 
nian,  Papoian,  and  Talal  [Journal  of  Clinical 
Investigation,  Vol.  59,  page  1066,  June,  1977) 
studied  B/W  mice  which  have  an  auto  immune 
disease  like  lupus  erythematosus.  This  strain  of 
mice  are  able  to  make  LE  cells  and  nucleic  acid 
antibodies;  they  can  have  immune  complex  glo- 
merulonephritis. They  further  state  that  this 
lupus-like  disease  has  a definite  sex  difference  — 
female  mice  have  a much  more  severe  disease 
and  it  tends  to  begin  earlier.  The  authors  inves- 
tigated the  impact  of  the  animal’s  sex  on  lupus. 
They  were  impressed  that  the  lupus  susceptibil- 
ity may  have  been  established  very  early  in  the 
animal’s  life;  the  female  mice  had  an  earlier 


appearance  of  anti  DNA  antibody  and  an  earlier 
switch  to  7 S antibody.  The  authors  state  that 
androgens  play  a protective  role  in  the  auto 
immune  disease  of  mice;  they  suggest  that  andro- 
gens act  at  the  thymocyte  level.  The  authors  in 
discussings  their  results  and  the  work  of  others 
conclude  that  “immune  reactivity  is  generally 
enhanced  in  females  compared  to  males.”  Ee- 
males  have  higher  immunoglobuin  concentra- 
tions that  make  primary  and  secondary  antibody 
responses,  are  more  resistant  to  the  induction  of 
immunologic  tolerance,  have  an  enhanced  ca- 
pacity for  cell  mediated  immunity,  are  more  ef- 
fective in  the  rejection  of  tumors,  and  homo- 
grafts, and  have  enhanced  responses  in  mixed 
lymphocyte  culture. 

An  interesting  article  appeared  in  Archives  of 
Internal  Medicine  (Vol.  137,  page  905,  July, 
1977)  by  E.  D.  Robin  entitled  “Dysoxia.”  Robin 
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uses  ihc  term  tlysoxia  lo  clianu  tei  ize  disortlers 
ill  which  there  is  abnormal  utilization  in  the  tis- 
sues. Seventy  percent  to  85%  of  oxygen  is 
said  to  lie  utilized  in  the  electron  transport 
chain  of  the  metochondria.  Twenty  jiercent  of 
total  oxygen  intake  is  said  to  be  used  in  many 
different  chemical  reactions.  Robin  describes 
some  of  the  potential  causes  of  tlysoxia.  Hy- 
jxixemia  occurs  tvhen  the  blood  stream  does  not 
carry  enough  oxygen  from  anemia  or  low  p02. 
Reductxl  oxygen  delivery  may  be  from  decreased 
cardiac  output,  vascular  shunts,  or  failure  of 
hemoglobin  to  give  up  oxygen.  Another  form 
of  clysaxia  occurs  when  the  capillary  bed  is  struc- 
turally altered  or  from  a decrease  in  capillary 
mass.  Oxygen  may  not  diffuse  intracellularly  in 
a projjer  manner  and  it  may  not  reach  the  cell 
from  the  capillary  if  the  interstitial  fluids  are 
abnormal.  Dysoxia  may  obtain  clue  to  intrinsic 
mitochondrial  disorders,  and  Robin  discusses 
this  in  some  detail;  he  relates  that  a mitochondria 
may  be  studied  by  electron  microscope,  measur- 
ing mitochondrial  components  and  functionally: 
all  methods  have  been  used.  The  last  method 
involves  studying  adenosine  triphosphatae  gen- 
eration and  breakdown  in  relation  to  oxygen  — 
sites,  blocking  of  reactions,  etc.  Hypei  thyroidism 
is  cited  as  an  example  of  disordered  mitochon- 
drial oxygen  usage.  Other  intrinsic  mitochon- 
drial diseases  include  Luft  disease,  Vera  disease, 
mitrophenol  ingestion,  salicylate  intoxication, 
etc.  Hyperoxia  is  also  a form  of  dysoxia;  Robin 
mentions  four  types:  peripheral  chemoreceptor, 
depression,  factitial,  retrolental  fibroplasia,  and 
celluar  oxygen  poisoning.  All  in  all,  this  is  a 
most  provocative  article. 

In  another,  Thomas  N.  James  has  written  an 
interesting  treatise  on  “Small  Arteries  of  the 
Heart”  (Circulation,  Vol.  56,  page  2,  July,  1977). 
There  are  some  interesting  anatomic  facts  con- 
cerning the  small  artery.  The  small  arteries  of 
the  right  ventricle  do  not  penetrate  very  deeply 
into  the  myocardium;  the  reverse  is  true  in  the 
left  ventricle.  The  small  atrial  arteries  are 
largely  derived  from  the  left  circumflex  artery 
and  the  right  coronary  artery.  It  is  of  interest 
that  there  is  only  one  sinus  node  artery.  The 
small  coronary  arteries  anastimo.se  in  the  sub- 
endocardial region,  James  states  that  “large  vol- 
umes of  transanastomotic  coronary  flow  is  almost 
exclusively  through  epicardial  anastimoses.” 
James  has  listed  a variety  of  abnormalities  affect- 


ing small  arteries  including  dialietes  rnellitus, 
arterio-sclerosis,  amyloidosis,  collagen  disease, 
sickle  cell  disease,  deaf  long  O-T  syndrome, 
homocystinuria,  T ED,  high  blood  pre.ssure,  bac- 
teremia, neuro-muscular  disorders,  cardiomyop- 
athy, transplantation  rejection,  etc.  James  states 
that  tlie  small  arteries  “transmit  all  of  the  heart’s 
collateral  circulation.”  It  is  of  interest  that  when 
collaterals  take  over  the  one  of  the  main  changes 
that  strikes  observers  is  their  tortuosity.  Tlie 
clinical  results  of  occlusion  of  small  arteries  are 
listed  as  events  due  to  focal  fibrosis,  electrical 
instability,  failure  of  collateral  circulation.  All 
three  results  may  occur  or  any  combination 
thereof.  The  cjuestion  of  chest  pain  and  occluded 
small  coronary  arteries  was  discussed  by  James. 
He  states  that  he  has  never  seen  typical  angina 
pectoris  from  small  vessel  occlusion.  Small  vessel 
occlusion  is  said  to  cause  substernal  chest  pain 
that  many  radiate,  but  it  does  not  relate  to 
physical  or  emotional  stress  — nor  is  it  relieved 
by  nitroglycerin.  In  small  vessel  occlusion,  T- 
Wave  inversion  is  said  to  be  widespread  and  if 
there  is  widespread  small  vessel  disease,  cardiac 
hypertrophy  may  occur. 


ANSWER— Electrocardiogram  of  the  Month 

DISCUSSION:  In  the  vast  majority  of  cases,  limb  lead 
reversal  will  yield  inverted  P-waves  in  Lead  I.  The 
marginal  Q-waves  in  II,  III,  and  AVF  with  the  very  prom- 
inent R-spike  of  0.04  seconds  duration  in  Vi  coupled 
with  the  history  of  chest  pain  make  choice  (b)  tenable. 
Choice  (c)  is  also  within  the  realm  of  reason  because  of 
the  axis,  the  R-spike  in  Vi  with  R/S  ratio  greater  than  1, 
the  S-waves  through  Vr,  the  radiographic  findings,  and 
the  clinical  history.  Left  posterior  hemiblock  is  rare,  and 
the  axis  needs  to  be  far  to  the  right,  so  choice  (d)  de- 
pends upon  how  far  rightward  the  axis  is  deviated.  The 
QRS  duration  is  less  than  0.10  seconds  making  complete 
RBBB  a poor  choice.  Thus,  the  best  choices  are  (b)  and 
(c)  with  (d)  being  a distant  third.  There  has  not  been 
agreement  in  our  Division  as  to  how  to  interpret  this 
electrocardiogram.  A vectorcardiogram  might  give  more 
information  but  would  not  be  likely  to  change  the  im- 
mediate therapy  for  this  patient  as  presented. 
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THE  MONTH  IN  WASHINGTON 

riie  first  session  of  the  f)5tli  Ciongress  has  ad- 
jotirticd  antf  in  its  wake  leaves  no  major  new 
liealth  legislation.  Touted  as  the  “most  liberal 
Congress  of  recent  yetirs"  its  actions  on  balance 
with  res]:)ect  to  health  legislation  proved  to  be 
mote  conservative  than  liberal. 

And  both  the  Congress  and  the  Carter  White 
House  have  left  the  (|nestion  of  national  health 
insurance  (NHl)  legislation  next  year  very  much 
lip  in  the  air.  Health,  Education  and  Welfare 
Secretary  Joseph  Califano  has  announced  Ad- 
ministration proposed  NHl  legislation  may  not 
be  ready  until  197!). 

Shortly  thereafter,  however.  President  Carter 
reassured  United  Automobile  Wcrrkers  Pinion 
leaders  and  Senator  Edward  Kennedy  (D.-Mass.) 
that  a full  NHl  legislative  jiroposal  would  be 
forthcoming  in  197S  — but  reaffirmed  his  intent 
to  first  send  Congress  a statement  of  principles, 
followed  .shortly  by  a bill. 

lint  meanwhile,  back  on  the  Hill,  House  Ways 
and  Means  Health  Subcommittee  (the  key  Hon.se 
committee  for  enactment  of  NHl)  Chairman 
Dan  Rostenkowski  (D.-lll.)  has  cautioned  that 
spiraling  health  care  inflation  must  be  checked 
before  Congress  can  enact  a NHl  program. 

# * * # 

In  an  attempt  to  do  something  about  that 
spiraling  health  care  inflation  noted  by  Rep. 
Rostenkowski  three  major  health  organizations 
have  agreed  on  a sweeping  national  progiam  to 
curb  hospital  rate  increases  through  a private 
sector  re\'iew  .system  aimed  at  encouraging  hos- 
pitals to  .seek  efficiencies  and  to  spotlight  institu- 
tions that  fall  down  on  the  job. 

Responding  to  a challenge  from  Congress  for 
a vofnntary  alternative  to  the  Administration's 
])ro]>osed  Hospital  Cost  Containment  Act  for 
lederal  controls,  the  National  Steering  Commit- 
tee has  issued  a 15-point  program  featuring  a 
goal  of  a two  percent  reduction  a year  in  the  rate 
of  increase  in  hospital  costs. 

Ehe  steering  committee  was  formed  by  the 
American  Medical  Association,  the  American 


Hospital  Association  (AHA)  and  the  Eederation 
of  American  Hospitals  (EAH).  In  addition  to 
officials  of  these  organizations,  members  of  the 
committee  include  officials  of  the  Health  Insur- 
ance Association  of  America,  the  Health  Industry 
Mannfactnrers  Association,  the  Bine  Cross  As- 
sociation, consumer  consnltant  Virginia  Knaner, 
and  the  U.  S.  Chamber  of  Commerce. 

At  a new's  conference  in  Whashington,  D.  C., 
the  members  of  the  National  .Steering  Commit- 
tee announced  their  agreement  on  the  15-point 
program  and  urged  everyone  involved  including 
the  public,  labor,  management  and  the  govern- 
ment to  cooperate  in  the  attempt  to  brake  the 
rise  in  health  care  spending. 

Robert  B.  Hunter,  M.D.,  Chairman  of  the  AMA 
Board  of  Trustees  and  a member  of  the  commit- 
tee, told  the  news  conference  that  physicians  and 
hospital  personnel  share  the  public’s  concern 
over  the  cost  problem.  “We  believe  the  problem 
can  be  solved  voluntarily  better  than  by  govern- 
ment intervention.” 

Terming  the  meeting  “historic,”  Michael 
Bromberg,  Executive  Director  of  the  EAH,  said 
the  nation’s  hospitals  will  be  reviewed  openly 
and  the  identity  of  hospitals  that  are  overspend- 
ing will  be  made  public.  “Jn  effect  this  will  be 
peer  review  out  in  the  open,”  he  said. 

Under  the  program,  each  state  will  have  a 
steering  committee  composed  much  like  the  na- 
tional steering  group  which  will  receive  and  re- 
view monthly  data  from  hospitals  on  their  cost- 
efficiency  progre.ss. 

A “very  realistic  goal”  of  a two  percent  reduc- 
tion annually  in  the  rate  of  increase  over  the 
next  two  years  was  set  forth  by  John  Alexander 
McMahon,  AHA  President.  This  woidd  slow  the 
rate  of  increa,se  from  the  current  13.7  percem 
to  11.7  percent  next  year  and  about  9.7  percent 
the  following  year,  a level  near  that  of  the  rest 
of  the  economy. 

Describing  the  project  as  “a  more  concerted 
effort  than  any  undertaken  before,”  James  H. 
Sammons,  M.D.,  Executive  Vice  President  of  the 
AMA,  said  one  of  the  key  programs  will  be  to 


384 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


MlDlClNK  IN  IHK,  Nr.WS 


c\])aiul  |)ubli(  awareness  ol  the  need  lot  cost 
lestraints  and  cost  awareness  on  the  pai  t ol  con- 
snmers  as  well  as  |)ro\ideis. 

rite  call  lor  an  organi/ed  pri\ate  cost  contiol 
ellort  was  issnecl  several  weeks  ago  hy  Kep.  Ros- 
tenkowski,  ('Jiaii  inan  ol  the  I louse  Wkiys  and 
Means  Snheonnnittee  on  Health  tliat  had  heen 
considering  the  Administration's  j)lan  to  impose 
a nine  percent  cap  on  hosjiital  revenue  increases. 
The  strong  opposition  from  jnovidei  groups  as 
well  as  some  segments  of  lahor  that  wonlcl  he 
affected  stymied  the  controversial  plan  this  year, 
htit  Congress  will  still  htive  the  issue  hefore  it 
when  it  returns  for  its  second  session  in  fannary. 

Here  is  the  tentative  la-point  program  agreed 
to  hy  the  National  Steering  Committee: 

1.  Creation  hy  state  hospital  and  medical  or- 
ganizations of  state  level  voluntary  cost  contain- 
ment committees  to  develop  special  action  pro 
grams  for  their  states. 

2.  Immediate  reasse,ssment  hy  all  institutions 
of  planned  hndget  and  charge  acljnstments  to  de- 
termine what  can  he  done  to  shave  costs  in  the 
short  nm  consistent  with  sound  medical  practice. 

3.  Make  the  overall  national  goal  a two  per- 
cent annual  drop  in  the  rate  of  expenditure  hikes 
for  the  next  two  years. 

1.  Set  nj)  guidelines  for  consideration  hy  ho,s- 
pitals  and  state  committees  to  identify  hospitals 
where  special  efforts  need  to  he  made  to  cut 
costs.  Under  these  guidelines,  the  top  1,5  percent 
of  hospitals  projecting  the  highest  increases 
wonld  he  reviewed  first,  as  well  as  others  show- 
ing a higher  than  average  rise  in  expenditures. 

.5.  As  a national  goal  reduce  significantly  the 
rate  of  the  new  capital  investment  hy  hospitals 
over  the  next  two  years.  Also  as  a national  goal 
— no  net  increase  iti  the  national  total  of  hosjhtal 
heds  with  certain  exceptions. 

().  Recpiest  that  all  hosjjital  medical  staffs 
consider  ways  to  further  tighten  utilization  re- 
view — consistent  with  sound  metlical  practice. 

7.  .Study  and  development  hy  state  commit- 
tees of  programs  to  improve  prodiutivity  in  hos- 
jritals  hy  two  percent  a year. 

8.  Accelerate  current  tretuls  to  imjrrove  the 
health  delivery  system  through  mnlti-hospital 
.systems,  shared  services,  health  maintenance  or- 
ganizations and  single  and  multi-specialty  med- 
ical groups. 

9.  Notify  all  concerned  of  the  national  ))ro- 


gram  and  ni  ge  widest  support  and  (oopei  ation. 

19.  Ihos'ision  of  technical  assisttince  |)rograms 
hy  the  ,\M.\.  The  AHA  and  the  I'.MI  to  assist 
the  state  committees  ;ind  hospitals  in  carrying 
out  the  piogram. 

11.  Urge  hos])ital  sn])])lieis  to  snjjjjort  the 
program  and  exercise  lestiaint  in  jjricing. 

12.  Estahlish  a sidicommittee  on  public  edu- 
cation to  actively  iinohe  everyone  in  the  pio- 
gram and  tc:)  explain  it  to  the  public. 

13.  Seek  the  support  of  the  government. 

1 1.  Call  upon  insurance  carriers,  other  |mr- 
cha.sers  of  care,  industry  and  organized  lahor  to 
examine  expanded  consumer  cost  sharing,  cost 
effective  alternatives  to  existing  coverages,  and 
to  carefully  review  any  stdrstantial  expansion  ol 
existing  benefits. 

1,5.  Seek  a review  hy  gervermnent  of  the  cost 
imjtact  of  all  existing  federal  regulations,  to  he 
completed  hy  the  end  of  next  year. 

rite  Naticmal  Steering  Committee  is  composed 
of  the  following: 

AH.A's  Chairman-elect  Samuel  I’ihhitts,  Presi- 
dent of  the  Lutheran  Hospital  Society  of  South- 
ern California;  FAH's  President-elect  .Andrew 
^V.  Miller,  Senior  Vice  President,  Hospital  Cor- 
poration of  .America;  Dr.  Hunter  of  the  .A.M.A; 
Health  Insurance  Association  of  .Americti  Presi- 
dent Robert  Froehlke;  Harold  Huzzell,  President 
of  the  Health  Industry  .Mannfacturers  .Associ;i- 
tion;  Bine  Cross  .As.sociatic)n  President  Walter 
McNeiney;  Virginia  Knatier,  lormer  Presidential 
Special  .Assistant  on  Consumer  .Affairs;  and  C.  S. 
Tsowas,  General  Flectric  Corp.’s  consultant  for 
Insurance  Plans  and  Corporate  Emjrloyee  Rela- 
tions representing  the  Ik  S.  Chamber  of  Com- 
merce. 

# # * # 

I he  House  has  unanimously  asked  the  Carter 
.Administration  to  set  aside  or  relax  many  of  its 
controversial  health  planning  gnidelines. 

Published  in  the  Federal  Register  in  Septem- 
ber the  guidelines  are  part  of  a campaign  to 
check  health  cost  inflation.  Fhe  Congressional 
turn  clown  of  the  HEW  projrosals  was  anevther 
painful  examjde  of  the  .Administi  ation's  poor 
batting  average  on  the  Hill. 

Congress  rejected  the  gtndelines  hy  a 357  to  0 
vote  on  a resolution  introduced  hy  Rep.  Berkley 
Bedell  (I). -Iowa). 

Objections  to  the  proposed  gindelines  that 
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swarmed  into  the  Congi'ess  and  HEW  fell  into 
three  major  areas.  These  are: 

**That  the  proposed  guidelines,  as  currently 
draftetl,  might  force  small  rural  or  com- 
munity hospitals  to  close; 

**d'hat  the  standard  applicable  to  obstetrical 
units  may  be  too  strict; 

**l’hat  the  guidelines  will  tend  to  take  de- 
cision-making out  of  local  hands. 

HEW  officials  have  promised  to  ease  the  pro- 
jrosed  guidelines  in  a final  version  due  early  in 
1978. 

Bertram  Brown,  M.D.,  long-time  head  of  the 
National  Institute  of  Mental  Health,  has  been 
dismissed  by  HEW  Secretary  Joseph  Califano  on 
gi'ounds  that  “new  blood”  is  needed  to  “invigo- 
rate institutions.” 

Dr.  Brown,  46,  is  a Democrat  who  was  ap- 
pointed NIMH  Director  when  Lyndon  Johnson 
was  President  and  survived  the  eight  years  of 
Repidilican  Administrations.  The  post  theoret- 
ically was  made  immune  from  politics  by  Con- 
gress. Dr.  Brown  protested  his  ouster  as  politiciz- 
ing the  Directorship. 

Mental  health  has  been  one  of  the  chief  in- 
terests of  President  Carter’s  wife,  Rosalyn,  and 
his  chief  health  adviser,  Peter  Bourne,  M.D.  Dr. 
Brown  was  reported  to  be  close  to  Mrs.  Carter 


and  Dr.  Bourne,  the  underlying  reason  for  Cali- 

fano’s  action  was  not  clear. 

# # # # 

The  American  Medical  Association  has  been 
praised  by  Rep.  Romano  Mazzoli  (D.-Ky.)  for 
its  “enthusiastic,  nationwide  efforts”  to  promote 
awareness  of  childhood  diseases  and  the  need  for 
immunization.  In  a statement  for  the  Congres- 
sional Record,  Mazzoli  noted  one  feature  of  the 
campaign  is  a hopscotch  court  with  the  squares 
labeled  with  disease  names  and  with  immuniza- 
tion in  sky-blue  at  the  top  of  the  game.  The 
AMA  and  its  Auxiliary  have  developed  a kit  con- 
taining background  material  on  immunization, 
model  press  releases,  model  editorials,  com- 
mercials and  pupjaet  shows  as  well  as  a full-size 
stencil  for  the  hopscotch  courts,  the  lawmaker 
noted. 

* # 41: 

MEMORIAL  FUND  FOR  DR.  HARVILLE 

A memorial  fund  in  honor  of  the  late  Dr. 
William  E.  Harville  of  Little  Rock  has  been 
established  at  the  Baptist  Medical  Center.  Dr. 
Harville  died  January  1,  1978.  Donations  to  the 
Dr.  W.  E.  Hai'ville  Memorial  Cancer  Research 
Fund  can  be  sent  to  Mr.  H.  Terry  Lynn,  Ad- 
ministrator, Baptist  Medical  Center,  9600  West 
12th  Street,  Little  Rock,  Arkansas  72201. 


PERSONAL 


DR.  MASSEY  SPEAKS 

Dr.  J.  Y.  Massey  of  Mountain  Home  recently 
spoke  to  the  Baxter  General  Hospital  Auxiliary 
on  the  intraocular  lens  implant  method  of  treat- 
ing cataract  patients. 


HOSPITAL  OFFICERS  ELECTED 

Boone  County  Hospital,  Harrison.  Dr.  Charles 
Ledbetter,  chief  of  staff;  Dr.  Thomas  Simpson, 
vice  chief  of  staff;  Dr.  Donald  Butts,  secretary; 
Dr.  R.  H.  Langston,  medical  staff  liaison  officer; 
and  Dr.  Van  Smith,  medical  staff  liaison  officer- 
elect. 

White  River  Medical  Center,  Batesville.  Dr. 
James  M.  Stalker,  chief  of  staff;  Dr.  Bob  Smith, 


AND  NEWS  ITEMS 


vice  chief  of  staff;  and  Dr.  Nathan  E.  Strickland, 
secretary.  Chiefs  of  service  include  Drs.  Paul 
Baxley,  coronary  care  unit-medicine;  Jim  Lytle, 
obstetrics;  Chaney  Taylor,  family  medicine;  and 
D.  Charles  McClain,  radiology. 

Sparks  Regional  Medical  Center,  Fort  Smith. 
Dr.  Homer  Ellis,  chief  of  staff;  Dr.  Peter  Irwin, 
vice  chief;  and  Dr.  Harold  M.  Mings,  seaetary. 
Medical  services  chiefs  and  vice  chiefs  are;  Anes- 
thesia — Dr.  Norman  Westermann,  chief;  Cardi- 
ology — Dr.  John  R.  Pope,  chief;  Emergency 
Room  — Dr.  Kent  Alexander,  chief;  Family  Prac- 
tice — Dr.  R.  J.  I'hompson,  chief;  Dr.  Kemal 
Kutait,  vice  chief;  Medicine  — Dr.  W.  F.  Turner, 
chief;  Dr.  Eldon  Pence,  vice  chief;  Obstetrics - 
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Gynecology  — Dr.  William  laic,  chief;  Orllio- 
jxxlics— Dr.  james  Buie,  cliicf;  Dr.  [olui  \Vide- 
man,  vice  chief:  Pathology  — Dr.  Gene  (iirkiii, 
chief;  Psychiatry  — Dr.  Joe  H.  Dor/al),  chief: 
Pediatrics  — Dr.  John  Watts,  chief;  Radiology  — 
Dr.  Galvin  Cassady,  chief;  Surgery  — Dr.  Donald 
Patrick,  chief;  Dr.  Sam  l.andrum,  vice  chief; 
Ih'ologv  — Dr.  Gerald  AWahman,  chief. 

Crittenden  Metnoriai  Hospital,  TIV’.v/  Memphis. 
Dr.  Glenn  P.  Schoettle,  chief  of  staff;  Dr.  \\htde 
Westbrook,  secretary. 

PHYSICIAN  CANDIDATES 

Five  pliysicians  have  announced  their  candi- 
dacy for  school  board  positions  in  tlieir  com- 
munities. They  are:  Dr.  James  M.  Carter  of 
Rus.sellville,  Dr.  T.  A.  Feild,  III,  of  Fort  Smith, 
Dr.  Michael  N.  Moody  of  Salem,  Dr.  James  F. 
Rogers  of  Jonesboro,  and  Dr.  Joe  Bill  Wilson 
of  Harrison. 

DR.  NEFF  RELOCATES 

Dr.  Michael  D.  Neff  has  relocated  in  Jonesboro 
where  he  is  associated  with  St.  Bernard’s  Regional 
Medical  Center  in  Emergency  Medicine.  Dr. 
Neff  was  formerly  a general  practitioner  in 
AValniit  Ridge. 

SCIENTIFIC  PUBLICATION  TRANSLATED 

“Ocular  Differential  Diagnosis,’’  Second  Edi- 
tion, by  Dr.  F.  Hampton  Roy,  a Little  Rock 
Ophthalmologist,  has  been  translated  and  pul)- 
lished  in  Spanish  and  Portuguese. 

DR.  EDDS  AWARDED 

Dr.  Millard  Edds  of  Van  Buren  was  the  re- 
cipient of  the  Chamber  of  Commerce’s  “Out- 
standing Citizen”  platpie  which  was  presented 
recently  at  a banquet.  Dr.  Edds  has  practiced 
general  medicine  in  Van  Buren  since  1952. 

DOCTORS  PRESENT  PAPER 

A scientific  paper  entitled  “O.P.S.C.  Improv- 
ing the  Delivery  of  Otolaryngological  Surgical 
Care,”  by  Drs.  Ted  Bailey,  James  Papjxas,  and 
Ellery  Gay,  all  of  Little  Rock,  was  read  by  Dr. 
Bailey  at  the  recent  Southern  Section  Meeting 
of  the  American  Laryngological,  Rhinological, 
and  Otological  Society  Incorporated  in  Houston, 
Fexas.  “O.P.S.C.”  refers  to  Outpatient  Surgical 
Center. 

DR.  WILSON  HONORED 

Dr.  John  H.  Wilson  of  Magnolia  was  recently 
honoretl  by  the  Southern  Arkansas  University 
board  of  trustees  Ity  resolution  of  appreciation 


and  a proclamation  citing  him  as  Board  Member 
Fmerilns.  Dr.  Wilson  served  as  a board  member 
for  thirty-tin ee  years  and  was  chairman  from 
19()1  to  1973.  During  the  1977  spring  graduation 
ceremonies  he  was  awarded  the  Distinguished 
Alumni  Award. 

DR.  BAKER  RELOCATES 

Dr.  Ronald  L.  Baker  has  joined  the  staff  at 
Searcy  Medical  Center  as  a Family  Physician. 
Dr.  Baker  formerly  practiced  in  North  Little 
Rock. 

WALNUT  RIDGE  GAINS  PHYSICIANS 

Fwo  surgeons  have  located  in  Walnut  Ridge. 
Dr.  .\lberto  Angles  is  associated  with  the  Law- 
rence County  Family  Clinic.  Dr.  Angles  is  a gen- 
eral surgeon  and  previously  practiced  in  Cleve- 
land, Oklahoma. 

Dr.  Anibal  R.  Hadad  has  joined  Dr.  Ralph 
Joseph  for  six  months  service,  after  which  he  will 
begin  a vascular  surgery  fellowship. 

DR.  CULP  AUTHORS  BOOK 

Dr.  William  C.  Cidp  was  a recent  guest  on  a 
Fort  Smith  television  program.  Fle  discussed  his 
new  book,  “Shallow  Water  Sailing.” 

DR.  RODGERS  SPEAKS 

Dr.  Porter  Rodgers,  Jr.,  of  Searcy,  was  the  fea- 
turetl  speaker  at  a recent  meeting  of  the  AVhite 
(iounty  Unit  of  the  .American  Cancer  Society. 

DR.  CROW  HONORED 

Dr.  Met  1 Crow  was  recently  honored  by  the 
Warren  Chamber  of  Commerce  as  the  Bradley 
County  “Citizen  of  the  Year.”  Dr.  Crow  has  been 
in  General  Practice  in  Warren  for  thirty-seven 
years. 

DR.  DREWERY  GUEST  SPEAKER 

Dr.  Lawrence  E.  Drewery  s])oke  recently  at  a 
public  forum  in  Camden.  His  topic  was  “The 
Nationalization  of  Health  Insurance  and  Its  Im- 
{)act  on  the  Elderly.” 

DR.  GALBRAITH  ELECTED  CHAIRMAN 

Dr.  Robert  C.  Galbraith,  a Little  Rock  neu- 
rologist, has  been  clectetl  chairman  of  the  .\r- 
kansas  Chapter  of  the  National  Multiple  Sclerosis 
Society. 

DR.  DUNN  HONORED 

Dr.  I’om  L.  Dunn  was  recently  honored  with 
a retirement  jxorty  by  the  Calhoun  County  Hos- 
pital in  Hampton.  Dr.  Dunn  was  presented  an 
engraved  placpie  commemorating  his  twenty-five 
years  of  service  to  the  community. 
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DR.  WEBER  SPEAKS 

Dr.  Edward  R.  ^Veber  of  Little  Rock  was  a 
featured  speaker  at  a “Future  Health  dare  in 
.Arkansas"  conference  at  the  University  of  Cen- 
tral .Arkansas  Health  Sciences  Center  in  Conway. 
He  spoke  on  “Reconstrtictive  Surgery  of  tite 
.Arthritic  Hand."  Dr.  Welter  is  liead  of  the  Sec- 


tion of  Hand  Surgery  at  the  University  of  .Ar- 
kansas College  of  Medicine. 

DR.  DAVIS  SERVES 

Dr.  J antes  Davis  of  Mount  Ida  is  serving  as 
medical  advisor  for  the  Montgomery  County 
Chapter  of  the  .American  Heat  t .Association. 


PROCEEDINGS 

OF 

SOCIETIES 


FIRST  COUNCILOR  DISTRICT  MEETING 

First  District  Councilors,  Dr.  John  B.  Kirkley 
and  Dr.  Merrill  |.  Osborne,  held  a meeting  for 
the  members  of  tlieir  di.strict  on  February  7,  1978, 
at  the  Jonesboro  County  Chib. 

d he  program  was  to  consist  of  Dr.  Morriss  M. 
Henry,  State  Senator  from  Fayetteville,  and  Mr. 
Ken  I.aMastus  of  the  Society  staff,  who  were  to 
discuss  tlie  need  for  physician  involvement  in  the 
legislative  proce,ss.  Dr.  Henry  was  unable  to  at- 
teml  dtie  to  the  inclement  weather. 

Mr.  I.aMastus  discussed  the  need  for  physi- 
cians to  Irecome  involved  in  political  activities 
during  this  landmark  year  in  Arkansas  politics. 
He  pointed  out  that  the  jxjople  of  .Arkansas  will 
elect  a United  States  senator,  two  Ibiited  States 
representatives,  and  governor  this  year.  It  was 
also  pointed  out  the  importance  of  supporting 
candidates  for  the  State  Senate  and  House  of 
Representatives  because  these  are  people  who 
pass  the  laws  that  affect  the  physicians  of  Arkan- 
sas. 

Mr.  LaMastus  review'ed  some  of  the  liills  in- 
troduced in  the  last  legislative  session  that  were 
of  danger  to  the  practice  of  medicine  and  several 
issues  that  will  probably  come  up  in  the  next 
session  of  the  .Arkansas  General  Assembly. 

Approximately  one  hundred  people  consisting 
of  physicians  and  spouses  attended  the  meeting. 

# # # # 


SEVENTH  COUNCILOR  DISTRICT  MEETING 

Dr.  Robert  McCrary  of  Hot  Springs,  Senior 
Councilor  for  tbe  Seventli  District,  arranged  an 
excellent,  timely  program  for  members  in  his  dis- 
trict. Fhe  meeting  was  held  February  11,  1978, 
at  DeGray  I.otlge,  DeGray  State  Park. 

I'he  Saturday  morning  program  was  devoted 
to  topics  of  a socio-economic  nature. 

Mr.  Paul  Schaefer,  Executive  Director  of  the 
.Arkansas  Foundation  for  Medical  Care,  reviewed 
tlie  program  of  the  Professional  Standards  Re- 
\'iew  Organization  and  its  effect  on  the  practice 
of  medicine  in  the  State.  Dr.  Robert  Benafield, 
Medical  Director  of  .Arkansas  Blue  Cross- Blue 
Sliield,  discussed  the  project  for  change  to  one 
locality  for  payment  of  physicians’  fees  under 
Medicare.  Dr.  Morriss  Henry,  State  Senator  from 
Fayetteville,  discussed  the  need  for  physician  in- 
volvement in  the  legislative  process.  Drs.  Ken 
Lilly  and  Kemal  Kutait,  both  of  Fort  Smith,  dis- 
cus.sed  the  Arkansas  Medical  Political  Action 
Committee  and  urged  physician  participation  in 
its  activities.  Mr.  Eugene  Warren,  Society  legal 
coun.sel,  spoke  on  the  proposed  malpractice 
amendment  to  the  State  Constitution.  Dr.  Joe 
Verser,  Secretary  of  the  Arkansas  State  Medical 
Board,  had  been  scheduled  to  review  the  role  of 
physicians'  assistants,  but  was  unable  to  be  pres- 
ent; Dr.  McCrary  and  other  panelists  reviewed 
the  status  of  physicians'  assistants. 

The  Saturday  afternoon  program  was  pre- 
sented in  cooperation  with  the  Department  of 
Continuing  Education  of  St.  Joseph’s  Mercy 
Medical  Center  in  Hot  Springs  and  qualified  for 
four  hours  of  Category  I credit.  The  scientific 
program  was  presented  by  members  of  the  staff 
of  St.  Joseph’s,  as  follows: 

“The  Use  of  Systematic  Computerized  Axial 
Tomography  in  Family  Practice,”  Dr.  M.  R. 
Springer,  Jr.,  Department  of  Radiology. 

“The  Selection  of  Patients  for  Coronary  Angi- 
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ogi'iipiiy,"  Dr.  K.  R.  |ay;ir;uii;m,  Departinciu  ol 
(larcliology. 

‘■'rhe  Rec()<>iiiii()n  and  Prcncniion  of  .Siiokc.s," 
Dr.  .Snriiuler  X.  (inpta,  Dcpailment  of  Neuro- 
.snrgery. 

“Newer  Laboratory  Proeecluie.s  and  I heir  .Sig- 
nilieanee,"  Dr.  William  K.  Ciermaiiy,  Director  ol 
(dinical  Laboratory. 

"I'he  INe  of  the  Cfeneral  Ho.spital  lor  tlie 
Treatment  of  tlie  Psychiatric  Patient,"  Di.  Eu- 
gene ^V  aterman,  Department  of  Psychiatry. 

“The  Management  of  the  .Vbnormal  Pap 
.Smear,"  Dr.  Robert  F.  McLrary,  Department  of 
Gynecology. 

A cocktail  party  Satnrday  evening  feat m eel 
oysters  on  the  half  shell,  shrimp,  and  hot  hors 
cToeiivers.  The  cocktail  hour  and  the  dinner 
fcjllowing  provided  an  opporttmity  ftjr  renewing 
accpiaintances  and  discussing  the  many  problems 
facing  physicians. 

DeGray  Lodge  offered  nice  facilities  and  good 
food  in  a beantifnl  setting.  Those  members  in 
the  district  who  were  unable  to  attend  missed 
an  outstanding  meeting.  A similar  program  is 
jrlanned  for  next  year  and  members  are  urged 
to  participate. 

* # # # 

NINTH  COUNCILOR  DISTRICT 

The  Ninth  Goimcilor  District  meeting  was  held 
on  February  14,  1978,  in  conjnnction  with  the 
regular  monthly  meeting  of  the  Boone  Gonnty 
Medical  Society.  The  meeting  was  called  to  order 
by  Dr.  Rhys  \Vhlliams,  President  of  the  Ninth 
Goimcilor  District,  Arkansas  Medical  Society. 
Dr.  Richard  Knharich,  President  of  the  Boone 
Comity  Medical  Society,  presented  an  award  for 
recognition  of  distingnished  service  liy  the  Ameri- 
can Medical  Association  to  Dr.  Mahlon  Maris. 
This  was  for  outstanding  efforts  on  the  Young 
Physicians  Committee. 

Introduction  of  the  honored  guests  was  made; 
Dr.  Morriss  Henry,  Senator,  Seventh  District;  Dr. 
C.  C.  Long,  Executive  Vice  President,  Arkansas 
Medical  Society;  Dr.  Robert  Benafield,  Medical 
Director,  Arkansas  Blue  Cross- Blue  Shield. 

Dr.  Henry  spoke  to  express  the  need  for  all 
physicians  to  actively  participate  in  the  jiolitical 
processes. 

Dr.  Long  sjxike  about  the  current  status  of 
various  legislation  and  reiterated  Dr.  Henry’s 
feelings  lor  the  need  for  greater  input  from  the 
practicing  physicians. 


Dr.  Benafield  gave  a resume  ol  tlie  status  ol 
the  single  locality  rule  as  it  ;i|)plies  to  payment 
of  benefits. 

Flection  of  officers  for  the  1978-79  year  lot 
the  Nintli  Councilor  District,  .Arkansas  Medical 
•Society,  was  held.  Dr.  Harmon  Lushbaugh  was 
elected  president  by  acclamation.  Dr.  4'om 
Wliiting  was  elected  Secretary-4  reasurer,  also  by 
acclamation. 

The  meeting  was  adjourned  by  Dr.  Ruharich. 


PULASKI  COUNTY  ADDS  MEMBERS 

The  Pulaski  County  Medical  Society  has  ac- 
cejited  into  its  membership  the  following  new 
resident  members; 

DR.  DOUCtLAS  M.  ROGERS,  a native  of 
Portland,  Oregon,  is  an  Anesthesiology  resident 
at  the  University  of  Arkansas  Medical  Center. 
Dr.  Rogers  received  his  pre-medical  education 
at  the  University  of  .Arkansas  in  Little  Rock 
where  he  received  his  B.S.  degree,  and  Arkansas 
State  4’eacher.s  College  in  Conway,  graduating 
with  a M.S.  degree.  He  is  a 197()  graduate  of  the 
University  of  .Arkansas  College  of  Medicine. 

DR.  JAN  IT.  SCRUGGS  was  born  in  Little 
Rock  and  received  his  pre-medical  education  at 
the  University  of  Arkansas  in  Fayetteville.  He 
was  graduated  from  the  llniversity  of  .Arkansas 
College  of  .Aledicine  in  1974.  Dr.  Scruggs  is  in 
Ophthalmology  residency  training  at  the  Univer- 
sity of  .Arkansas  Medical  Center. 

DR.  WILLIAM  J.  SMEAD  is  a native  Arkan- 
san. He  was  born  in  Camden,  received  his  Bach- 
elor of  .Arts  degree  from  the  University  of  .Arkan- 
sas and  was  gTaduated  from  the  Ibiiversity  of 
Arkansas  College  of  Medicine  in  1!)70.  Dr. 
Sinead  is  a resident  in  Ophthalmology  at  the 
Llniversity  of  .Arkansas  Medical  Center. 
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SEBASTIAN  COUNTY'S  NEW  MEMBERS 

Sebastian  County  Medical  Society  has  added 
three  new  members  to  its  membership  roll.  They 
are: 

DR.  MARVIN  E.  MUMME,  a native  of  San 
Antonio,  Texas.  Dr.  Mumme  received  his  pre- 
medical education  at  the  University  of  Texas  and 
was  graduated  from  the  University  of  Texas 
Southwestern  Medical  School  in  Dallas,  Texas, 
in  1970.  He  received  his  internship  and  residency 
training  in  Orthopaedic  Surgery  at  Parkland  Me- 
morial Hospital  in  Dallas.  Dr.  Mumme  served 
in  the  United  States  Air  Force  and  was  stationed 
in  Colorado  Springs,  Colorado. 

Dr.  Mumme  is  associated  with  the  Department 
of  Ordiopaedics  at  Holt-Krock  Clinic  in  Fort 
Smith. 

DR.  PAUL  A.  PRADEL,  who  was  born  in  New 
Orleans,  Louisiana.  He  received  his  Bachelor  of 
Arts  degree  in  Biology  at  Rice  Institute,  Houston, 
Texas,  in  1971,  and  his  M.D.  degree  from  Tulane 
University  School  of  Medicine,  New  Orleans, 
Louisiana,  in  1974.  Dr.  Pradel  was  in  Internal 


Medicine  internship  and  residency  training  at 
Baylor  College  of  Medicine  in  Houston,  Texas. 

He  began  the  practice  of  Internal  Medicine  at 
314  North  Greenwood  in  Fort  Smith  in  January 
1977,  in  association  with  Drs.  McDonald  Poe  and 
Eldon  D.  Pence. 

DR.  WILLIAM  SHERRILL,  JR.,  who  was 
born  in  Fairmont,  Nebraska.  Dr.  Sherrill  re- 
ceived his  B.A.  degree  from  the  University  of 
Texas  in  Austin  in  1966.  He  was  graduated  from 
the  University  of  Texas  Southwestern  Medical 
School  in  Dallas  in  1970  and  interned  at  Park- 
land Memorial  Hospital  in  Dallas.  In  1972,  Dr. 
Sherrill  completed  one  year  of  General  Surgery 
residency  training  at  Methodist  Hospital  in  Dal- 
las. After  serving  two  years  in  the  United  States 
Air  Force,  Dr.  Sherrill  completed  three  years  of 
Orthopaedic  Surgery  residency  training  at  Baylor 
College  of  Medicine  at  Houston,  Texas.  He  was 
a teaching  assistant  at  Baylor. 

Dr.  Sherrill  is  associated  with  the  Department 
of  Orthopaedics  at  Holt-Krock  Clinic  in  Fort 
Smith. 


TO 

COME 

M.  D.  ANDERSON/UNIVERSITY  OF  TEXAS 
CONFERENCE 

The  University  of  Texas  System  Cancer  Cen- 
ter, M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tute will  present  a Clinical  Conference  on  Cancer 
of  the  Genitourinary  Tract  on  November  2-3, 
1978.  The  1978  conference  will  focus  on  issues 
of  diagnosis,  staging,  and  therapy  as  they  relate 
to  the  critical  and  sometimes  controversial  ther- 
apies of  the  multiple  stages  of  urological  malig- 
nancies. 

This  medical  education  offering  meets  the  cri- 
teria for  fourteen  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  American 
Medical  Association  and  is  acceptable  for  four- 
teen hours  by  the  American  Academy  of  Family 
Physicians. 

For  further  information  write:  George  R. 
Blumenschein,  M.D.,  Office  of  Education,  The 
University  of  Texas  System  Cancer  Center,  M.  D. 


Anderson  Hospital  and  Tumor  Institute,  Texas 
Medical  Center,  Houston,  Texas  77030. 


O 

OBITUARY 

DR.  HARRY  M.  WHITE 

Dr.  Harry  M.  White  of  Rogers  died  January 
14,  1978,  at  the  age  of  fifty-eight.  Dr.  White  was 
born  October  25,  1919,  in  Lawrence,  Kansas,  and 
was  a 1945  giaduate  of  the  University  of  Kansas 
School  of  Medicine.  He  served  his  internship  at 
the  FInited  States  Naval  Hospital  in  Jacksonville, 
Florida,  following  which  he  served  on  active  duty 
with  the  United  States  Navy.  Dr.  White  began 
practicing  in  Rogers  in  1949  at  the  Rogers  Med- 
ical Center.  He  was  a member  of  the  staff  at 
Rogers  Memorial  Hospital  and  had  also  served 
as  chief  of  staff.  Dr.  White  was  a member  of  the 
Arkansas  Academy  of  Family  Physicians  and 
various  civic  organizations  in  Rogers. 

Dr.  White  is  survived  by  his  three  sons,  Harris, 
John  Mark,  and  Walter  Lee,  and  a daughter, 
Charla,  all  of  Rogers. 
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CONVENTION  SECTION 


Program  For  Annual  Meeting 

April  16-19, 1978 

Arlington  Hotel 
Hot  Springs 


Arkansas  Medical  Society 


CONVENTION  OFFICIALS 


CHAIRMAN:  James  A.  Wellons,  M.D.,  Little  Rock 

CO-CHAIRMAN:  W.  Payton  Kolb,  M.D.,  Little  Rock 

PROGRAM  COMMITTEE: 

Asa  Crow,  M.D.,  Paragould 
Joseph  Robinette,  M.D.,  Pine  Bluff 
G.  Thomas  Jansen,  M.D.,  Little  Rock 
Gilbert  S.  Campbell,  M.D.,  Little  Rock 
Ken  Lilly,  M.D.,  Fort  Smith 
W.  F.  Turner,  M.D.,  Fort  Smith 
Wendell  Ross,  M.D.,  Fort  Smith 
George  H.  Collier,  Jr.,  M.D.,  Paragould 
Charles  A.  Taylor,  M.D.,  Batesville 

DISTRICT  HOSTS:  FIRST  COUNCILOR  DISTRICT 
John  B.  Kirkley,  M.D.,  Councilor 
Merrill  J.  Osborne,  M.D.,  Councilor 

SCIENTIFIC  EXHIBITS  CHAIRMAN:  J.  Larry  Lawson,  M.D.,  Paragould 

MEMORIAL  SERVICE  CHAIRMAN:  Carl  Wenger,  M.D.,  Little  Rock 


CONTINUING  MEDICAL  EDUCATION  CREDIT 
As  an  organization  accredited  for  continuing  medical  education,  the 
Arkansas  Medical  Society  Committee  on  Scientific  Programs  certifies  that  this 
continuing  medical  education  activity  meets  the  criteria  for  9^  credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association. 


^ ^ 

Program  is  acceptable  for  9^  prescribed  hours  by  the  American  Academy  of 
Family  Physicians. 


^enerai  information 


8:00  a.m.  to  5:00  p.m. 
8:00  a.m.  to  5:00  p.m. 
8:00  a.m.  to  5:00  p.m. 
8:00  a.m.  to  1 1 :00  a.m. 


REGISTRATION 

The  registration  desk  will  be  located  in  the  mezzanine  lobby  area  of  the 
Arlington  Hotel  and  will  be  open  as  follows: 

Sunday,  April  16 
Monday,  April  17 
Tuesday,  April  18 
Wednesday,  April  19 

Registration  cards  and  badges  will  be  prepared  in  advance  for  the  officers 
of  the  State  Society  and  for  the  county  society  delegates.  Delegates  are  requested 
to  present  credentials  in  proper  form  when  registering. 

All  members  and  visitors  are  required  to  register,  as  admission  to  all  sessions 
will  be  by  badge  only.  Bring  your  1978  membership  card  to  facilitate  registration. 

There  will  be  a $5.00  registration  fee  for  non-member  physicians. 

Tickets  for  the  Tuesday  night  banquet  may  be  purchased  at  the  registration 
desk. 


TELEPHONE  SERVICE 

As  a convenience  to  physicians  in  attendance  at  the  meeting,  arrangements 
have  been  made  for  telephone  service  at  the  Society  convention  registration 
desk.  It  is  suggested  that  you  give  the  following  information  to  your  office 
personnel  so  that  you  may  be  contacted  in  case  of  an  emergency: 

Arkansas  Medical  Society  Convention  Registration  Desk  telephone  number 
(direct  line)  624-3831. 


Wemorlai  St 


eruice 


A joint  Society-Auxiliary  Memorial  Service  will  be  held  on  Sunday,  April  16, 
at  1:00  p.m.  in  the  Ballroom  of  the  Arlington  Hotel. 

W.  Payton  Kolb,  M.D.,  President  of  the  Society,  will  preside  at  the  service 
and  read  the  names  of  deceased  members  of  the  Society.  Mrs.  Kemal  Kutait, 
President  of  the  Auxiliary,  will  read  the  names  of  deceased  members  of  the 
Auxiliary.  Carl  Wenger,  M.D.,  of  Little  Rock,  will  make  the  “Memorial  Address.” 


IN  MEMORIAM 
SOCIETY  MEMBERS 


Dr.  William  J.  Butt,  Fayetteville 
Dr.  James  R.  Callaway,  Benton 
Dr.  A.  D.  Cathy,  El  Dorado 
Dr.  Richard  B.  Dickinson,  DeQueen 
Dr.  Leroy  E.  Ellison,  Warren 
Dr.  William  E.  Harville,  Little  Rock 


Dr.  William  K.  Hill,  Elaine 

Dr.  Robert  H.  Hood,  Tyler,  Texas 

Dr.  Lawrence  L.  Thompson,  Little  Rock 

Dr.  Harry  M.  White,  Rogers 

Dr.  Robert  H.  Whitehead,  Sr.,  DeWitt 


AUXILIARY  MEMBERS 


Mrs.  W.  F.  Adams,  Van  Buren 
Mrs.  C.  A.  Archer,  Little  Rock 
Mrs.  J.  E.  Beasley,  Blytheville 
Mrs.  Arless  A.  Blair,  Fort  Smith 
Mrs.  Oliver  W.  Clark,  Pine  Bluff 
Mrs.  James  H.  Chestnutt,  Hot  Springs 
Mrs.  R.  C.  Dickinson,  Horatio 
Mrs.  Paul  M.  Fulmer,  Little  Rock 
Mrs.  Glenn  G.  Hairston,  Prescott 
Mrs.  Thomas  H.  Hickey,  Morrilton 


Mrs.  Haynes  G.  Jackson,  Hot  Springs 
Mrs.  Virgil  N.  Kennedy,  Fort  Smith 
Mrs.  Robert  L.  Johnson,  Star  City 
Mrs.  J.  Sheppard  Moore,  Arkadelphia 
Mrs.  P.  H.  Phillips,  Ashdown 
Mrs.  Ewing  C.  Reed,  Jr.,  Little  Rock 
Mrs.  W.  James  Stocker,  Little  Rock 
Mrs.  J.  H.  Turner,  Little  Rock 
Mrs.  Deane  D.  Wallace,  Little  Rock 
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Benediction:  Reverend  Ed  McDonald,  Chaplain,  Baptist  Medical  Center, 
Little  Rock. 


COUNCIL  RECEPTION 

The  Council  will  host  a reception  for  all  members,  spouses,  and  guests  of 
the  Society  at  6:30  p.m.  on  Sunday,  April  16,  in  the  Ballroom  of  the  Arlington. 
This  reception  provides  an  opportunity  for  information  discussion  with  your 
officers  and  you  are  urged  to  attend. 

ARKANSAS  STATE  MEDICAL  BOARD 

The  Arkansas  State  Medical  Board  will  hold  an  all  day  meeting,  including 
luncheon,  on  Monday,  April  17,  at  the  Arlington  Hotel. 

ARKANSAS  STATE  BOARD  OF  HEALTH 

The  Arkansas  State  Board  of  Health  will  have  a luncheon  meeting  at  12:00 
noon  on  Monday,  April  17,  in  the  Arlington  Hotel. 

BLUE  CROSS-BLUE  SHIELD  PARTY 

Arkansas  Blue  Cross- Blue  Shield  will  host  a cocktail  party  for  members  of 
the  Society  and  their  guests  at  6:30  p.m.  on  Monday,  April  17,  in  the  Ballroom 
of  the  Arlington  Hotel. 

PRAYER  BREAKFAST 

The  Committee  on  Medicine  and  Religion  will  sponsor  a Prayer  Breakfast 
at  8:00  a.m.  on  Tuesday,  April  18,  for  all  members  of  the  Society  and  the  Aux- 
iliary. Dr.  Wendell  Ross  of  Fort  Smith  will  be  breakfast  speaker.  Tickets  for 
the  breakfast  may  be  purchased  at  the  Society  registration  desk. 

TUESDAY  EVENING  FUNCTIONS 

A cocktail  party  beginning  at  6:00  p.m.  in  the  North  Parlor  of  the  Arlington 
will  precede  the  Inaugural  Banquet  on  Tuesday  evening. 

The  President’s  Inaugural  Banquet  will  begin  at  7:00  p.m.  on  Tuesday, 
April  18,  in  the  Ballroom  of  the  Arlington.  W.  Payton  Kolb,  M.D.,  Little  Rock, 
1977-78  president,  will  be  master  of  ceremonies.  George  F.  Wynne,  M.D.,  of 
Warren,  will  be  installed  as  the  103rd  president  of  the  Society. 

Entertainment  at  the  banquet  will  be  by  the  Ouachi-Tones  of  Ouachita 
Baptist  College  at  Arkadelphia. 

PAST  PRESIDENTS'  BREAKFAST 

The  traditional  breakfast  for  former  presidents  of  the  Arkansas  Medical 
Society  will  be  held  at  7:30  a.m.  on  Wednesday,  April  19,  in  the  Arlington  Hotel. 

FIFTY  YEAR  CLUB  BREAKFAST 

The  Society  will  host  a breakfast  for  members  of  the  Fifty  Year  Club  at 
7:30  a.m.  on  Wednesday,  April  19,  in  the  Arlington  Hotel.  Members  of  the 
Fifty  Year  Club  may  make  reservations  for  the  breakfast  at  the  Society’s  con- 
vention registration  desk. 

Dr.  Curtis  W.  Jones  of  Benton  is  president  of  the  Fifty  Year  Club  and  Dr. 
Eva  F.  Dodge  of  Little  Rock  is  secretary. 
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J.  Larry  Lawson,  M.D.,  Chairman  of  the  Scientific  Exhibits,  has  arranged 
a number  of  interesting  scientific  exhibits.  Exhibits  will  be  located  in  an  area 
adjacent  to  the  scientific  lectures.  All  members  are  encouraged  to  visit  the 
exhibits  as  they  are  an  integral  part  of  the  scientific  program. 

The  following  exhibits  will  be  on  display: 

"Total  Hip  Replacement” 

D.  Bud  Dickson,  M.D.,  Little  Rock 
“Problems  of  Otolaryngology” 

Reed  Thompson,  M.D. 

“Rehabilitation  of  the  Head  and  Neck  Patient” 

James  Y.  Suen,  M.D.,  Little  Rock 
“Carpal  Tunnel  Syndrome” 

Kenneth  Jones,  M.D.,  Little  Rock 
“Pediatrics” 

Florence  Char,  M.D.,  Department  of  Pediatrics,  University  of 
Arkansas  College  of  Medicine,  Little  Rock 
“Newer  Forms  of  Abdominal  Imaging” 

Doyne  Dodd,  M.D.,  Little  Rock 
“Cosmetic  Surgery  in  an  Outpatient  Surgery  Center” 

Ellery  C.  Gay,  M.D.,  Little  Rock 
“Rhinoplasty” 

J.  F.  Kyser,  M.D.,  Little  Rock 
“Hearing  Aids” 

Ted  Bailey,  M.D.,  Little  Rock 
“Carcinoma  of  the  Lung  and  Immunotherapy” 

Jacob  Amir,  M.D.,  Little  Rock 
“ M ammoplasty  ” 

Harry  Hayes,  M.D.,  Little  Rock 
“Toxic  Retinopathy” 

Sloan  Wilson,  M.D.,  Little  Rock 
“Arthritis  Foundation” 

Basil  Smith,  Little  Rock 
“Social  Security” 

Ben  Dewbre,  M.D.,  Little  Rock 
"Continuing  Education”  , 

Neil  Sims,  M.D.,  University  of  Arkansas  College  of  Medicine, 

Little  Rock 

“Area  Health  Education  Center” 

Paul  Woodworth,  University  of  Arkansas  College  of  Medicine, 

Little  Rock 

“Rehabilitation  of  the  Stroke  and  Head  Injury  Patients” 

Doctors  Bowker  and  McKinley,  Little  Rock 
“Problems  in  Orthopedics” 

Carl  Nelson,  M.D.,  Department  of  Orthopaedics,  University  of 
Arkansas  College  of  Medicine,  Little  Rock 
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MEETINGS  OF  THE  COUNCIL 

The  Council  of  the  Arkansas  Medical  Society  will  meet  as  follows; 

Sunday,  April  16  10:00  a.m. 

Monday,  April  17  7:30  a.m. 

Tuesday,  April  18  7:00  a.m. 

Wednesday,  April  19  8:30  a.m. 

Wednesday,  April  19  Immediately  following  adjournment 

of  the  House  of  Delegates  (brief  re- 
organizational  meeting  and  group 
photograph  of  new  officers) 

The  voting  members  of  the  Council  are:  the  councilors,  the  president,  the 
first  vice  president,  president-elect,  secretary  and  treasurer.  The  speaker,  vice 
speaker,  and  past  presidents  are  members  ex-officio  without  vote. 


HOUSE  OF  DELEGATES 

The  opening  session  of  the  House  of  Delegates  of  the  Arkansas  Medical 
Society  will  begin  at  1:30  p.m.  on  Sunday,  April  16,  in  Room  “C”  of  the  Con- 
ference Center  on  the  Mezzanine  floor  of  the  Arlington.  Speaker  of  the  House 
of  Delegates,  Amail  Chudy,  M.D.,  will  preside. 

All  items  of  business  to  be  considered  by  the  House  must  either  be  printed 
in  the  March  issue  of  the  Journal  or  submitted  to  the  headquarters  office  in 
writing  twenty  days  prior  to  the  meeting.  Any  new  business  proposed  during 
the  sessions  of  the  House  must  have  two-thirds  vote  of  attending  delegates  for 
introduction. 

Items  of  business  will  be  referred  by  the  Speaker  of  the  House  of  Delegates 
to  one  of  three  reference  committees.  Open  hearings  on  those  items  of  business 
will  be  held  by  the  reference  committees  following  adjournment  of  the  House. 
All  members  of  the  Society  are  welcome  to  attend  the  meetings  of  the  reference 
committees  and  to  express  views  on  the  various  reports,  resolutions,  etc. 


AGENDA 

FIRST  MEETING,  HOUSE  OF  DELEGATES 
1:30  p.m.,  Sunday,  April  16 

1.  Call  to  Order 

2.  Roll  Call  of  Delegates 

3.  Report  of  Credentials  Committee 

4.  Introduction  of  Guests: 

Mrs.  Manuel  A.  Bergnes,  President-elect  of  the  American  Medical  Association 
Auxiliary 

Mrs.  Bruce  Martin,  President  of  the  Auxiliary  to  the  Southern  Medical 
Association 

Mrs.  Kemal  Kutait,  President,  Arkansas  Medical  Society  Auxiliary 
Mrs.  Walter  Mizell,  President-elect,  Arkansas  Medical  Society  Auxiliary 

5.  Address  by  W.  Payton  Kolb,  M.D.,  Little  Rock,  President,  Arkansas  Medical 
Society. 

6.  Adoption  of  minutes  of  the  101st  Annual  Session  as  published  in  the  June 
1977  issue  of  the  Journal  of  the  Arkansas  Medical  Society. 

7.  Adoption  of  minutes  of  the  special  session  of  the  House  held  November  27, 
1977,  as  published  in  the  January  1978  issue  of  the  Journal  of  the  Arkansas 
Medical  Society. 

8.  Report  from  the  Chairman  of  the  Council,  John  P.  Burge,  M.D. 
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9.  Report  of  Committees 

(Reports  published  in  the  March  issue  of  the  Journal  may  be  amended  by 
committee  chairmen.  All  reports  will  be  referred  to  the  reference  committees.) 

10.  Old  Business 

The  proposed  revision  of  the  Society’s  Constitution  and  By-laws  will  be 
presented  to  the  House  for  final  vote.  The  propiosal  was  approved  on  first 
reading  by  the  House  at  the  1977  meeting. 

11.  New  Business 

Resolution  submitted  by  the  Council  opposing  Section  227  of  Public  Law 
92-603,  which  provides  for  differential  payment  for  the  services  of  physicians 
rendered  at  teaching  hospitals. 

12.  Announcements  of  Vacancies  on  State  Boards 

13.  Selection  of  Society  Nominating  Committee  for  1978-79  Society  Officers 
(Councilor  district  meetings  are  held  on  the  floor  of  the  House  for  selection 
of  representatives  from  each  district  for  the  Nominating  Committee.) 

14.  Adjournment 

AGENDA 

FINAL  MEETING,  HOUSE  OF  DELEGATES 
10:00  a.m.,  Wednesday,  April  19 

1.  Call  to  Order 

2.  Report  of  the  Nominating  Committee 

3.  Elections 
Society  Officers: 

President-elect 
First  Vice  President 
Second  Vice  President 
Third  Vice  President 
Treasurer 
Secretary 

Speaker  of  the  House  of  Delegates 

Vice  Speaker  of  the  House  of  Delegates 

Councilors  (one  from  each  of  the  ten  councilor  districts) 

Councilors  whose  terms  expire  are: 

1.  John  B.  Kirkley,  M.D.,  Jonesboro 

2.  John  E.  Bell,  M.D.,  Searcy 

3.  L.  J.  P.  Bell,  M.D.,  Helena 

4.  John  P.  Burge,  M.D.,  Lake  Village 

5.  J.  B.  Jameson,  Jr.,  M.D.,  Camden 

6.  C.  Lynn  Harris,  M.D.,  Hope 

7.  Robert  F.  McCrary,  M.D.,  Hot  Springs 

8.  William  S.  Orr,  Jr.,  M.D.,  Little  Rock 

9.  Rhys  A.  Williams,  M.D.,  Harrison 

10.  Kemal  Kutait,  M.D.,  Fort  Smith 

American  Medical  Association  Delegate  and  Alternate: 

Delegate  to  the  American  Medical  Association  (term  of  Joe  Verser,  M.D., 
Harrisburg,  expires  December  31,  1978) 

Alternate  Delegate  to  the  American  Medical  Association  (term  of  A.  E. 
Andrews,  M.D.,  Texarkana,  expires  December  31,  1978) 

Vacancies  on  State  Boards 
State  Medical  Board: 

Term  of  H.  Elvin  Shuf field,  M.D.,  Little  Rock,  Fifth  Congressional 
District,  expires  December  31,  1978. 
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State  Board  of  Health: 

Term  of  W.  J.  Ketz,  M.D.,  Batesville,  Second  Congressional  District, 
expires  December  31,  1978. 

Term  of  William  C.  Whaley,  M.D.,  Warren,  Fourth  Congressional 
District,  expires  December  31,  1978. 

4.  Reports  of  Reference  Committees: 

Committee  No.  1:  Ken  Lilly,  M.D.,  Chairman 
Committee  No.  2:  R.  JeiTy  Mann,  M.D.,  Chairman 
Committee  No.  3:  A.  Henry  Thomas,  M.D.,  Chairman 

5.  Supplemental  Report  of  the  Council:  John  P.  Burge,  M.D.,  Chairman 

6.  New  Business 

7.  Adjournment 

REFERENCE  COMMITTEES 

Reference  Committees  are  appointed  by  the  Speaker  of  the  House  of  Dele- 
gates to  consider  the  various  reports  and  resolutions.  Reports  published  in  the 
March  issue  of  the  Journal,  as  well  as  any  reports  and  resolutions  presented  at 
the  first  meeting  of  the  House  on  April  16,  will  be  referred  by  the  Speaker  to 
the  reference  committees.  The  committees  will  hold  open  hearings  at  3:30  p.m. 
on  Sunday,  April  16,  to  give  all  members  an  opportunity  to  present  their  views 
on  the  various  items  of  business.  Following  the  open  hearings,  the  reference 
committees  will  hold  executive  sessions  for  the  purpose  of  preparing  recom- 
mendations and  reports  for  the  House  of  Delegates.  Reports  of  the  Reference 
Committees  will  be  acted  upon  by  the  House  at  the  Wednesday  session. 
Members  of  the  Reference  Committees  are: 

Reference  Committee  Number  1: 

Ken  Lilly,  M.D.,  Fort  Smith,  Chairman 

Raymond  V.  Biondo,  M.D.,  North  Little  Rock 

Gaither  C.  Johnston,  M.D.,  Hot  Springs 

Banks  Blackwell,  M.D.,  Pine  Bluff 

Medical  Student  Observer:  Mr.  Michael  L.  Lazar,  Jr. 

Reference  Committee  Number  2: 

R.  Jerry  Mann,  M.D.,  Arkadelphia,  Chairman 
John  Vinzant,  M.D.,  Fayetteville 
Frank  Westerfield,  M.D.,  Little  Rock 
Donald  L.  Duncan,  M.D.,  Texarkana 
Medical  Student  Observer:  Mr.  Todd  Gammill 
Reference  Committee  Number  3: 

A.  Henry  Thomas,  M.D.,  Little  Rock,  Chairman 

John  A.  Delamore,  M.D.,  Fordyce 

Dwight  Gray,  M.D.,  Marianna 

George  Warren,  M.D.,  Smackover 

Medical  Student  Observer:  Mr.  James  L.  English 

STATE  BOARD  VACANCIES 
Arkansas  State  Medical  Board 

A vacancy  occurs  in  the  Fifth  Congiessional  District  position  on  the  Ar- 
kansas State  Medical  Board.  Members  from  the  counties  in  the  district  are 
urged  to  meet  immediately  following  adjournment  of  the  House  of  Delegates 
meeting  on  Sunday  to  vote  for  nominees.  Nominations  should  be  reported  to 
the  convention  registration  desk  (only  one  nominee  required).  Elvin  Shuffield, 
M.D.,  of  Little  Rock,  is  currently  serving  a term  which  expires  December  31, 
1978,  and  he  is  eligible  for  reappointment.  Counties  in  the  Fifth  Congressional 
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District  are:  Conway,  Faulkner,  Perry,  Pope,  Pulaski,  and  Yell. 

Arkansas  State  Board  of  Health 

Vacancies  occur  in  the  Second  and  Fourth  Congressional  District  jwsitions 
on  the  Arkansas  State  Board  of  Health.  Members  from  the  counties  in  the 
districts  are  urged  to  meet  immediately  following  adjournment  of  the  House 
of  Delegates  meeting  on  Sunday  to  vote  for  nominees.  Nominations  should  be 
reported  to  the  convention  registration  desk  (three  required  for  each  position). 
Members  presently  serving  terms  expiring  December  31,  1978,  are  listed  below 
with  the  counties  in  the  District: 

Second  District  — 

W.  J.  Ketz,  M.D.,  Batesville. 

Counties  in  District:  Cleburne,  Fulton,  Independence,  Izard,  Jackson, 
Lawrence,  Monroe,  Prairie,  Randolph,  Sharp,  Stone,  White,  and  Wood- 
ruff. 

Fourth  District  — 

William  C.  Whaley,  M.D.,  Warren. 

Counties  in  District:  Ashley,  Bradley,  Calhoun,  Clark,  Columbia, 
Hempstead,  Howard,  Lafayette,  Little  River,  Miller,  Montgomery, 
Nevada,  Ouachita,  Pike,  Polk,  Sevier,  and  Union. 

ARKANSAS  FOUNDATION  FOR  MEDICAL  CARE 

The  Arkansas  Foundation  for  Medical  Care  will  meet  on  Wednesday,  April 
19,  at  9:15  a.m.,  in  Room  “C”  of  the  Conference  Center  of  the  Arlington  Hotel. 
The  meeting  is  open  to  all  physicians  but  only  members  of  the  Foundation 
may  vote  on  items  of  business. 


Scientific 


GENERAL  SESSION 
ARKANSAS  MEDICAL  SOCIETY 

Program  Theme: 

"The  Recognition  and  Evaluation  of  Patients  with  Pulmonary  Disease” 


Monday  Morning,  April  17 

Presiding:  Ken  Lilly,  M.D.,  Fort  Smith,  First  Vice  President 
8:30-10:00  “Dyspnea  and  the  Evaluation  of  the  Dyspneic  Patient” 

James  Adamson,  M.D.,  Pulmonary  and  Renal  Associates,  Little 
Rock 

10:00-10:45  “Arterial  Blood  Gases” 

John  C.  Schultz,  M.D.,  Little  Rock  Diagnostic  Clinic,  Little  Rock 
10:45-11:00  Intermission 

11:00-11:45  “Use  of  Spirometry  to  Evaluate  Patients  with  Pulmonary  Disease” 
N.  F.  Rector,  M.D.,  Pulmonary  and  Renal  Associates,  Little  Rock 
11:45-12:30  “Choice  of  Antibiotic  Therapy  for  Acute  Bacterial  Pneumonia 
Before  Cultures  are  Known” 

Robert  S.  Abernathy,  M.D.,  Department  of  Internal  Medicine, 
University  of  Arkansas  College  of  Medicine 
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Monday  Afternoon,  April  17 

Presiding:  R.  Jerry  Mann,  M.D.,  Arkadelphia,  Second  Vice  President 
1:30-  2:30  “New  Concepts  and  Treatment  in  Bronchial  Asthma” 

William  L.  Mason,  M.D.,  Pulmonary  Associates,  Little  Rock 
2:30-  3:00  Intermission 

3:00-  4:00  “New  Concepts  in  Recognition  and  Management  of  Patients  with 
Pulmonary  Emboli” 

Jerry  R.  Stewart,  M.D.,  Cooper  Clinic,  Fort  Smith 
4:00-  5:00  Panel  Discussion 


Presiding: 

9:00-10:00 


10:00-10:20 

10:20-11:20 


11:20-12:20 


Tuesday  Morning,  April  18 

A.  Henry  Thomas,  M.D.,  Little  Rock,  Third  Vice  President 

“Transient  Ischemic  Attacks” 

Hiram  B.  Curry,  M.D.,  Professor  and  Chairman,  Department  of 
Family  Practice,  Medical  University  of  South  Carolina,  Charles- 
ton, South  Carolina 

Intermission 

“Primary  Immunodeficiency  Diseases  Leading  to  Chronic  Pulmo- 
nary Disease” 

Rebecca  H.  Buckley,  M.D.,  Professor  of  Pediatrics,  Duke  Uni- 
versity School  of  Medicine,  Durham,  North  Carolina 

“The  Significance  and  Management  of  Childhood  Urinary  Infec- 
tions” 

John  Woodard,  M.D.,  Chairman,  Department  of  Urology,  Emory 
University  School  of  Medicine,  Atlanta,  Georgia 


d Speciaitu  ^Vfleetin 
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Monday,  April  17 

The  Alan  Cazort  Allergy  Society  of  Arkansas  will  hold  a luncheon  meeting 
at  12:00  noon  on  Monday,  April  17,  at  Coy’s  Steak  House  in  Little  Rock. 
Rebecca  Buckley,  M.D.,  Professor  of  Pediatrics,  Duke  University  School  of 
Medicine,  Durham,  North  Carolina,  will  speak  on  “Allergy  and  Immuno- 
deficiency.” 

The  Arkansas  Society  of  Pathologists  will  meet  at  12:00  noon  on  Monday, 
April  17,  at  the  Arlington  Hotel.  Guest  speaker  will  be  Mr.  Alfred  S.  Ercolano, 
Executive  Director  of  the  Washington  Office  of  the  College  of  American  Pa- 
thologists, who  will  speak  on  current  legislative  areas  relating  to  pathology  and 
laboratory  medicine. 


Tuesday,  April  18 

The  Ophthalmology  Section,  Arkansas  Medical  Society,  will  meet  at  9:00 
a.m.,  on  Tuesday,  April  18,  in  the  Arlington  Hotel  for  a luncheon,  business 
meeting,  and  program.  Guest  speakers  will  be  Ramesh  Tripithi,  M.D.,  and 
Brenda  Tripithi,  M.D.,  who  are  with  the  Department  of  Ophthalmology  at  the 
University  of  Chicago  School  of  Medicine.  Several  in-state  speakers  will  also 
present  papere. 

The  Otolaryngology  Section,  Arkansas  Medical  Society,  will  hold  a meeting 
beginning  at  10:00  a.m.,  on  Tuesday,  April  18,  in  the  Arlington  Hotel.  Charles 
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Krause,  M.D.,  Professor  and  Chairman,  Department  of  Otorhinolaryngology, 
University  of  Michigan  Medical  School,  Ann  Arbor,  will  be  the  guest  speaker. 
A luncheon  and  business  meeting  will  follow  the  program. 

The  Arkansas  Society  of  Anesthesiologists  will  have  a luncheon,  program, 
and  business  meeting  on  Tuesday,  April  18,  at  12:00  noon,  in  the  Arlington 
Hotel.  Roy  Wilson,  M.D.,  Professor  and  Chairman  of  the  Department  of 
Anesthesia,  University  of  Mississippi  School  of  Medicine,  Jackson,  Mississippi, 
will  be  the  guest  speaker.  Dr.  Wilson’s  topic  will  be  “Anesthetic  Considerations 
for  the  Patient  with  Ischemic  Health  Disease.” 

The  Arkansas  Academy  of  Family  Physicians  will  meet  at  12:00  noon  for  a 
luncheon  on  Tuesday,  April  18,  in  the  Arlington  Hotel.  At  1:30  p.m.,  Hiram 
B.  Curry,  M.D.,  Professor  and  Chairman,  Department  of  Family  Practice,  Medical 
University  of  South  Carolina,  Charleston,  will  speak  on  “Our  New  Specialty  — 
Why  and  How.” 

The  Neurosurgery  Section,  Arkansas  Medical  Society,  has  scheduled  a 12:00 
noon  luncheon  in  the  Arlington  Hotel  on  Tuesday,  April  18.  Guest  speaker 
will  be  Stephen  R.  Neese,  M.D.,  Resident  in  Neurosurgery,  University  of  Arkansas 
College  of  Medicine.  His  topic  will  be  “Current  Practices  in  the  Management 
of  Vaso-Spasms.” 

The  Arkansas  Chapter  of  the  American  Academy  of  Pediatrics  will  have  a 
luncheon  meeting  beginning  at  12:00  noon  on  Tuesday,  April  18,  in  the  Arling- 
ton Hotel.  William  H.  Weidman,  M.D.,  of  the  Mayo  Clinic,  Rochester,  Minne- 
sota, will  speak  on  “Pediatric  Hypertension.” 

The  Arkansas  Urological  Society  will  meet  at  12:30  p.m.,  on  Tuesday,  April 
18,  in  the  Arlington  Hotel.  Guest  speaker  will  be  John  Woodard,  M.D.,  Chair- 
man, Department  of  Urology,  Emory  University  School  of  Medicine,  Atlanta, 
Georgia. 

The  Arkansas  Society  of  Internal  Medicine  will  meet  at  12:00  noon  on  Tues- 
day, April  18,  in  the  Arlington  Hotel  for  a luncheon  and  scientific  session.  The 
program  for  the  scientific  session  will  be  from  1:00  p.m.  until  4:00  p.m.,  with 
the  following  speakers  and  topics: 

James  J.  Kane,  M.D.,  Assistant  Professor  of  Medicine,  University  of  Arkansas 
College  of  Medicine;  and  Director,  Heart  Station,  Veterans  Administration 
Hospital 

“A  Logical  Basis  for  Arrhythmia  Management” 

Peter  Kohler,  M.D.,  Professor  of  Medicine  and  Chairman,  Department  of 
Medicine,  University  of  Arkansas  College  of  Medicine 

“Medical  Management  of  Thyrotoxicosis” 

Charles  Hiller,  M.D.,  Assistant  Professor  of  Medicine,  University  of  Arkansas 
College  of  Medicine 

“Sleep  Apnea  Syndrome” 

Rodney  Patterson,  M.D.,  Associate  Professor  of  Medicine,  University  of 
Arkansas  College  of  Medicine;  Chief,  Renal  Medicine,  Veterans  Admin- 
istration Hospital 

“The  IVP  and  Renal  Insufficiency” 

Clinton  Texter,  M.D.,  Professor  of  Medicine,  University  of  Arkansas  College 
of  Medicine;  Chief,  Gastroenterology,  University  of  Arkansas  College  of 
Medicine  and  Veterans  Administration  Hospital 

“Irritable  Bowel,  Diverticulae  and  Bran” 

The  Arkansas  Orthopaedic  Society  will  meet  on  Tuesday,  April  18,  at  the 
Hot  Springs  Rehabilitation  Services  Center  in  Hot  Springs.  There  will  be  a 
scientific  program  and  business  meeting. 
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The  54th  Annual  Session  of  the  Arkansas  Medical  Society  Auxiliary  will 
be  held  April  16-18,  1978,  in  the  Arlington  Hotel,  Hot  Springs. 


The  following  is  a tentative  schedule  for  the  meeting: 

Registration  Hours,  Mezzanine,  Arlington  Hotel 
Sunday  1:00  p.m.  to  4:00  p.m. 

Monday  8:00  a.m.  to  12:00  noon 

2:00  p.m.  to  4:00  p.m. 

Tuesday  8:00  a.m.  to  10:00  a.m. 

SUNDAY,  APRIL  16 

1:00  p.m.  Joint  Memorial  Service  with  the  Arkansas  Medical  Society 

2:30  p.m.  Pre-Convention  State  Board  Meeting,  President’s  Suite 

Joint  meeting  with  president-elect  for  state  officers,  state  com- 
mittee chairmen,  county  presidents,  county  presidents-elect,  and 
all  NEW  State  Board  members 

6:30  p.m.  Council  reception  for  all  members  of  the  Medical  Society  and 
Auxiliary 


8:00  a.m. 

9:30  a.m. 
12:30  p.m. 


6:30  p.m. 


MONDAY,  APRIL  17 

Past  Presidents’  Breakfast 

Hostesses:  Mrs.  Harold  D.  Langston  and  Mrs.  Curry  B.  Bradburn 
Opening  General  Session,  Venus  Room 
Luncheon  and  Hospitality,  Ballroom,  Arlington  Hotel 
Hostesses:  Pulaski  County  Medical  Auxiliary 
Style  Show:  Crown  Colony  House  of  Imports 
Music:  Flutist 

Guest  Speaker:  Mrs.  Manual  A.  Bergnes,  President-elect,  Ameri- 
can Medical  Auxiliary 

Cocktail  Party  Hosted  by  Blue  Cross- Blue  Shield  for  members  of 
the  Medical  Society  and  Auxiliary 


TUESDAY,  APRIL  18 

8:00  a.m.  Joint  Prayer  Breakfast  for  all  members  of  the  Medical  Society  and 
Auxiliary 

9:15  a.m.  Coffee  Time,  Venus  Room 
9:30  a.m.  Second  General  Session,  Venus  Room 
12:30  p.m.  Luncheon,  La  Mira  Belle  French  Restaurant 
Hostesses:  Saline  County  Medical  Auxiliary 
Greetings  from  the  Auxiliary  to  the  Southern  Medical  Association: 
Mrs.  Bruce  Martin 

Awards:  Doctor’s  Day,  AMA-ERF,  Membership,  Project  Bank 
Installation  of  Officers 

6:00  p.m.  Cocktail  Party,  North  Parlor,  Arlington  Hotel 
7:00  p.m.  Arkansas  Medical  Society  Inaugural  Banquet 


Arkansas  Medical  Society  Auxiliary  President:  Mrs.  Kemal  Kutait,  Fort  Smith 
Convention  Chairman:  Mrs.  Gordon  (Willie)  Oates,  Little  Rock 
Convention  Chairman  Assistants:  Mrs.  Paul  'Thompson,  Hot  Springs 

Mrs.  R.  E.  Peeples,  Hot  Springs 
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The  business  firms  who  purchase  exhibit  space  at  our 
Annual  Session  contribute  a great  deal  to  the  financing 
as  well  as  to  the  educational  aspects  of  the  meeting.  The 
number  of  visits  to  the  technical  exhibits  is  the  only 
criterion  by  which  these  companies  can  judge  the  value 
they  receive  from  the  investment  in  booth  rental,  displays 
and  employees’  time.  You  will  be  rewarded  for  the  time 
you  spend  visiting  the  exhibits.  Following  are  descriptions 
of  displays  to  be  featured. 

SMITH,  KLINE  & FRENCH  LABORATORIES 

Representatives  will  be  on  hand  to  answer  your  specific 
questions  and  provide  information  on  their  products  and 
services. 

\VILLIAM  P.  POYTHRESS  & COMPANY,  INC. 

William  P.  Poythress  and  Company,  Inc.,  manufacturers 
of  ethical  pharmaceuticals  for  one  hundred  and  twenty 
years,  cordially  invites  you  to  visit  our  exhibit  where  our 
representative,  Mr.  T.  L.  Brubaker,  will  be  glad  to  discuss 
any  Poythress  products. 

SANDOZ  PHARMACEUTICALS 
Sandoz  Pharmaceuticals  invites  you  to  stop  by  our 
exhibit  where  our  representatives  will  be  pleased  to  pro- 
vide information  on  our  products  or  on  educational  ma- 
terials that  we  have  available. 

NORTHWESTERN  NATIONAL  LIFE  INSURANCE 
COMPANY 

Meyer  F.  Marks,  Inc.,  Administrator  of  the  Arkansas 
Medical  Society  Life  Insurance  Plan,  will  have  repre- 
sentatives present  to  explain  the  advantages  of  the  pro- 
gram. The  plan  is  underwritten  by  Northwestern  National 
Life  Insurance  Company.  Information  will  also  be  avail- 
able on  Professional  Corporations. 

SCHERING  CORPORATION 
Schering  will  feature  Garamycin  Injectable.  We  will 
also  display  some  of  our  over-the-counter  products.  Our 
representatives  will  be  glad  to  answer  any  questions  you 
may  have  about  our  products. 

MALLINCKRODT  PHARMACEUTICALS 
You  are  cordially  invited  to  visit  the  Mallinckrodt  booth 
where  our  representatives  will  be  happy  to  provide  any 
information  you  require  concerning  our  unique  and  com- 
plete line  of  products.  The  products  featured  will  be: 
LUFYLLIN®-400,  LUFYLLIN®-GG.  RYNATAN®,  RYNA- 
TUSS®,  RYNA-C®,  and  RYNA-CX™. 

RATHER,  BEYER  & HARPER 
Representatives  of  Rather,  Beyer  & Harper  will  have 
brochures  and  all  information  on  the  Arkansas  Medical 
Society’s  Group  Insurance  Plans.  The  Income  Protection 
Plan,  which  has  been  in  effect  since  1947,  is  now  being 
issued  on  a guaranteed  renewable  basis.  We  ask  that 
each  physician  check  with  us  on  the  prospective  changes 
in  his  new  Overhead  Expense  Plan.  Records  will  be  avail- 
able so  that  each  physician  may  review  his  insurance 
coverages  and  what  he  is  eligible  to  apply  for  as  a member 
of  the  Arkansas  Medical  Society. 


UAD  LABORATORIES,  INC. 

UAD  LABORATORIES,  INC.,  will  display  products 
which  have  been  widely  accepted  in  the  State  of  Arkansas. 
This  year  we  will  feature  the  following: 

UAD  CREAM 

UAD  CREAM  LOTION  — Dermatological  use 

VERTAB  — Vertigo  and  Dizziness 

CEZIN 

CEZIN-S  — Vitamin  and  Zinc  Therapy 
ENDAL  TABLETS  — Allergies  and  Decongestant 

FIRST  VARIABLE  LIFE  INSURANCE  COMPANY 
A SHORT  LESSON  ON  CUTTING  INCOME  TAXES! 

• Deferred  Compensation  — Exclusive  IRS  Advance  Rev- 
enue Letter  Ruling 

• Qualified  Pension  and  Profit  Sharing  Plans 
Is  it  really  worthwhile  to  incorporate? 

• Tax  Deferred  Programs 

ARKANSAS  BLUE  CROSS -BLUE  SHIELD 
Arkansas  Blue  Cross  and  Blue  Shield  cordially  invites 
you  to  visit  our  booth  where  our  representatives  will  be 
happy  to  discuss  any  of  the  programs  we  administer. 
Health  Education  material  will  also  be  available  at  our 
booth. 

Currently,  there  are  approximately  600,000  Arkansans 
enrolled  in  Arkansas  Blue  Cross  and  Blue  Shield,  and  we 
welcome  the  opportunity  to  serve  you. 

ENCYCLOPAEDIA  BRITANNICA 
Encyclopaedia  Britannka  welcomes  members  and  guests 
to  the  Arkansas  Medical  Society  Convention.  Stop  and 
inspect  our  products. 

ORTHO  PHARMACEUTICAL  CORPORATION 
Ortho  Pharmaceutical  Corporation  is  proud  to  present 
the  most  complete  line  of  medically  accepted  products  for 
the  control  of  conception  and  the  treatment  of  vaginitis. 
In  addition.  Ortho  also  is  pleased  to  present  products 
for  the  treatment  of  common  parasitic  conditions  and 
for  the  control  of  diarrhea. 

MOUNTAIN  VALLEY  MINERAL  WATER  COMPANY 
Mountain  Valley  Mineral  Water  Company  of  New  York 
invites  you  to  visit  with  their  representative  at  booth 
space  No.  13. 

PARKE.  DAVIS  & COMPANY 
You  are  cordially  invited  to  visit  the  Parke-Davis  booth 
where  Medical  Service  Representatives  will  be  in  attend- 
ance to  discuss  products  especially  selected  to  assist  you 
in  the  practice  of  your  profession. 

W.  R.  GRACE  & COMPANY 
The  latest  in  videotape  equipment  for  home  and  clinical 
use  will  be  featured  at  the  exhibit  of  Educational  Products 
Division,  W.  R.  Grace.  On  display  will  be  the  new  1/2" 
tape  formats  by  Sony  and  Panasonic  and  color  cameras 
by  Sharp.  Registrants  are  especially  invited  to  see  the 
Sony  SLP-300  videotape  player  with  digital  access.  Versa- 
tile 35mm  slide/sound  systems  will  be  shown  also. 
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STUART  PHARMACEUTICALS 
STUART  PHARMACEUTICALS  welcomes  members 
and  guests  to  the  Arkansas  Medical  Society.  We  extend 
a cordial  invitation  to  visit  our  exhibit  featuring  graphic 
displays  and  literature  for  our  major  products:  MY- 
LANTA®/MYLANTA®-IL  SORBITRATE®,  MYLICON®- 
80,  DIALOSE®/DIALOSE®  PLUS,  EFFERSYLLIU M®, 
KINESED®,  STUART  PRENATAL®,  and  STUART- 
NATAL®  1 + 1. 

Our  representatives  will  be  glad  to  answer  any  questions 
on  STUART  products  and  accept  sample  requests. 

DEPARTMENT  OF  THE  ARMY 
The  U.S.  Army  Medical  Department  representatives 
will  provide  information  concerning  treatment  facilities. 
Graduate  Medical  Education  training  programs.  In  addi- 
tion, the  counselors  will  provide  information  concerning 
the  opportunities  to  practice  medicine  in  the  Army  Med- 
ical Department  as  commissioned  officers. 

BRISTOL  LABORATORIES 
You  are  cordially  invited  to  visit  Bristol  Laboratories’ 
exhibit.  Our  representatives  at  the  booth  welcome  the 
opportunity  to  answer  your  questions  concerning  the 
Bristol  line  of  products  featuring:  CEFADYL®  (sterile 
cephapirin  sodium);  KANTREX®  INJECTION  (kana- 
mycin  sulfate  injection);  TEGOPEN®  (sodium  cloxacil- 
lin);  TETREX®  (tetracycline  phosphate  complex);  PROS- 
TAPHLIN®  (sodium  oxacillin);  SALUTENSIN®  (hydro- 
flumethiazide and  reserpine);  NALDECON®  (antihista- 
mine decongestant);  POLYMOX®  (amoxicillin);  POLY- 
CILLIN®  (ampicillin);  BRISTOJECT*  (Bristol  Emer- 
gency Medication  System);  and  the  newest  Bristol  product 
AMIKIN™  (amikacin  sulfate). 

TAB  PRODUCTS  COMPANY 
TAB  PRODUCTS  is  a national  company  which  is  the 
leader  in  lateral  filing  systems  of  all  types.  We  will  be 
highlighting  our  lateral  filing  equipment  and  color  coded 
systems  for  medical  records. 

DEAN  WITTER  REYNOLDS,  INC. 

Our  display  for  the  annual  meeting  will  include: 

. . . Suitable  investments  for  the  professional  corporation. 
. . . Tax-free  bond  investments. 

. . . Suggestions  for  individuals  in  the  40%  tax  bracket 
or  above. 

. . . Mutual  funds  ideal  for  Keogh  plans. 

...Cash  management  programs  for  individuals  with 
portfolios  of  $100,000  or  greater. 

...  Tax -deferred  annuities  presently  available  at  7i/2%. 

. . . Research  services  applicable  to  present  market  con- 
ditions available  to  the  general  public. 

MARTIN  SURGICAL  SUPPLY  COMPANY,  INC. 

MARTIN  SURGICAL  SUPPLY  HAS  THE  CURE -(or 
your  supply  needs!  We  are  stressing  one-stop  shopping 
for  the  doctors  since  we  supply  everything  for  the  office. 
Finally,  we  have  FAST,  FAST  SERVICE  as  we  ship  every 
order  on  the  day  it  is  received. 

BOCK  PHARMACAL  COMPANY 
Our  company  will  be  displaying  POLY-HISTINE-DX 
and  POLY-HISTINE  EXPECTORANT  at  the  upcoming 
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DX  (a  combination  of  pseudoephedrine  and  bromphenira- 
mine) has  the  unique  quality  of  having  the  highest  amount 
of  antihistamine  with  pseudoephedrine  on  the  market. 
POLY-HISTINE  EXPECTORANT  is  the  only  expectorant 
that  can  claim  no  bad  taste  or  after-taste. 

A.  H.  ROBINS  COMPANY 

You  are  cordially  invited  to  visit  the  A.  H.  Robins  ex- 
hibit and  meet  our  representatives  who  will  welcome  the 
opportunity  to  discuss  products  of  interest  with  you. 

DICTAPHONE  CORPORATION 
Our  booth  will  consist  of  all  of  the  latest,  up-to-date, 
modern  technology  in  office  communications  in  the  way 
of  dictating  equipment.  We  will  have  on  display:  the 
Dictaphone  ThoughtMaster,  Model  260,  which  is  a fully 
electronic  desk-top  unit  utilizing  a standard  cassette;  the 
matching,  world’s  smallest,  full-function  portable  that 
uses  the  same  cassette,  our  Thought  Tank;  our  Mini- 
cassette equipment;  telephone  answering  devices,  one  in 
particular  that  will  not  only  answer  the  phone  but  pages 
the  owner  wherever  he  might  be.  Also,  we  will  have  on 
hand  a supply  of  cassettes  should  anyone  need  additional 
ones  to  record  meeting  information,  and  we  will  have  a 
supply  of  portable  machines  if  anyone  would  like  to  pur- 
chase an  additional  unit. 

WARREN-TEED  LABORATORIES,  INC. 

You  are  invited  to  stop  by  our  display  at  booth  space 
No.  31.  Our  representatives  will  be  happy  to  discuss  our 
products  with  you. 

RUCKER  PHARMACAL  COMPANY,  INC. 

All  members  are  invited  to  visit  the  booth  and  discuss 
our  products  with  the  Rucker  representatives. 

UNITED  PROFESSIONAL  INVESTORS,  INC. 

Our  display  will  include  a three-section  free-standing 
screen  which  tells,  in  both  words  and  pictures,  what  UPI 
is  all  about.  Our  representatives  will  be  happy  to  acquaint 
you  with  the  special  services  we  offer. 

CUMMINGS  X-RAY  COMPANY 
Our  new  Filmatic  Automatic  X-Ray  Film  Processor, 
175  seconds  dry-to-dry  (the  lowest  priced  on  the  market), 
will  be  on  exhibit  at  our  booth.  We  will  also  show  our 
Fischer  Medical  Radiographic  Systems  (affordable  ele- 
gance in  x-ray  equipment),  Mettlers  and  Medeo  Ultra- 
sound and  Muscle  Stimulators  and  the  new  Cambridge 
US-4  Electrocardiograph. 

DODSON  INSURANCE  GROUP 
Information  on  the  Savings  Plan  for  Workers’  Compen- 
sation Insurance,  a program  for  reducing  the  cost  of  this 
necessary  protection  approved  by  the  Arkansas  Medical 
Society,  will  be  available.  Returns  to  participating  physi- 
cians have  ranged  up  to  37%,  depending  on  cost  of  claims. 
Get  details  at  Exhibit  No.  35  at  the  Hot  Springs  meeting. 

REED  AND  CARNRICK  PHARMACEUTICALS 
REED  AND  CARNRICK  PHARMACEUTICALS  in- 
vite you  to  stop  by  booth  space  No.  36  at  the  annual 
convention  of  the  Arkansas  Medical  Society. 
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DOME  LABORATORIES 

A cordial  invitation  is  extended  to  all  the  members 
of  the  Society  to  visit  with  Dome  representatives  and 
discuss  products  of  interest. 

MARION  LABORATORIES,  INC. 

Our  highly-trained  representatives  are  anxious  to  wel- 
come you  to  our  booth  to  discuss  our  latest  patient  benefit 
products  and  answer  your  questions.  We  will  be  showing 
our  entire  line  of  fine  pharmaceuticals.  Everyone  at 


Marion  extends  best  wishes  to  the  members  of  the  Society 
for  your  most  successful  convention  ever. 

PROFESSIONAL  PRACTICE  CONSULTANTS,  INC. 

The  Professional  Practice  Consultants  display  will  con- 
sist of  materials  available  for  physicians  or  the  clinic 
manager  to  review  his  practice. 

There  will  be  statistics  from  the  Society  of  Professional 
Business  Consultants,  brochures  describing  consulting 
services  and  other  related  material  concerning  the  financial 
side  of  medical  practice. 


JJ'ouSe  of  ^^efeaatei  i3usineis 


Business  items  printed  below  are  brought  to 
the  attention  of  individual  members  and  the 
county  medical  societies.  The  items  reported 
here  represent  those  received  in  time  for  publi- 
cation in  advance  of  the  meeting.  All  reports 
and  resolutions  will  be  referred  to  reference  com- 
mittees. Members  are  urged  to  attend  the  open 
hearings  of  the  reference  committees  to  express 
their  views.  Reference  committee  hearings  are 
scheduled  for  3:30  p.m.  on  Sunday,  April  16. 

OLD  BUSINESS 

Proposed  Revisions  of  the  Constitution 

The  following  proposed  revisions  of  the  Con- 
stitution and  By-Laws  will  be  presented  to  the 
House  of  Delegates  for  final  approval  at  the 
meeting  on  Sunday,  April  16.  The  changes  pro- 
posed for  adoption  appear  in  italics;  the  word- 
ing being  deleted  from  the  document  is  in 
parenthesis.  Because  of  reorganization  of  some 
sections,  wording  may  be  deleted  in  one  section 
and  added  in  another. 

Constitution 

ARTICLE  I.  Name  of  the  Society 
The  name  (and  title)  of  this  organization  shall 
be  the  Arkansas  Medical  Society. 

ARTICLE  II.  Purposes  of  the  Society 
The  purposes  of  this  Society  shall  be: 

1.  To  federate  and  bring  into  one  compact  or- 
ganization the  entire  medical  profession  of 
the  State  of  Arkansas  and  to  unite  with  sim- 
ilar societies  of  other  states  to  form  the  Ameri- 
can Medical  Association; 

2.  To  extend  medical  knowledge  and  advance 
medical  science; 


3.  To  elevate  the  standard  of  medical  education, 
and  to  secure  the  enactment  and  enforcement 
of  just  medical  laws; 

4.  To  promote  friendly  intercourse  among  phy- 
sicians; 

5.  To  guard  and  foster  the  material  interests  of 
its  members  and  to  protect  them  against  im- 
position; 

6.  To  enlighten  and  direct  public  opinion  in  re- 
gard to  the  great  problems  of  state  medicine, 
so  that  the  profession  shall  become  more  cap- 
able and  honorable  within  itself,  and  more 
useful  to  the  public  in  the  prevention  and 
cure  of  disease,  and  in  prolonging  and  adding 
comfort  to  life;  and 

7.  To  maintain  medical  ethics  and  to  secure 
compliance  with  the  art  of  medical  practice. 

ARTICLE  III.  Component  Societies 
Component  societies  shall  consist  of  those 
(county  medical)  societies  which  hold  charters 
from  this  society  as  provided  in  the  By-Laws; 
(provided,  however,  that  there  may  be  a chartered 
society  known  as  the  “Student,  Intern,  and  Resi- 
dent Society”  as  provided  in  the  By-Laws.) 

ARTICLE  IV.  Comjxisition  of  the  Society 
Section  1.  Composition 

This  Society  shall  consist  of  members,  delegates 
and  guests. 

Section  2.  (Active  Membership)  Members 
The  (Active)  Membership  of  this  Society  shall 
comprise  all  the  (active)  members  of  its  com- 
ponent societies.  (Only  such  person  is  eligible 
for  active  membership  in  a component  society 
as  possesses  the  degree.  Doctor  of  Medicine,  and 
holds  an  unrevoked  license  to  practice  medicine 
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and  surgery  issued  by  the  Board  of  Medical  Ex- 
aminers which  consists  of  members  recommended 
by  this  Society.  The  eligibility  requirements  set 
forth  in  the  preceding  sentences  are  not  to  apply, 
however,  to  members  in  good  standing  in  any 
component  society  at  the  time  of  the  adoption 
of  this  Section  [Adopted,  House  of  Delegates, 
1961  Annual  Session]  nor  to  the  members  of  the 
specially  chartered  “Student,  Intern  and  Resident 
Society.”) 

Section  3.  Delegates 

Delegates  shall  be  those  members  who  are 
elected  in  accordance  with  the  Constitution  and 
By-Laws  to  represent  their  respective  component 
societies  in  the  House  of  Delegates  of  this  So- 
ciety. 

Section  4.  Guests 

Any  distinguished  physician  not  a resident  of 
this  State,  who  is  a member  of  his  own  state  so- 
ciety, may  become  a guest  during  any  annual 
session  on  invitation  of  the  officers  of  this  Society, 
and  shall  be  accorded  the  privilege  of  participat- 
ing in  all  of  the  scientific  work  for  that  session. 

ARTICLE  V.  House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative 
body  of  the  Society,  and  shall  consist  of  (1)  dele- 
gates elected  by  the  component  county  societies 
as  provided  in  the  By-Laws;  (2)  the  councilors, 
and  (3)  ex-officio,  the  president,  first  vice  presi- 
dent, president-elect,  speaker,  vice  speaker,  sec- 
retary, treasurer,  and  past  presidents  of  the  So- 
ciety, provided,  however,  that  the  ex-officio  mem- 
bers shall  have  the  power  of  voting  on  all  subjects 
except  the  election  of  officers,  (and  [4]  one  dele- 
gate from  the  “Student,  Intern,  and  Resident 
Society.”) 

ARTICLE  VI.  Council 

Section  1.  Duties 

The  Council  shall  be  the  executive  body  of  the 
House  of  Delegates  and  between  sessions  of  the 
House  shall  exercise  the  power  conferred  on  the 
House  of  Delegates  by  the  Constitution  and  By- 
Laws.  It  shall  constitute  the  Finance  Committee 
of  the  House  of  Delegates. 

Section  2.  Composition 

The  Council  shall  consist  of  the  councilors, 
the  president,  first  vice  president,  president-elect, 
secretary  and  treasurer.  The  speaker  and  vice 
speaker  of  the  House  of  Delegates  and  the  past 
presidents  shall  be  members  ex-officio  without 


vote.  There  shall  be  two  councilors  from  each 
councilor  district  to  serve  staggered  terms  of  two 
years  each.  All  councilors  shall  have  equal  voting 
privileges.  A majority  of  the  voting  members 
shall  constitute  a quorum.  (Besides  its  duties 
mentioned  in  the  By-Laws,  the  Council  shall  con- 
stitute the  Finance  Committee  of  the  House  of 
Delegates.) 

Section  3.  Executive  Committee 

The  Chairman  of  the  Council,  the  President, 
the  President-elect  and  the  Secretary  shall  con- 
stitute the  executive  committee  of  the  Council. 
The  Chairman  of  the  Council  shall  serve  as 
chairman  of  the  Executive  Committee.  The  Ex- 
ecutive Committee  shall  have  such  powers  and 
duties  as  provided  in  the  By-Laws  and  as  may 
be  defined  from  time  to  time  by  resolution  of 
the  Council. 

ARTICLE  VII.  Sections  and  District  Societies 

The  House  of  Delegates  may  provide  for  a di- 
vision of  the  scientific  work  of  the  Society  into 
appropriate  sections,  and  for  the  organization  of 
such  councilor  district  societies  as  will  promote 
the  best  interests  of  the  profession,  such  societies 
to  be  composed  exclusively  of  members  of  com- 
ponent societies. 

ARTICLE  VIII.  Sessions  and  Meetings 

Section  1. 

The  Society  shall  hold  an  Annual  Session,  dur- 
ing which  there  shall  be  held  daily  general  meet- 
ings, which  shall  be  open  to  all  registered  mem- 
bers and  guests. 

Section  2. 

The  place  (for  holding  each  Annual  Session 
shall  be  decided  by  the  House  of  Delegates  two 
years  in  advance.  The)  and  time  for  holding  each 
Annual  Session  shall  be  decided  (by  the  Com- 
mittee on  Arrangements  of  the  Arkansas  Medical 
Society  and  the  president  and  the  executive  vice 
president)  by  the  Council. 

ARTICLE  IX.  Officers 

(Section  1.) 

The  officers  of  this  Society  shall  be  a president, 
president-elect,  three  vice  presidents.  Speaker  of 
the  House  of  Delegates,  Vice  Speaker  of  the 
House  of  Delegates,  a secretary,  a treasurer,  and 
twenty  councilors  (and  an  executive  vice  presi- 
dent). Their  qualifications  and  terms  of  office 
shall  be  as  provided  in  the  By-Laws. 
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(Section  2.) 

(The  president-elect  and  vice  presidents,  the 
speaker  and  vice  speaker,  the  secretary  and  treas- 
urer shall  be  elected  annually,  each  to  serve  a 
one-year  term.  On  the  expiration  of  his  term  as 
president-elect,  that  person  shall  automatically 
succeed  to  the  presidency  and  shall  serve  as  presi- 
dent for  the  ensuing  year.  Each  year,  ten  coun- 
cilors shall  be  elected  to  serve  a two-year  term. 
All  officers  shall  serve  until  their  successors  are 
installed.) 

ARTICLE  X.  Funds  and  Expenses 

Section  1. 

Funds  shall  be  raised  by  an  equal  per  capita 
assessment  on  each  comjxment  society  except  as 
provided  in  the  By-Laws.  The  amount  of  the 
assessment  shall  be  fixed  by  the  House  of  Dele- 
gates (but  shall  not  exceed  the  sum  of  $50.00 
pier  capita  per  annum  except)  on  four-fifths  vote 
of  the  delegates  present. 

Section  2. 

Funds  may  also  be  raised  by  voluntary  contri- 
butions, from  the  Society’s  publications  and  in 
any  other  manner  approved  by  the  House  of 
Delegates.  Funds  may  be  appropriated  by  the 
House  of  Delegates  to  defray  the  expenses  of  the 
Society  for  publications,  and  for  such  other  pur- 
pioses  as  will  promote  the  welfare  of  the  profes- 
sion. All  resolutions  appropriating  funds  must 
be  referred  to  the  Council  before  action  is  taken 
thereon. 

ARTICLE  XL  Referendum 

Section  1. 

A general  meeting  of  the  Society  may,  by  a 
two-thirds  vote  of  the  members  present,  order  a 
general  referendum  on  any  questions  pending 
before  the  House  of  Delegates  and  when  so  or- 
dered the  House  of  Delegates  shall  submit  such 
questions  to  the  members  of  the  Society,  who  may 
vote  by  mail  or  in  person,  if  the  members  voting 
shall  comprise  a majority  of  all  the  members  of 
the  Society,  a majority  of  such  vote  shall  de- 
termine the  question  and  be  binding  upon  the 
House  of  Delegates. 

Section  2. 

The  House  of  Delegates  may,  by  a two-thirds 
vote  of  its  own  members,  submit  any  question  be- 
fore it  to  a general  referendum,  as  provided  in 
the  preceding  section,  and  the  result  shall  be 
binding  upion  the  House  of  Delegates. 


ARTICLE  XII.  The  Seal 
The  Society  shall  have  a common  seal,  with 
power  to  break,  change  or  renew  the  same  at 
pleasure,  by  action  of  the  House  of  Delegates. 

ARTICLE  XIII.  Amendments 
The  House  of  Delegates  may  amend  any  article 
of  this  Constitution  by  a two-thirds  vote  of  the 
delegates  present  at  any  annual  session,  provided 
that  such  amendment  shall  have  been  presented 
in  open  meeting  at  the  previous  annual  session, 
and  that  it  shall  have  been  published  twice  dur- 
ing the  year  in  a bulletin  or  Journal  of  this 
Society. 

By>Laws 

CHAPTER  1.  Membership 

Section  1.  Membership  in  Component  Societies 
(A)  Membership  in  this  Society  shall  be  by 
membership  in  one  of  its  component  societies. 
(Section  1)  (B) 

The  name  of  a physician  on  the  properly  certi- 
fied roster  of  members  of  a component  society 
which  has  paid  its  annual  assessment  shall  be 
prima  facie  evidence  of  membership  in  this  So- 
ciety. 

Section  2.  Membership  Classifications 
(A)  Active  Membership 
The  Active  Membership  of  this  Society  shall  be 
comprised  of  all  the  active  members  of  its  com- 
ponent societies.  Only  such  person  is  eligible 
for  active  membership  in  a component  society 
as  possesses  the  degree  Doctor  of  Medicine  and 
holds  an  unrevoked  license  to  practice  medicine 
and  surgery  issued  by  the  Board  of  Medical  Ex- 
aminers which  consists  of  members  recommended 
by  this  Society.  The  eligibility  requirements  set 
forth  in  the  preceding  sentences  are  not  to  apply, 
however,  to  members  in  good  standing  in  any 
component  society  at  the  time  of  the  adoption 
of  this  Section  [Adopted,  House  of  Delegates, 
1961  Annual  Session]  nor  to  the  members  of  the 
specially  chartered  “Student  and  Intern  and 
Resident  Societies." 

(Section  4)  (B)  Life  Membership 
An  active  member  who  (shall  have  attained  his 
eightieth  year  and  shall  have  been  a member  of 
his  county  medical  society  in  Arkansas  or  else- 
where in  the  United  States  continuously  since 
beginning  the  practice  of  medicine,  or  who  for 
fifty  years  shall  have  been  continuously  a mem- 
ber of  his  county  medical  society  in  Arkansas  or 
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elsewhere  in  the  United  States,  shall  upon  estab- 
lishing the  above  facts  to  the  satisfaction  of  his 
county  medical  society,  and  upon  the  recom- 
mendations of  such  society,  be  granted  the  status 
of  a Life  Member.)  has  continuously  been  a mem- 
ber of  organized  medicine  and  has  either  (1)  at- 
tained age  seventy  or  (2)  practiced  forty-five 
years  shall  be  eligible  for  life  membership  and, 
upon  the  recommendation  of  his  component  so- 
ciety, shall  be  granted  such  status  by  the  House 
of  Delegates.  (Such  member  shall  enjoy  full  mem- 
bership privileges  and  shall  be  exempt  from  the 
payment  of  further  dues  or  assessments.)  Life 
members  shall  have  the  right  to  vote,  hold  office, 
and  all  other  privileges  of  membership  in  this 
Society. 

(C)  Emeritus  Membership 

An  active  member  who  has  continuously  been 
a member  of  organized  medicine  for  less  than 
forty-five  years  and  who  has  fully  retired  from 
the  practice  of  medicine  shall  be  eligible  for 
Emeritus  Membership.  Such  membership  shall 
be  granted  by  the  House  of  Delegates  upon  the 
recommendation  of  the  member’s  component  so- 
ciety. Emeritus  members  shall  not  have  the  right 
to  vote  or  hold  office,  but  shall  have  all  other 
privileges  of  membership  in  this  Society. 

(Section  5)  (D)  Affiliate  Membership 

An  active  member  in  good  standing  in  his 
(county)  component  society  may  (up>on  the  recom- 
mendation of  such  society)  be  granted  affiliate 
membership  (with  full  voting  and  other  privi- 
leges) where  one  or  more  of  the  following  con- 
ditions exist:  (retirement  from  active  practice) 
physical  or  other  disability  of  a character  pre- 
venting the  practice  of  medicine,  a serious  and 
prolonged  illness,  or  financial  reverses.  Affiliate 
membership  shall  be  on  an  annual  basis  only  and 
a member  must  be  recommended  each  year  for 
such  special  status  by  (the  secretary  and  presi- 
dent of)  his  (county)  component  society  follow- 
ing a review  and  reassessment  of  his  particular 
situation.  An  affiliate  member  shall  enjoy  full 
membership  privileges  (and  shall  be  exempt 
from  the  payment  of  dues  and  assessments  during 
the  year  in  which  he  is  granted  such  status,  and 
a certificate  of  membership  shall  be  issued  to 
him  for  such  year.)  except  that  he  shall  not  have 
the  right  to  vote  or  hold  office. 

(Section  7)  (E)  Military  Members 

(A.  Regular  members  of  the  Arkansas  Medical 


Society  who  are  in)  An  active  member  in  good 
standing  in  his  component  society  who  enters  the 
service  of  the  armed  forces  of  the  United  States, 
not  as  a career  officer(s),  may  be  classified  as  a 
military  member(s),  and  carried  on  the  roll(s)  of 
(their)  his  (respective  county  societies)  component 
society  as  such.  (Military  members  shall  have  a 
waiver  of  dues  during  the  time  of  service,  pro- 
vided that  they  are  in  good  standing  at  the  time 
they  entered  the  armed  forces.  Military  members 
shall  enjoy  full  membership  privileges  and  cer- 
tificates of  membership  shall  be  issued  to  them 
each  year.) 

(B.  Young  physicians  going  from  internship 
or  residency  to  military  service  shall  be  granted 
military  membership  with  dues  exemption,  pro- 
vided the  request  for  such  membership  is  trans- 
mitted through  a component  society.  Such  mili- 
tary membership  shall  be  on  an  annual  basis 
only.  The  requirements  for  active  membership 
prior  to  exemption  shall  be  waived  for  such 
military  members.  Such  members  shall  enjoy  full 
membership  privileges  except  that  they  may  not 
vote  or  hold  office,  and  certificates  of  member- 
ship shall  be  issued  to  them.  This  section  shall 
not  be  construed  to  mean  that  military  member- 
ship may  be  granted  to  those  physicians  who 
enter  military  service  after  a period  of  active 
practice  during  which  time  they  were  not  mem- 
bers of  the  Society.) 

A physician  entering  service  of  the  armed 
forces  of  the  United  States,  not  as  a career  officer, 
upon  completion  of  internship  or  residency  train- 
ing shall  be  eligible  for  military  membership 
upon  the  request  of  a component  society. 

Military  members  shall  enjoy  full  membership 
privileges  except  that  they  shall  not  have  the 
right  to  vote  or  hold  office. 

(F)  Associate  Members 

Physicians  who  are  licensed  to  practice  medi- 
cine and  surgery  in  this  State  as  well  as  an 
adjacent  state  and  are  engaged  in  the  delivery 
of  health  services  in  both  states  may  become  as- 
sociate members  of  this  Society  provided  they 
are  active  members  of  the  state  medical  associa- 
tion in  the  adjoining  state.  Associate  members 
may  vote  as  provided  in  this  Constitution  and 
By-Laws  and  may  serve  on  all  committees,  but 
shall  not  hold  office. 

(G)  Intern  and  Resident  Members 

Physicians  licensed  to  practice  medicine  and 
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surgery  in  this  State  who  are  engaged  in  filling 
intern  or  residency  appointments  in  approved 
hospitals  shall  be  eligible  for  membership  in  this 
Society.  Such  membership  shall  end  with  termi- 
nation of  this  status.  Such  members  shall  enjoy 
the  rights  and  privileges  accorded  active  members 
except  that  they  shall  not  hold  office  or  chair 
committees. 

(H)  Student  Members 

Students  enrolled  in  an  approved  medical 
school  shall  be  eligible  for  student  membership 
in  this  Society.  Student  members  shall  enjoy  the 
rights  and  privileges  accorded  active  members 
except  that  they  shall  not  hold  office  or  chair 
committees. 

Section  3.  Dues  Exemption 

(A)  Life,  Emeritus,  Affiliate,  Military,  Intern 
and  Resident  and  Student  members  shall  be  ex- 
empt from  the  payment  of  dues  and  assessments. 

(B)  Associate  members  shall  pay  one-half  of 
all  dues  and  assessments. 

Section  (2)  4.  Suspension  or  Expulsion 

Any  person  who  is  under  sentence  of  suspen- 
sion or  expulsion  from  a component  society,  or 
whose  name  has  been  dropp>ed  from  its  roll  of 
members,  shall  not  be  entitled  to  any  of  the 
rights  or  benefits  of  this  Society,  nor  shall  he  be 
permitted  to  take  part  in  any  of  its  proceedings 
until  he  has  been  relieved  of  such  disability. 

Section  (3)  5.  Meeting  Registration 

Each  member,  each  member  chosen  as  a dele- 
gate, tind  each  guest  in  attendance  at  an  annual 
session  of  the  Society  shall  register  in  such  man- 
ner as  may  be  provided  by  the  (secretary)  execu- 
tive vice  president,  giving  his  name,  address,  and 
the  component  society  of  which  he  is  a member. 
When  his  right  to  membership  has  been  verified 
by  reference  to  the  roster  of  his  society,  he  shall 
receive  a badge  which  shall  be  evidence  of  his 
right  to  all  the  privileges  of  membership  at  that 
session.  No  member  shall  take  part  in  any  of  the 
proceedings  of  an  annual  session  until  he  has 
complied  with  the  provisions  of  this  section. 

Section  6.  Continuing  Medical  Education 

Continued  membership  in  the  Society  is  de- 
pendent upon  compliance  with  continuing  med- 
ical education  requirements  as  specified  below: 

(A)  Classification  of  Members  affected 

All  members  of  the  Society  will  comply  with 
this  charge,  except  those  retired  from  prac- 


tice, those  still  engaged  in  their  formal  med- 
ical or  specialty  education,  non-resident 
members  and  those  in  full-time  administra- 
tive positions.  Those  members  unable  to 
fulfill  requirements  because  of  impaired 
health  or  extenuating  circumstances  may  be 
exempt  on  a temporary  basis  by  the  Commit- 
tee on  Continuing  Medical  Education. 

(B)  Central  Authority 

The  Committee  on  Continuing  Medical  Ed- 
ucation will  be  charged  with  the  determina- 
tion of  the  requirements  for  maintaining 
membership  in  the  Society.  Their  initial  de- 
termination as  well  as  any  changes  recom- 
mended must  be  submitted  to  the  House  of 
Delegates  for  approval.  Alterations  in  the 
number  of  hours  of  continuing  medical  edu- 
cation required  may  be  made  at  any  regular 
meeting  of  the  Society  by  the  House  of  Dele- 
gates. The  Council  will  serve  as  an  arbitra- 
tion committee  if  a decision  of  the  Commit- 
tee on  Continuing  Medical  Education  is 
questioned. 

(C)  Acceptable  Alternate  Plans 

Alternate  plans  of  acceptable  requirements 
which  would  be  considered  equal  to  or  ex- 
ceeding the  requirements  established  by  the 
Committee  on  Medical  Education  and  the 
House  of  Delegates  would  include: 

(1)  Compliance  with  the  requirements  for 
the  Physician’s  Recognition  Award  of 
the  American  Medical  Association; 

(2)  Compliance  with  the  continuing  educa- 
tion requirements  of  the  American 
Academy  of  Family  Physicians; 

(3)  Documentation  of  recertification  by  any 
specialty  board  provided  the  physician 
limits  his  practice  to  the  definition  of 
the  specialty; 

(4)  The  continuing  medical  education  re- 
quirements of  specialty  societies  other 
than  the  American  Academy  of  Family 
Physicians,  should  such  become  estab- 
lished. Such  programs  would  be  subject 
to  review  by  the  Committee  on  Medical 
Education  prior  to  their  acceptance. 

(D)  Three-year  continuum 

Each  member  subject  to  continuing  medical 
education  requirements  shall  have  three 
years  to  complete  the  required  hours.  The 
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three-year  continuum  begins  January  1 of 
the  initial  year. 

CHAPTER  II.  Annual  and  Special  Sessions 
of  the  Society 

Section  1.  The  Society  shall  hold  an  annual 
session  at  such  place  as  has  been  fixed  by  the 
(House  of  Delegates)  Council  at  the  annual  ses- 
sion two  years  in  advance. 

Section  2.  Special  meetings  of  either  the  So- 
ciety or  of  the  House  of  Deflates  shall  be  called 
by  the  President  on  petition  of  the  Council, 
twenty  delegates  or  fifty  members. 

(Section  3.  In  the  event  the  previously  selected 
place  is  unable  to  be  host  to  the  Annual  Session, 
the  meeting  place  may  then  be  designated  by  the 
CoundL)  ^ ^ j 

CHAPTER  III.  General  Meetings 

Section  1.  All  registered  members  may  attend 
and  participate  in  the  proceedings  and  discus- 
sions of  the  general  meetings  and  of  the  Section. 
The  general  meeting  shall  be  presided  over  by 
the  president  or  by  one  of  the  vice  presidents, 
and  before  them  shall  be  heard  the  address  of 
the  president  and  the  orations,  and  such  scientific 
papers  and  discussions  as  may  be  arranged  for 
in  the  program. 

Section  2.  The  general  meetings  may  recom- 
mend to  the  House  of  Delegates  the  appointment 
of  committees  or  commissions  for  scientific  in- 
vestigations of  spedal  interest  and  importance  to 
the  profession  and  public. 

CHAPTER  IV.  House  of  Delegates 

Section  1. 

The  House  of  Delegates  shall  meet  on  the  first 
day  of  the  Annual  Session.  It  may  adjourn  from 
time  to  time  as  may  be  necessary  to  complete  its 
business;  provided  that  its  hours  shall  not  con- 
flict (as  little  as  possible)  with  the  general  meet- 
ings. 

Section  (1)  2. 

The  order  of  business  shall  be  arranged  as  a 
separate  section  of  the  Annual  Session  program. 

Section  (1)  3. 

The  House  of  Delegates  shall  establish  its  own 
rules  of  procedure. 

Section  4.  Items  of  Business 

(A)  All  reports  and  resolutions  received  by 


the  executive  vice  president  sixty  days  prior  to 
the  annual  meeting  of  the  House  of  Delegates  of 
this  Society  shall  be  printed  in  the  Journal  of 
the  Arkansas  Medical  Society  in  the  month  pre- 
ceding the  meeting. 

(B)  All  reports,  resolutions,  and  other  items 
of  business  received  by  the  executive  vice  presi- 
dent twenty  days  prior  to  a meeting  of  the  House 
of  Delegates  shall  be  included  in  the  meeting 
agenda. 

(C)  Any  item  of  business  not  submitted  to  the 
executive  vice  president  twenty  days  prior  to  the 
meeting  of  the  House  of  Delegates  must  have  a 
two-thirds  consent  of  attending  delegates  for  in- 
troduction at  such  session. 

Section  5.  Reference  Committees 

(A)  The  Speaker  of  the  House  of  Delegates 
shall  appoint  an  appropriate  number  of  refer- 
ence committees  from  the  membership  of  the 
House  of  Delegates.  The  chairman  shall  be  ap- 
pointed by  the  Speaker.  The  reference  commit- 
tees shall  serve  only  during  the  convention  for 
which  they  are  appointed. 

(B)  All  reports  of  committees,  reports  of  offi- 
cers, and  resolutions  submitted  for  consideration 
of  the  House  of  Delegates  shall  be  referred  to  a 
reference  committee,  unless  otherwise  provided 
in  these  By-Laws,  or  unless  otherwise  ordered  by 
a two-thirds  vote  of  the  House  of  Delegates. 

(C)  The  reference  committee  shall  hold  an 
open  hearing  at  which  any  member  of  the  Society 
may  speak  on  proposals  before  the  committee. 

(D)  The  reference  committee  shall  recommend 
to  the  House  of  Delegates  an  appropriate  course 
of  action  on  each  proposal  referred  to  the  com- 
mittee. 

Section  (2)  6.  Representation  of  Component 
Societies 

(A)  (1)  Each  (component)  regular  county  so- 
ciety shall  be  entitled  to  send  to  the  House  of 
Deflates  each  year  one  delegate  for  every  twenty- 
five  Arkansas  Medical  Society  members,  and  one 
for  each  major  fraction  thereof,  provided  that 
its  annual  report  and  assessments  are  in  the 
hands  of  the  (secretary)  executive  vice  president 
by  March  1st  of  each  year.  Each  county  society, 
however,  regardless  of  its  number  of  members, 
which  has  complied  with  this  section,  shall  be 
entitled  to  one  delegate. 
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(2)  Two  associate  members  of  a component 
society  shall  count  as  one  full  membership  in 
determining  delegate  representation  of  that  com- 
ponent society. 

(B)  The  component  society  composed  of  in- 
tern and  resident  members  shall  be  entitled  to 
one  delegate  to  the  House  of  Delegates. 

(C)  The  component  society  composed  of  stu- 
dent members  shall  be  entitled  to  one  delegate 
to  the  House  of  Delegates. 

Section  (3)  7.  A majority  of  the  delegates  reg- 
istered shall  constitute  a quorum. 

Section  (4)  8.  (It)  The  House  of  Delegates 
shall,  through  its  officers,  council  and  otherwise, 
give  diligent  attention  to  and  foster  the  scientific 
work  and  spirit  of  the  Society,  and  shall  con- 
stantly study  and  strive  to  make  each  annual 
session  a stepping  stone  to  future  ones  of  higher 
interest. 

Section  (5)  9.  It  shall  consider  and  advise  as 
to  the  material  interest  of  the  profession,  and  of 
the  public  in  those  important  matters  wherein  it 
is  dependent  on  the  profession,  and  shall  use  its 
influence  to  secure  and  enforce  all  proper  med- 
ical and  public  health  legislation,  and  to  diffuse 
popular  information  in  relation  thereto. 

Section  (6)  10.  It  shall  make  careful  inquiry 
into  the  condition  of  the  profession  of  each 
county  in  the  state,  and  shall  have  authority  to 
adopt  such  methods  as  may  be  deemed  most  ef- 
ficient for  building  up  and  increasing  the  interest 
in  such  county  societies  as  already  exist,  and  for 
organizing  the  profession  in  counties  where  so- 
cieties do  not  exist.  It  shall  especially  and  sys- 
tematically endeavor  to  promote  friendly  inter- 
course among  physicians  of  the  same  locality,  and 
shall  continue  these  efforts  until  every  physician 
in  every  county  of  the  state  who  is  reputable  and 
eligible  has  been  brought  under  medical  society 
influence. 

Section  (7)  11.  It  shall  encourage  postgraduate 
and  research  work,  as  well  as  home  study,  and 
shall  endeavor  to  have  the  results  utilized  and 
intelligently  discussed  in  the  county  societies. 

Section  (8)  12.  It  shall  elect  representatives  to 
the  House  of  Delegates  of  the  American  Medical 
Association  in  accordance  with  the  constitution 
and  by-laws  of  that  body. 

Section  (9)  13.  It  shall  divide  the  state  into 
councilor  districts,  specifying  what  counties  each 


district  shall  include,  and,  when  the  best  interest 
of  the  Society  and  profession  will  be  promoted 
thereby,  organize  in  each  a district  medical  so- 
ciety, and  all  members  of  component  (county) 
societies  shall  be  members  in  such  district  society. 

Section  (10)  14.  It  shall  have  authority  to  aj> 
point  committees  for  special  purposes  from 
among  members  of  the  Society  who  are  not  mem- 
bers of  the  House  of  Delegates.  Such  committees 
shall  report  to  the  House  of  Delegates,  and  may 
be  present  and  participate  in  the  debate  on  their 
reports. 

Section  (11)  75.  It  shall  approve  all  memorials 
and  resolutions  issued  in  the  name  of  the  So- 
ciety before  they  shall  become  effective. 

Section  (12)  7(5.  In  case  of  vacancy  in  the  office 
of  delegate,  the  House  of  Delegates  shall  have 
the  authority  to  seat  any  member  of  that  county 
society  in  attendance  at  said  meeting  as  delegate, 
with  full  right  to  perform  all  the  duties  of  that 
office. 

CHAPTER  V,  Election  of  officers 

Section  1.  Nominating  Committee 

(Section  2.  Immediately  after)  (A)  Prior  to 
adjournment  of  the  first  meeting  of  the  House 
of  Delegates  at  each  annual  session,  the  delegates 
from  the  component  societies  of  each  councilor 
district  shall  meet,  the  councilor  not  subject  to 
re-election  acting  as  chairman,  and  select  one 
delegate  from  each  district  to  form  a committee 
on  nominations.  This  committee  shall  consist  of 
ten  delegates,  one  from  each  councilor  district. 
It  shall  meet  and  organize  by  selecting  a chair- 
man and  secretary.  It  shall  be  the  duty  of  this 
committee  to  consult  with  members  of  the  So- 
ciety and  to  hold  one  or  more  meetings  at  which 
time  the  best  interest  of  the  Society  and  of  the 
profession  of  the  State  for  the  ensuing  year  shall 
be  carefully  considered.  The  committee  shall 
report  the  result  of  its  deliberations  to  the  House 
of  Delegates  in  the  shape  of  a ticket  containing 
the  names  of  two  or  more  members  for  the  office 
of  president-elect  and  of  one  member  for  each 
of  the  other  offices  to  be  filled  at  the  annual 
session.  No  two  candidates  for  president-elect 
shall  be  named  from  the  same  county. 

(Section  4)  (B)  The  report  of  the  Nominating 
Committee  shall  be  the  first  order  of  business  of 
the  House  of  Delegates,  after  reading  of  the 
minutes,  on  the  last  day  of  the  annual  session. 
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Section  (6)  2.  Nothing  in  this  Chapter  shall 
be  construed  to  prevent  additional  nominations 
being  made  by  members  of  the  House  of  Dele- 
gates. 

Section  (7)  3.  Any  person  known  to  have  so- 
licited votes  for  or  sought  any  office  within  the 
gift  of  this  Society  shall  be  ineligible  for  any 
office  for  two  years. 

Section  (7)  4.  No  member  shall  be  eligible  to 
any  office  of  this  Society  who  is  not  in  attendance 
at  the  meeting  at  which  the  election  is  held. 

Section  (5)  5.  The  election  of  officers  shall  be 
the  second  order  of  business  of  the  House  of 
Delegates  on  the  last  day  of  the  Annual  Session. 

Section  (3)  6.  Election  by  Ballot 

All  elections  shall  be  by  ballot,  except  where 
there  is  only  one  candidate,  when  election  may 
be  made  by  acclamation,  and  a majority  of  the 
votes  cast  shall  be  necessary  to  elect. 

Section  7.  Each  year,  ten  councilors  shall  be 
elected  to  serve  a two-year  term;  all  other  terms 
of  office  are  for  one  year.  All  officers  shall  serve 
until  their  successors  are  installed. 

Section  8.  On  the  expiration  of  his  term  as 
president-elect,  that  person  shall  automatically 
succeed  to  the  presidency  and  shall  serve  as  presi- 
dent for  the  ensuing  year. 

Section  9.  Vacancy  in  Presidency 

In  the  event  of  the  death  or  removal  of  the 
president,  the  president-elect  shall  succeed  to  the 
presidency  to  serve  the  remainder  of  that  year 
and  the  ensuing  year. 

Section  (1)  10.  Vacancy  in  office  of  president- 
elect 

In  the  event  of  the  death  or  removal  of  the 
president-elect  or  his  inability  to  serve,  the 
House  of  Delegates  shall  meet  within  thirty  days 
in  a special  session  or  otherwise,  called  by  the 
president,  to  nominate  and  elect  a president-elect, 
provided  that  such  death,  removal  or  inability  to 
serve  shall  occur  not  less  than  sixty  days  prior  to 
tlie  annual  session,  in  which  event  the  election 
shall  be  at  the  forthcoming  annual  session. 

Section  11.  Councilor  vacancy 

In  the  event  of  the  death  or  resignation  of  a 
district  councilor,  the  Council  shall  appoint  a 
member  of  the  district  to  fill  the  unexpired  term. 
The  remaining  councilor  for  the  district  shall 


confer  with  members  in  the  district  and  make 
nominations  for  the  vacancy  to  the  Council. 

Section  12.  Vacancy  in  office  of  Secretary  or 
T reasurer 

In  the  event  of  a vacancy  in  the  office  of  the 
secretary  or  of  the  treasurer,  the  Council  shall 
fill  the  vacancy  until  the  next  annual  election. 

CHAPTER  VI.  Duties  of  Officers 

Section  1.  President 

The  president  shall  preside  at  all  meetings  of 
the  Society  and  shall  appoint  all  committees  not 
otherwise  provided  for.  He  shall  deliver  an  an- 
nual address  at  such  time  as  may  be  arranged, 
and  shall  perform  such  duties  as  custom  and 
parliamentary  usage  may  require.  He  shall  be 
the  real  head  of  the  profession  of  the  State  dur- 
ing his  term  of  office,  and,  as  far  as  practicable, 
shall  visit  by  appointment  the  various  sections 
of  the  State  and  assist  the  councilors  in  building 
up  the  county  societies,  and  in  making  their  work 
more  practical  and  useful. 

Section  2.  President-elect 

The  president-elect  shall  be  a member  of  the 
Council  and  the  House  of  Delegates.  It  shall  be 
his  duty  to  assist  the  president  in  visiting  the 
component  and  district  societies,  and  to  familiar- 
ize himself  with,  and  prepare  himself  for,  the  per- 
formance of  his  duties  when  he  shall  have  suc- 
ceeded to  the  presidency  of  the  Society. 

Section  3.  Vice  Presidents 

The  first  vice  president  shall  assist  the  presi- 
dent in  the  discharge  of  his  duties.  In  the  event 
of  the  president’s  temporary  inability  to  serve, 
the  first  vice  president  shall  serve  in  his  stead. 

The  vice  presidents  may  be  assigned  by  the 
president  of  the  Society  as  ex-officio  members 
of  certain  committees  of  the  Society.  The  vice 
presidents’  responsibilities  will  be  to  stimulate, 
to  guide,  to  maintain  liaison,  and  to  otherwise 
assist  the  assigned  committees  and  their  respec- 
tive chairmen  in  the  performance  of  their  ac- 
tivities. In  no  instance  will  the  vice  president 
usurp  or  supplant  the  committee  chairman  in  his 
responsibilities.  The  vice  president  shall  not 
have  a vote  in  the  affairs  of  the  committees  to 
which  he  is  assigned  under  provisions  of  this 
section. 

Section  4.  T reasurer 

The  treasurer  shall  give  bond  in  the  sum  as 
directed  by  the  Council.  He  shall  demand  and 
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receive  all  funds  due  the  Society,  together  with 
bequests  and  donations.  He  shall  pay  money  out 
of  the  treasury  only  on  a written  order  of  the 
(secretary)  executive  vice  president;  he  shall  sub- 
ject his  accounts  to  such  examinations  as  the 
House  of  Delegates  may  order,  and  he  shall  an- 
nually render  an  account  of  his  doings  and  of 
the  state  of  the  funds  in  his  hands. 

Section  5.  Secretary 

The  secretary,  in  case  of  vacancy  in  the  office 
of  executive  vice  president,  shall  assume  the 
duties  of  that  office  pending  the  filling  of  the 
vacancy,  and  shall  perform  such  other  duties  as 
are  imposed  by  the  Constitution  and  By-Laws. 
He  shall  be  the  scientific  and  professional  advisor 
of  the  executive  vice  president,  and  shall  assist 
the  executive  vice  president  concerning  all  mat- 
ters without  the  jurisdiction  of  one  not  holding 
the  degree  of  Doctor  of  Medicine.  The  secTetarT^ 
as  defined  by  the  Constitution,  shall  be  known 
as  the  Constitutional  Secretary,  (and  shall  give 
bond  in  the  sum  as  directed  by  the  Council.  The 
amount  of  his  salary  shall  be  fixed  by  the  Coun- 
cil.) ® 

Section  6.  (7)  The  Speaker  of  the  House 

The  speaker  of  the  House  of  Delegates  shall 
preside  at  the  meetings  of  the  House  of  Delegates 
and  shall  perform  such  duties  as  custom  and 
parliamentary  usage  require. 

Section  7.  (8)  The  Vice  Speaker 

The  vice  speaker  shall  officiate  for  the  speaker 
in  the  latter’s  absence  or  at  his  request.  In  case 
of  death,  resignation,  or  removal  of  the  speaker, 
the  vice  speaker  shall  officiate  during  the  un- 
expired term. 

(Section  9.) 

(The  executive  vice  president  shall  be  the 
directing  manager  of  the  Society’s  headquarters 
and  the  Journal  offices,  and  shall  supervise 
the  work  of  all  salaried  employees  in  the  Society’s 
offices.  Such  supervision  shall  be  subject  to  di- 
rectives from  the  House  of  Delegates,  the  Coun- 
cil, the  Executive  Committee  and  the  President 
of  the  Society.  He  shall  discharge  the  adminis- 
trative functions  of  the  Society  not  within  the 
duties  of  other  officers  or  of  committees  to  per- 
form. He  shall  assist,  at  their  request,  all  officers 
and  committees,  and  shall  keep  himself  informed 
in  regard  to  non-professional  matters  affecting 
the  medical  profession,  for  the  purpose  of  keep- 


ing himself  qualified  to  perform  the  services 
herein  mentioned.  He  shall  be  responsible  for 
the  execution  and  carrying  out  of  the  policies  of 
the  Society  and  in  that  connection  shall  per- 
form all  specific  tasks  committed  to  him  by  the 
committees,  the  Council,  and  the  officers  of  the 
Society.  The  amount  of  his  salary  shall  be  fixed 
by  the  Council  and  he  shall  give  bond  in  the 
same  as  directed  by  the  Council.) 

Section  8.  Councilors 

Each  councilor  shall  be  organizer,  peacemaker 
and  censor  for  his  district.  The  two  councilors 
in  each  district  shall  be  designated  "senior”  and 
“junior”  on  the  basis  of  length  of  tenure. 

It  is  recommended  that  the  councilors  in  each 
district  call  a meeting  of  the  members  in  the 
district  at  least  once  each  year  for  the  purpose 
of  organizing  component  societies  where  none 
exist,  for  inquiring  into  the  condition  of  the 
profession,  and  for  informing,  improving,  and 
increasing  the  knowledge  and  zeal  of  the  com- 
ponent societies  and  their  members. 

The  councilors  shall  jointly  prepare  and  sub- 
mit to  the  Council  prior  to  the  Annual  Session 
a written  report  of  their  work  and  of  the  con- 
dition of  the  profession  within  their  district. 

The  necessary  traveling  expenses  incurred  by 
each  councilor  in  the  line  of  the  duties  herein 
imposed  may  be  alloxved  on  submission  of  a prop- 
erly itemized  statement. 

Section  9.  Chairman  of  the  Council 

The  chairman  of  the  Council  shall  (1)  preside 
at  all  meetings  of  the  Council,  (2)  serve  as  chair- 
man of  the  Executive  Committee  of  the  Council, 
and  (3)  appoint  the  Council  Committees. 

CHAPTER  VII.  Council 

Section  (3)  1.  Power  and  Duties 

A.  The  Council  shall  be  the  executive  body 
of  the  House  of  Delegates  and  between  annual 
sessions  exercise  the  power  conferred  on  the 
House  of  Delegates  by  the  Constitution  and  By- 
Laws.  It  shall  consider  all  questions  involving 
the  rights  and  standing  of  members,  whether  in 
relation  to  other  members,  to  the  component 
societies,  or  to  this  society.  All  questions  of  an 
ethical  nature  brought  before  the  House  of  Dele- 
gates or  the  general  meeting  shall  be  referred  to 
the  Council  without  discussion.  It  shall  hear  and 
decide  all  questions  of  discipline  affecting  the 
conduct  of  members  of  component  societies,  on 
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which  an  appeal  is  taken  from  the  decision  of  an 
individual  council.  The  Council  shall  elect  a 
chairman  following  election  of  the  Council 
members  by  the  House  of  Delegates. 

B.  The  Council  shall  be  responsible  for  the 
conduct  of  all  the  business  affairs  of  the  Society. 
It  shall  employ  a chief  executive  officer  who 
shall  be  known  as  the  executive  vice  president. 

(a)  The  executive  vice  president  shall  be  re- 
sponsible for  implementation  of  policies  of  the 
Society  and  conducting  affairs  of  the  Society 
under  direction  of  the  Council  and  its  Executive 
Committee,  the  House  of  Delegates  and  the 
president.  The  executive  vice  president  shall  be 
the  directing  manager  of  the  Society’s  head- 
quarters office  and  the  Journal  office,  and  shall 
supervise  the  work  of  all  salaried  employees  in 
the  Society’s  offices.  (Such  supervision  shall  be 
subject  to  directives  from  the  House  of  Delegates, 
the  Council,  the  Executive  Committee  and  the 
President  of  the  Society.)  He  shall  discharge  the 
administrative  functions  of  the  Society  not  with- 
in the  duties  of  other  officers  or  of  committees 
to  perform.  He  shall  assist,  at  their  request,  all 
officers  and  committees,  and  shall  keep  himself 
informed  in  regard  to  non-professional  matters 
affecting  the  medical  profession,  for  the  purpose 
of  keeping  himself  qualified  to  perform  the  serv- 
ices herein  mentioned.  (He  shall  be  responsible 
for  the  execution  and  carrying  out  of  the  policies 
of  the  Society  and  in  that  connection  shall  per- 
form all  specific  tasks  committed  to  him  by  the 
committees,  the  Council  and  the  officers  of  this 
Society.)  The  amount  of  his  salary  shall  be  fixed 
by  the  Council  and  he  shall  give  bond  (in  the 
same)  as  directed  by  the  Council. 

Section  (4)  2.  Organizing  Component  Societies 

The  Council  shall  have  authority  to  organize 
the  physicians  of  two  or  more  counties  into  so- 
cieties, to  be  suitably  designated  so  as  to  dis- 
tinguish them  from  district  societies,  and  these 
societies,  when  organized  and  chartered,  shall  be 
entitled  to  all  rights  and  privileges  provided  for 
component  societies  until  such  counties  shall  be 
organized  separately. 

Section  (5)  5.  Publications  and  Records 

The  Council  shall  provide  for  and  superintend 
the  publication  and  distribution  of  all  proceed- 
ings, transactions  and  memoirs  of  the  Society  and 
shall  have  authority  to  appoint  an  editor  and 
such  assistants  as  it  deems  necessary.  All  money 
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received  by  the  Council  and  its  agents,  resulting 
from  the  discharge  of  the  duties  assigned  to  them, 
must  be  paid  to  the  treasurer  of  the  Society.  It 
shall  annually  audit  the  accounts  of  the  treasurer 
and  secretary  and  other  agents  of  this  society  and 
present  a statement  of  the  same  in  its  annual 
report  to  the  House  of  Delegates,  which  report 
shall  also  specify  the  character  and  cost  of  all 
the  publications  of  the  Society  during  the  year, 
and  the  amount  of  all  other  property  belonging 
to  the  Society  under  its  control,  with  such  sug- 
gestions as  it  may  deem  necessary.  (In  the  event 
of  a vacancy  in  the  office  of  the  secretary  or  of 
the  treasurer,  the  Council  shall  fill  the  vacancy 
until  the  next  Annual  Session.) 

Section  (1)  4.  Meetings 

The  Council  shall  meet  on  the  first  day  of  the 
Annual  Session  and  daily  during  the  session  and 
at  such  other  times  as  (necessity  may  require) 
necessary,  subject  to  the  call  of  the  chairman  or 
on  petition  of  three  councilors.  It  shall  meet  on 
the  last  day  of  the  Annual  Session  of  the  Society 
to  organize  and  outline  the  work  for  the  ensuing 
year.  Between  annual  sessions,  the  Council  shall 
be  expected  to  meet  at  least  bi-monthly. 

Section  (1)  5.  Reporting 

The  Council  shall,  through  its  chairman,  make 
an  annual  written  report  to  the  House  of  Dele- 
gates. 

Section  6.  Bonds 

The  Council  shall  have  authority  to  accept  or 
reject  all  bonds. 

Section  7.  Committees 

(A)  Executive  Committee 

The  Chairman  of  the  Council,  the  President, 
the  President-elect  and  the  Secretary  shall  con- 
stitute the  executive  committee  of  the  Council. 
The  Chairman  of  the  Council  shall  serve  as 
chairman  of  the  Executive  Committee.  The  Ex- 
ecutive Committee  shall  have  the  power  and  au- 
thority to  act  for  the  Council  between  meetings 
of  that  body;  all  actions  of  the  Executive  Com- 
mittee shall  require  approval  or  ratification  of 
the  Council.  The  Executive  Committee  shall 
consider  matters  referred  to  it  by  officers  of  the 
Society  and  shall  report  its  findings  or  recom- 
mendations to  the  Council. 

(B)  Council  Committees 

The  chairman  shall,  with  concurrence  of  the 
Council,  appoint  such  committees  as  are  neces- 
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sary  to  carry  out  the  duties  assigned  to  the  Coun- 
cil by  the  By-Laws  and  House  of  Delegates.  At 
the  discretion  of  the  Council,  the  committees 
shall  be  of  three  types:  (1)  standing  committees 
with  unlimited  membership  tenure;  (2)  standing 
committees  with  staggered  membership  terms; 
and  (3)  ad  hoc  committees  as  may  be  warranted 
for  specific  purposes. 

Section  8.  Appointments  to  fill  vacancies 

The  Council  shall,  by  appointment,  fill  any 
vacancy  in  office  not  otherwise  provided  for 
xvhich  may  occur  during  the  interval  between 
annual  meetings  of  the  House  of  Delegates. 

CHAPTER  VIII.  Committees 

Section  1. 

(A)  The  standing  committees  of  this  Society 

shall  be  as  follows: 

1.  Committee  on  Cancer  Control 

2.  Committee  on  Medical  Legislation/ 
Sub-Committee  on  National  Legisla- 
tion 

3.  Committee  on  Public  Health/Sub- 
Committees  on  Rural  Health,  Mater- 
nal and  Child  Welfare,  Tuberculosis, 
Heart  Association,  Liaison  with  Nurs- 
ing Profession,  etc. 

4.  Committee  on  Continuing  Medical  Ed- 
ucation 

5.  Committee  on  Hospitals/ Hospital  liai- 
son and  Arkansas  Hospital  Association 

6.  Committee  on  Public  Relations/Speak- 
ers’ Bureau,  Liaison  with  Auxiliary, 
Liaison  with  Medical  Assistants,  Civil- 
ian Defense,  etc. 

7.  Committee  on  Annual  Session  (Com- 
mittee on  Scientific  Work  and  Ex- 
hibits) 

8.  (Committee  on  Veterans  Administra- 
tion Affairs) 

9.  Committee  on  Insurance 

10.  Committee  on  Medicine  and  Religion 

11.  Committee  on  Aging 

12.  Committee  on  Mental  Health 

(B)  Additional  committees  shall  be  considered 
sub-committees  of  the  appropriate  standing  com- 
mittee and  one  member  of  the  standing  commit- 
tee shall  be  a member  of  the  sub-committee. 

(C)  Unless  otherwise  provided,  these  commit- 
tees shall  be  appointed  by  the  president  for  three- 
year  staggered  terms.  The  committee  shall  con- 


sist of  not  less  than  six  members  each,  with  each 
president  appointing  two  members  for  a three- 
year  period.  Any  vacancies  through  death,  re- 
moval or  resignation  may  be  filled  by  the  presi- 
dent at  the  time  the  vacancy  occurs  and  for  the 
unexpired  term  of  the  vacancy.  The  president 
and  the  secretary  shall  be  ex-officio  members  of 
all  committees. 

Section  2.  The  duties  of  the  committee  shall 
be  as  follows: 

(Section  2)  Committee  on  Cancer  Control. 
Shall  represent  the  Society  in  all  activities  con- 
cerned with  cancer  in  the  State.  Shall  directly 
supervise  the  activities  of  the  Cancer  Control 
Committee  of  the  Arkansas  Medical  Society  Aux- 
iliary. Shall  cooperate  with  all  agencies  within 
the  State  of  Arkansas  dedicated  to  the  problem 
of  cancer. 

(Section  3.) 

(The  Committee  on  Scientific  Work  shall  con- 
sist of  six  members  of  which  the  secretary  shall 
be  one.  Subject  to  the  instructions  of  the  House 
of  Delegates,  this  committee  shall  determine  the 
character  and  scope  of  the  scientific  program  for 
each  Annual  Session,  determining  the  order  in 
which  papers  and  discussions  shall  be  presented.) 

(Section  4.)  Committee  on  Medical  Legisla- 
tion. Shall  represent  the  Society  in  all  l^islative 
practice.  It  shall  keep  in  touch  with  professional 
and  public  opinion  and  maintain  active  relations 
with  the  Department  of  Public  Affairs  of  the 
American  Medical  Association.  It  shall,  at  all 
times,  endeavor  to  shape  and  guide  legislation 
with  a view  to  securing  the  best  results  for  the 
whole  people.  It  shall  strive  to  organize  pro- 
fessional influence  so  as  to  promote  the  general 
good  of  the  community  in  local,  state,  and  na- 
tional affairs  and  elections.  During  sessions  of 
the  General  Assembly,  it  shall  keep  itself  in- 
formed as  to  the  bills  that  are  introduced,  and 
shall  inform  the  members  of  the  Society  through 
its  Journal  or  special  bulletins  to  the  end  that 
legislation  inimical  to  the  medical  profession  and 
the  public  shall  be  defeated,  and  legislation  fos- 
tering the  interest  of  the  public  health  and  med- 
ical practice  shall  be  enacted  into  law. 

(Section  5.  The  Committee  on  Health  and 
Public  Instruction) 

Committee  on  Public  Health.  Shall  represent 
the  Society  in  those  affairs  having  for  their 
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object  the  improvement  in  public  and  personal 
health,  the  prevention  of  epidemics,  and  the  in- 
struction of  the  people.  It  shall  maintain  close 
relations  with  the  Board  of  Health,  the  State 
Health  Officer,  and  the  various  health  officials, 
assisting  in  the  adoption  of  public  health  pro- 
grams, the  enforcement  of  sanitary  laws,  and  to 
exercise  leadership  in  the  health  problems  of 
school  children  through  a sub-committee  on 
physical  fitness  and  school  health.  As  occasion 
demands,  or  when  thought  advisable,  it  shall 
supervise  the  preparation  of  article  of  timely 
interest  for  publication  in  the  newspapers  or  for 
broadcasting  over  the  radio  for  the  instruction 
of  the  public. 

(Section  6.) 

The  Committee  on  Continuing  Medical  Edu- 
cation shall  be  resp>onsible  for  consideration  of 
all  questions  pertaining  to  medical  education.  It 
shall  maintain  close  relations  with  the  officials 
and  faculty  of  the  University  of  Arkansas  College 
of  Medicine,  and  Arkansas  Academy  of  Family 
Physicians,  and  other  groups  interested  in  main- 
taining and  improving  medical  education  in  our 
State  institutions.  It  shall  foster  continuous  ef- 
forts to  increase  excellence  in  the  system  of  post- 
graduate education  to  serve  the  cause  of  medicine 
and  to  assure  the  public  of  continuing  improve- 
ment in  the  postgraduate  training  of  physicians 
in  practice.  (The  committee  shall  consist  of  ten 
members,  one  from  each  councilor  district.) 

The  Committee  shall  determine  continuing 
medical  education  requirements  for  maintaining 
membership  in  the  Society,  as  provided  in  these 
By-Laws,  and  shall  establish  methods  of  report- 
ing in  compliance  with  the  continuing  medical 
education  requirements. 

The  Committee  on  Continuing  Medical  Edu- 
cation shall  consist  of  seven  members  appointed 
by  the  president  as  follows:  The  dean  or  a repre- 
sentative of  the  University  of  Arkansas  College 
of  Medicine;  one  representative  of  the  Arkansas 
Academy  of  Family  Physicians  from  three  nomi- 
nations by  that  group;  one  family  physician 
member  of  the  Society  selected  by  the  president; 
one  surgeon  selected  from  three  nominees  from 
the  Arkansas  Chapter  of  the  American  College 
of  Surgeons;  one  internist  selected  from  three 
nominations  from  the  Arkansas  Chapter,  Ameri- 
can College  of  Physicians,  and  two  other  mem- 
bers of  the  Society,  not  in  the  specialty  categories 


listed  above,  selected  by  the  president.  The  com- 
mittee chairman  shall  be  named  by  the  president. 

(Section  7.) 

Committee  on  Hospitals.  The  Committee  on 
Hospitals  shall  have  referred  to  it  all  questions 
pertaining  to  hospitals  and  their  operations;  hos- 
pitalization of  patients  and  hospital-physician 
relationships. 

(Section  8.) 

Committee  on  Public  Relations.  The  Com- 
mittee shall  have  referred  to  it  all  questions 
wherein  the  medical  profession  as  represented  by 
the  Society  is  called  upon  for  advice,  for  partici- 
pation in  private  or  public  affairs  and  projects 
not  coming  within  the  duties  outlined  for  the 
other  committees.  It  shall  be  the  publicity  com- 
mittee of  the  Society  and  shall  have  charge  of  all 
publicity  issued  in  the  name  of  the  Society.  The 
sub-committee  on  professional  relations  shall 
function  under  this  committee. 

(Section  9.) 

Committee  on  Annual  Session.  The  committee 
(on  Scientific  work  and  exhibits)  shall  determine 
the  character  and  scope  of  the  scientific  (pro- 
ceedings) program  for  each  annual  session.  It 
shall  prepare  a scientific  program  for  each  an- 
nual session.  It  shall  solicit  and  collect  material 
from  institutions  and  individual  physicians  of 
the  State  that  is  of  scientific  interest.  This  it 
shall  arrange  and  exhibit  at  each  annual  session. 
It  should  particularly  strive  to  obtain  material 
that  will  more  fully  illustrate  the  papers  pre- 
sented in  the  general  meeting  of  the  Society. 

(Section  10.) 

Committee  on  Insurance.  The  Committee  on 
Insurance  shall  deal  with  all  matters  pertaining 
to  insurance,  including  liaison  with  Blue  Cross- 
Blue  Shield. 

(Section  11.) 

The  Committee  (on  Arrangements  for  the  An- 
nual Session)  shall  provide  suitable  accommoda- 
tions for  the  meeting  places  of  the  Society  and 
the  House  of  Delegates,  the  scientific  exhibits, 
the  committees,  and  shall  have  general  charge  of 
all  arrangements.  Its  chairman  shall  report  an 
outline  of  the  arrangements  to  the  (secretary) 
Executive  Vice  President  for  publication  in  the 
program  and  shall  make  additional  announce- 
ments during  the  session  as  occasion  may  require. 
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(Section  12.) 

The  Committee  on  Medicine  and  Religion 
shall  work  to  create  and  enhance  communication 
between  physician  and  clergyman  which  will 
lead  to  the  most  effective  care  and  treatment  of 
the  patient  in  which  both  are  interested.  It  shall 
study  the  areas  in  which  there  is  or  may  be  con- 
tinuing correlation  involving  medicine  and  re- 
ligion. 

(Section  13.) 

The  Committee  on  Aging  shall  study  the  prob- 
lems of  the  aged  and  the  aging.  It  shall  provide 
leadership  and  initiative  in  meeting  the  health 
and  medical  care  requirements  of  older  persons. 
It  shall  foster  the  development  of  effective  meth- 
ods of  achieving  the  best  possible  social  and 
spiritual  atmosphere  for  the  elderly. 

(Section  14.) 

The  Committee  on  Mental  Health  shall  study 
the  problems  of  the  mentally  ill.  It  shall  foster 
development  of  programs  to  improve  the  care 
and  treatment  of  mental  patients  and  mental 
retardates. 

CHAPTER  IX.  (COUNTY)  COMPONENT 
SOCIETIES 

Section  1.  Charters  for  Component  Societies 

(A)  All  (County)  component  societies  now  in 
affiliation  with  this  Society  or  those  which  may 
hereafter  be  organized  in  this  State,  which  have 
adopted  principles  of  organization  not  in  con- 
flict with  this  Constitution  and  By-Laws,  shall, 
on  application  and  submission  of  their  Constitu- 
tion and  By-Laws,  receive  a charter  from  and  be- 
come a component  part  of  this  Society. 

(Section  2.) 

(B)  As  rapidly  as  can  be  done  after  the  adop- 
tion of  this  Constitution  and  By-Laws,  a medical 
society  shall  be  organized  in  every  county  in  the 
State  in  which  no  component  society  exists,  and 
charters  shall  be  issued  thereto. 

(Section  3.) 

(C)  Charters  shall  be  issued  only  on  approval 
of  the  Council,  and  shall  be  signed  by  the  presi- 
dent and  secretary  of  this  Society.  Upon  the  rec- 
ommendation of  the  Council,  the  House  of  Dele- 
gates may  revoke  the  charter  of  any  component 
society  whose  actions  are  in  conflict  with  the 
letter  or  spirit  of  this  Constitution  and  By-Laws. 


Section  2.  Component  organization 

(Section  4.) 

Only  one  component  medical  society  shall  be 
chartered  in  any  county,  except  in  the  county 
where  the  University  of  Arkansas  College  of 
Medicine  is  located.  In  that  county  there  may 
be,  in  addition  to  the  regular  county  medical  so- 
ciety, one  component  society  for  interns  and  resi- 
dents and  one  component  society  for  medical  stu- 
dents. Where  more  than  one  component  society 
exists  in  any  other  county,  friendly  overtures  and 
concessions  shall  be  made,  with  the  aid  of  the 
councilor  for  the  district  if  necessary,  and  all  of 
the  members  brought  into  one  organization.  In 
case  of  failure  to  unite,  an  appeal  may  be  made 
to  the  Council,  which  shall  decide  what  action 
shall  be  taken. 

Section  (5)  3.  Membership  Qualifications 

Each  (county)  component  society  shall  be  the 
judge  of  the  qualifications  of  its  own  members, 
but  as  such  societies  are  the  only  portals  of  this 
Society  and  to  the  American  Medical  Associa- 
tion, every  reputable  (physician)  person  who  pos- 
sesses the  qualifications  for  membership  required 
by  (Article  IV,  Section  2)  Chapter  I,  Section  2 
of  these  By-Laws,  and  who  does  not  practice  or 
claim  to  practice  nor  lend  suppjort  to  any  ex- 
clusive system  of  medicine,  shall  be  eligible  to 
membership.  No  physician  or  surgeon  who  so- 
licits patients  or  business  for  himself,  or  for  an 
association  or  other  organization  of  which  he  is 
a member,  or  by  which  he  is  employed,  or  in 
which  he  is  interested,  shall  be  eligible  for  mem- 
bership in  this  Society,  and  no  physician  who 
works  for,  is  employed  by,  or  is  interested  in, 
any  association  or  organization  which  solicits  pa- 
tients, members  or  physicians,  shall  be  eligible 
for  membership  in  this  Society.  Any  member  of 
the  Society  who  shall  hereafter  violate  any  of 
the  provisions  hereof  shall  be  expelled  from  the 
Society.  Before  a charter  is  issued  to  any  county 
society,  full  and  ample  notice  shall  be  given  to 
every  physician  in  the  county  to  become  a mem- 
ber. 

Section  (6)  4.  Appeal  to  the  Council 

Any  physician  who  may  feel  aggrieved  by  the 
action  of  the  Society  of  his  county  in  refusing 
him  membership  or  in  censoring,  suspending,  or 
expelling  him,  shall  have  the  right  to  appeal  to 
the  Council,  and  its  decision  shall  be  final  ex- 
cept that  a county  society  shall  at  all  times,  be 
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permitted  to  appeal  or  refer  questions  involving 
membership  to  the  House  of  Delegates  of  the 
Arkansas  Medical  Society  for  final  determina- 
tion. That  the  Council  may  be  aided  in  render- 
ing just  decisions,  it  is  necessary  that  the  By-Laws 
of  each  component  society  provide  in  detail  the 
routine  to  be  followed  in  preferring  charges  and 
trying  any  member  accused  of  and  tried  for  any 
kind  of  unprofessional  conduct. 

(Section  7.)  In  hearing  appeals  the  Council 
may  admit  oral  or  written  evidence  as  in  its 
judgment  will  best  and  most  fairly  present  the 
facts;  but  in  case  of  every  appeal,  both  as  a Board 
and  as  individual  councilors  in  district  and 
county  work,  efforts  at  conciliation  and  compro- 
mise shall  precede  all  such  hearings. 

Section  (8)  5.  Transfers 

When  a member  in  good  standing  in  a com- 
ponent (county)  society  moves  to  another  county 
in  this  State,  he  shall  be  given  a ivritten  certifi- 
cate of  these  facts  by  the  secretary  of  his  society, 
without  cost,  for  transmission  to  the  secretary  of 
the  society  in  the  county  to  which  he  moves. 
Pending  his  acceptance  or  rejection  by  the  society 
in  the  county  to  which  he  moves,  such  member 
shall  be  considered  to  be  in  good  standing  in  the 
county  society  from  which  he  was  certified  and 
in  the  State  Society  to  the  end  of  the  period  for 
which  his  dues  have  been  paid. 

Section  (9)  6.  County  Jurisdiction 

A physician  living  near  a county  line  may  hold 
his  membership  in  that  county  society  most  con- 
venient for  him  to  attend,  on  permission  of  the 
component  society  in  whose  jurisdiction  he  re- 
sides. 

Section  (10)  7.  Efforts  to  Increase  Membership 

Each  component  society  shall  have  general  di- 
rection of  the  affairs  of  the  profession  in  its 
county,  and  its  influence  shall  be  constantly  ex- 
erted for  bettering  the  scientific,  moral  and  ma- 
terial condition  of  every  physician  in  the  county; 
and  systematic  efforts  shall  be  made  by  each 
member,  and  by  the  society  as  a whole,  to  in- 
crease the  membership  until  it  embraces  every 
qualified  physician  in  the  county. 

Section  8.  Representation  in  House  of  Dele- 
gates 

(A)  Each  regular  county  medical  society  shall 
be  entitled  to  one  delegate  to  the  House  of  Dele- 
gates of  this  Society  for  each  twenty-five  members 


or  major  fraction  thereof,  provided  that  the  so- 
ciety has  complied  with  other  provisions  of  these 
By-Laws,  and  provided  that  each  component  so- 
ciety shall  be  entitled  to  one  delegate. 

(B)  The  component  society  of  interns  and  resi- 
dents shall  be  entitled  to  one  delegate  to  the 
House  of  Delegates. 

(C)  The  component  society  of  medical  stu- 
dents shall  be  entitled  to  one  delegate  to  the 
House  of  Delegates. 

(Section  11.) 

(D)  At  some  meeting  in  advance  of  the  annual 
session  of  this  society,  each  (county)  component 
society  shall  elect  a delegate  or  delegates  to  repre- 
sent it  in  the  House  of  Delegates  (of  this  Society, 
in  the  proportion  of  one  delegate  to  each  twenty- 
five  members  and  one  for  each  major  fraction 
thereof)  as  provided  in  these  By-Laws  and  the 
secretary  of  the  county  society  shall  send  a list 
of  such  delegates  to  the  (secretary)  Executive  Vice 
President  of  this  Society  at  least  ten  days  before 
the  annual  session. 

Section  (12.)  9.  Responsibilities  of  Secretary 

The  secretary  of  each  component  society  shall 
keep  a roster  of  its  members,  and  of  the  non- 
affiliated  (registered)  licensed  physicians  of  the 
county,  in  which  shall  be  shown  the  full  name, 
address,  college  and  date  of  graduation,  date  of 
license  to  practice  in  this  State  and  such  other 
information  as  may  be  deemed  necessary.  In 
keeping  such  roster,  the  secretary  shall  note  any 
changes  in  the  personnel  of  the  profession  by 
death,  or  by  removal  to  or  from  the  county,  and 
in  making  his  annual  report  he  shall  endeavor 
to  account  for  every  physician  who  has  lived  in 
the  county  during  the  year. 

Section  (13.)  10.  Assessment 

The  secretary  of  each  component  society  shall 
forward  its  assessment,  together  with  its  roster  of 
officers  and  members,  list  of  delegates,  and  list 
of  non-affiliated  physicians  of  the  county,  to  the 
secretary  of  this  Society  on  January  1,  and  not 
later  than  March  1 of  each  year. 

Section  (14.)  II.  Failure  to  Pay  Assessment 

Any  county  society  which  fails  to  pay  its  as- 
sessment, or  make  the  report  required,  on  or  be- 
fore March  1,  shall  be  held  as  suspended,  and 
none  of  its  members  or  delegates  shall  be  per- 
mitted to  participate  in  any  of  the  business  or 
proceedings  of  the  Society  or  of  the  House  of 
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Delegates  until  such  requirements  have  been 
met. 

CHAPTER  X.  Miscellaneous 

Section  1. 

No  address  or  paper  before  (the)  this  Society, 
except  those  of  the  president  and  orators,  shall 
occupy  more  than  tliirty  minutes  in  its  delivery 
and  no  member  shall  speak  longer  than  five 
minutes  nor  more  than  once  on  any  subject,  ex- 
cept by  unanimous  consent. 

Section  2. 

All  papers  read  before  the  Society  or  any  of 
the  sections  shall  become  its  property.  Each 
paper  shall  be  deposited  with  the  Secretary  when 
read. 

CHAPTER  XI.  Parliamentary  Procedure 

(Section  1.) 

The  deliberations  of  this  Society  shall  be  gov- 
erned by  parliamentary  usage  as  contained  in 
Sturgis  Rules  of  Parliamentary  Procedure,  when 
not  in  conflict  with  this  Constitution  and  By- 
Laws. 

(Section  2.) 

(All  items  expected  to  be  considered  at  the 
annual  meeting  of  the  House  of  Delegates  of 
this  Society  must  be  printed  in  the  Journal  of 
the  Arkansas  Medical  Society  in  the  month  pre- 
ceding the  annual  meeting.  All  resolutions  to  be 
submitted  to  the  House  of  Delegates  at  the  an- 
nual meeting  must  be  received  in  the  office  of 
the  Executive  Vice  President  twenty  days  prior 
to  said  meeting.  Any  new  business  proposed  dur- 
ing the  first  session  of  the  House  of  Delegates  of 
this  Society  must  have  a two-thirds  majority  of 
the  attending  delegates  voting  for  such  introduc- 
tion into  this  session.  Any  new  resolutions  or 
other  new  business  proposed  for  introduction  to 
this  House  of  Delegates  after  the  first  session  in 
each  annual  meeting  must  have  two-thirds  con- 
sent of  attending  delegates  before  its  introduc- 
tion). 

CHAPTER  XII.  Medical  Ethics 

The  Principles  of  Medical  Ethics  promulgated 
by  the  American  Medical  Association  shall 
govern  the  conduct  of  members  in  their  relation 
to  each  other  and  to  the  public. 

CHAPTER  XIII.  Amendments 

The  House  of  Delegates  may  amend  any  chap- 
ter of  these  By-Laws  by  a two-thirds  vote  of  the 


delegates  present  at  any  annual  session,  provided 
that  each  amendment  shall  have  been  presented 
in  open  meeting  at  the  previous  annual  session, 
and  that  it  shall  have  been  published  twice  dur- 
ing the  year  in  a bulletin  or  Journal  of  this  So- 
ciety, or  sent  officially  to  each  component  society 
at  least  two  months  before  the  meeting  at  which 
final  action  is  to  be  taken. 

NEW  BUSINESS 

The  following  proposed  resolution  is  sub- 
mitted by  the  Council  for  consideration  by  the 
House. 

Resolution 

Repeal  Section  227  of  PL  92-603 

WHEREAS,  Section  227  of  Public  Law  92-603 
provides  for  differential  payment  for  the  services 
of  physicians  rendered  at  teaching  hospitals,  and 

WHEREAS,  this  legislation  discriminates 
against  those  physicians  who  assume  responsibil- 
ity for  the  education  of  interns  and  residents  for 
the  provision  of  health  care  in  the  future,  and 

WHEREAS,  this  legislation  is  in  conflict  with 
the  need  to  stimulate  physicians  to  participate 
actively  in  the  education  of  interns,  residents  and 
medical  students  to  meet  the  needs  of  society  for 
additional  well-educated  physicians  and  thereby 
interferes  with  the  planned  expansion  of  primary 
care  residency  programs,  and 

WHEREAS,  this  legislation  includes  the  po- 
tential to  compel  a dual  standard  of  care  (in- 
cluding the  denial  of  equal  access  to  health  care) 
based  upon  a patient’s  ability  to  pay  for  services 
and  thereby  discriminates  against  significant 
numbers  of  citizens  of  the  United  States, 

THEREFORE,  BE  IT  RESOLVED  that  the 
Arkansas  Medical  Society  deplore  further  steps 
to  implement  Section  227  of  PL  92-603,  and 

BE  IT  FURTHER  RESOLVED  that  the  So- 
ciety take  all  necessary  steps,  including  introduc- 
tion of  a similar  resolution  at  the  AMA  meeting 
in  June  1978  and  requesting  the  tissistance  from 
the  Arkansas  Congressional  Delegation,  to  obtain 
Congressional  repeal  of  this  Section,  and 

BE  IT  FURTHER  RESOLVED  that  copies 
of  this  resolution  be  sent  to  all  members  of  the 
Arkansas  delegation  to  the  United  States  Con- 
gress. 
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ANNUAL  COMMITTEE  REPORTS 
Committee  on  Cancer  Control 
Charles  R.  Henry,  M.D.,  Chairman 

The  Committee  on  Cancer  Control  has  had  no 
problems  with  which  to  cope  nor  any  necessity 
to  meet.  We  work  closely  with  the  American 
Cancer  Society  and  the  Arkansas  State  Board  of 
Health.  Physicians  in  most  areas  of  the  State 
work  with  local  projects  and  participate  in  vari- 
ous activities  of  Cancer  Clinics.  Particularly, 
there  has  been  considerable  interest  in  the  Pap 
smear  and  Colposcopy  screening  clinics. 

Men  who  have  given  so  generously  of  their 
time  and  talents  in  this  effort  deserve  commenda- 
tion. 

Sub-Committee  on  National  Legislation 
William  S.  Orr,  Jr.,  M.D.,  Chairman 

This  Committee  held  no  active  meetings  dur- 
ing the  course  of  the  year,  but  the  chairman  did, 
at  various  meetings  of  his  County  Society  and 
of  the  Council  of  the  Arkansas  Medical  Society, 
request  that  active  roles  be  played  by  physicians 
in  all  areas  of  the  State  in  those  matters  of  na- 
tional legislation  that  pertain  particularly  to  the 
practice  of  medicine. 

Committee  on  Public  Health 
(Rural  Health) 

Ben  N.  Saltzman,  M.D.,  Chairman 

The  Chairman  of  this  Committee  serves  as  a 
member  of  the  Arkansas  State  Board  of  Health, 
and  as  Chairman  of  an  Advisory  Committee  to 
the  Arkansas  Cooperative  Extension  Service.  He 
continues  as  Director  of  the  Rural  Medical  De- 
velopment Programs  of  the  College  of  Medicine, 
University  of  Arkansas.  He  was  speaker  at  the 
National  Rural  Health  Conference,  sponsored 
by  the  American  Medical  Association,  held  in 
Seattle,  Washington,  the  end  of  March  and  the 
first  of  April.  His  subject  was  “Medical  School 
Cooperation  with  the  Cooperative  Extension 
Service.”  He  also  presided  at  a luncheon  for  the 
Conference. 

Members  of  the  committee  participated  in  con- 
tinuing education  courses  for  family  practition- 
ers, sponsored  by  the  College  of  Medicine.  These 
included  refresher  courses  on  “Developments  in 
the  Management  of  Spinal  Cord  Patients”  and 
“Hypertension  Programs.” 

The  Chairman  spoke  to  a Nurse  Practitioner 
program  in  Searcy,  Arkansas,  on  health  care  de- 


livery in  the  rural  setting,  and  to  the  Arkansas 
State  Nurses  Association  on  “Laetrile.”  He  ad- 
dressed the  Health  Department  personnel,  nurses 
and  regional  directors  in  regard  to  the  impor- 
tance of  “Communication  between  the  Health 
Department  and  the  Practicing  Physicians.”  On 
August  4th,  the  Chairman  presented  the  4-H 
Health  Award  to  the  State  winner  in  Fayetteville, 
Arkansas.  This  was  the  annual  award  provided 
by  the  Arkansas  Medical  Society  for  the  Rural 
Health  Committee.  Six  District  awards  had  pre- 
viously been  afforded  district  winners. 

The  Chairman  has  been  involved  this  past  year 
in  helping  develop  a Health,  Education  and  Wel- 
fare Rtural  Health  Initiative  program  in  the 
southern  part  of  the  State.  Our  committee  was 
involved  in  planning  and  producing  a State 
Rural  Health  Conference  held  under  the  spon- 
sorship of  the  Cooperative  Extension  Service  in 
Little  Rock  on  August  25th.  This  was  one  of 
our  best  attended  conferences  with  more  than 
600  people  from  over  the  State  involved. 

The  Chairman  attended  and  participated  in 
an  HEW  workshop  on  “Medically  Underseiwed 
Areas”  held  in  Dallas,  Texas,  on  September  14th. 
He  spoke  to  a meeting  of  the  Deans  of  the 
Southern  Medical  Colleges  on  October  9th,  in 
New  Orleans.  His  subject  was  the  progress  in 
Arkansas  in  the  “Rural  Medical  Development 
Programs  Area  of  the  College  of  Medicine.” 

On  December  5th  and  6th,  the  Chairman  at- 
tended a National  Rural  Health  Conference, 
sponsored  by  the  Rural  America  group  in  Wash- 
ington, D.  C.  He  was  elected  to  membership  in 
its  Council’s  Executive  Committee.  This  organi- 
zation is  attempting  to  bring  the  problems  of 
the  rural  people  to  the  attention  of  our  health 
planners  and  developers  in  Congress. 

The  Council  on  Rural  Health  of  the  American 
Medical  Association  no  longer  exists.  However, 
there  is  a Department  of  Rural  and  Community 
Health  in  the  staff  organization.  It  has  a new 
director  who  will  continue  AMA’s  policy  of  being 
involved  in  the  rural  health  picture.  Another 
National  Rural  Health  Conference  sp>onsored  by 
the  AMA  is  to  be  held  April  5-7,  1978.  This  will 
be  in  Denver,  Colorado.  Your  Committee  on 
Public  Health  continues  to  be  interested  in  rural 
health  problems  and  the  methods  being  proposed 
to  alleviate  these  problems.  As  items  of  interest 
appear,  they  will  be  brought  to  the  attention  of 
the  membership  of  the  Society. 
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Sub-Committee  on  Tuberculosis 
Donald  L.  Miller,  M.D.,  Chairman 

It  has  recently  become  more  apparent  that  the 
problem  with  tuberculosis  at  Cummins  Prison  is 
much  more  severe  titan  previously  realized.  Dur- 
ing the  past  two  to  three  years,  a cooperative 
effort  between  the  Arkansas  Department  of 
Healtli  and  the  prison  officials  has  led  to  in- 
tensive efforts  to  evaluate  this  situation  and  to 
institute  an  effective  tuberculosis  control  pro- 
giam  in  the  prison.  The  instigation  and  imple- 
mentation of  tliis  program  has  been  largely  due 
to  the  interest  and  the  efforts  of  Dr.  William  W. 
Stead,  Director  of  Tuberculosis  Program  for  the 
Arkansas  Department  of  Health. 

For  some  time,  all  prisoners  entering  Cummins 
have  initial  skin  test  and  chest  x-ray  evaluation. 
Positive  skin  test  reactors  are  followed  in  a skin 
test  reactor  clinic  and  treated  prophylactically 
when  indicated.  A second  chest  clinic  is  held 
once  monthly  to  evaluate  and  treat  cases  and 
suspected  cases  of  active  tuberculosis.  Statistics 
have  been  compiled  that  now  show  the  unex- 
pected prevalence  of  tuberculosis  and  of  skin 
test  converters  in  the  prison. 

During  the  calendar  years  1975,  1976,  and 
1977,  fifteen  active  cases  of  tuberculosis  have 
been  diagnosed  and  treated  at  Cummins  Prison. 
Only  two  of  these  fifteen  active  cases  appeared 
during  1977,  and  both  of  these  were  diagnosed 
by  the  current  admission  examination  program. 
However,  in  1977  two  former  prisoners  were 
found  to  have  active  tuberculosis  after  having 
been  released  from  Cummins  Prison. 

The  State  Health  Department  officials  and 
prison  officials  involved  are  interested  in  cor- 
recting this  situation  as  much  as  possible.  The 
present  system  of  surveillance  and  evaluation  at 
the  prison  will  prevent  further  instances  of  pris- 
oners developing  active  tuberculosis  after  their 
release,  or  make  this  event  highly  unlikely. 
However,  it  is  felt  that  other  prisoners  who  have 
been  at  Cummins  during  the  years  1974,  1975, 
and  1976  have  a high  incidence  of  risk  for  de- 
veloping active  tuberculosis.  Plans  are  being 
made  by  the  prison  officials  and  the  Health  De- 
partment for  notifying  prisoners  who  were  re- 
leased in  1974,  1975,  and  1976  that  they  are  at 
risk  and  are  advised  to  go  to  their  local  health 
department  for  evaluation  and  recommendations. 

The  Sub-Committee  on  Tuberculosis  for  the 
Arkansas  Medical  Society  strongly  endorses  the 


current  tuberculosis  control  program  at  Cummins 
Prison,  and  also  the  proposal  to  notify  former 
prisoners  of  the  need  for  current  evaluation. 

Sub-Committee  on  Industrial  Health 
Howard  M.  Armstrong,  M.D.,  Chairman 

The  Sub-Committee  on  Industrial  Health  has 
communicated  by  correspondence  during  the 
period  of  time  covered. 

No  meetings  were  held. 

An  attempt  is  being  made  to  explore  the  phy- 
sicians in  the  State  who  have  interest  in  this  area 
of  medical  practice. 

Sub-Committee  on  Traffic  Safety 
Carl  L Williams,  M.D.,  Chairman 

The  Traffic  Safety  Committee  of  the  Arkansas 
Medical  Society  has  continued  to  work  with  and 
participate  in  programs  jointly  with  the  Trauma 
Society  of  the  College  of  Surgeons  and  the  Trau- 
ma Foundation. 

In  February  1977,  a Symposium  of  Lifesaving 
Techniques  was  given  at  the  Camelot  Inn  in 
Little  Rock,  and  the  Traffic  Committee  specifi- 
cally covered  the  area  of  automobile  safety  de- 
vices, particularly  child  restraints  and  infant 
restraints  used  in  automobiles. 

The  Traffic  Safety  Committee  has  continued 
to  sponsor  local  talks  and  symposiums  in  several 
areas  given  by  supportive  personnel  and  aimed 
at  spreading  information  regarding  children’s 
automobile  restraints  during  the  past  year. 

The  Traffic  Safety  Committee  also  partici- 
pated in  the  Emergency  Health  Conference  con- 
ducted in  Hot  Springs  at  the  Arlington  Hotel 
in  June  1977.  This  was  a joint  meeting  for 
EMT’s,  nurses,  and  administrative  personnel, 
as  well  as  doctors. 

The  Traffic  Safety  Committee  has  continued 
to  receive  mailings  through  the  American  Auto- 
motive Association,  although  we  were  not  in  at- 
tendance at  its  national  meetings  this  year. 

Sub-Committee  on 

Liaison  with  Vocational  Rehabilitation 
John  P.  Wood,  M.D.,  Chairman 

The  Sub-Committee  on  Liaison  with  Voca- 
tional Rehabilitation  met  on  three  occasions  this 
past  year  with  representatives  of  the  State  De- 
partment of  Human  Services-Rehabilitation 
Services. 

The  May  meeting  in  Little  Rock  was  for  the 
purpose  of  re-evaluation  of  fee  schedules.  At  one 
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time,  the  Rehabilitation  Service  based  their  fees 
on  usual,  customary  and  prevailing  charges.  Re- 
cently, the  agency  has  based  its  fees  on  the  1969 
California  Relative  Value  Studies  Guide. 

Rehabilitation  Services  felt  that  adoption  of 
the  1974  California  Relative  Value  Studies  Guide 
as  its  new  base  would  give  a more  realistic  and 
fair  value  to  the  point  system  entailing  a mod- 
erate increase  in  its  fee  consistent  with  the  pres- 
ent economic  situation.  The  Rehabilitation 
Committee  of  the  Arkansas  Medical  Society  re- 
ceived this  presentation  for  information. 

Progress  reports  were  heard  concerning  the 
Spinal  Cord  Injured  Project  of  the  Spinal  Cord 
Commission  and  a good  working  relationship 
was  reported  between  the  Commission  and  the 
Rehabilitation  Services. 

There  has  been  excellent  coojreration  on  the 
part  of  Rehabilitation  Services  toward  the  Sub- 
Committee  on  Vocational  Rehabilitation  this 
past  year. 

Committee  on  Medical  Education 
Raymond  V.  Biondo,  M.D.,  Chairman 

The  following  hospitals  have  been  accredited 
by  the  American  Medical  Association  for  grant- 
ing Category  I Continuing  Medical  Education 
Credit: 

Baptist  Medical  Center  of  Little  Rock 

St.  Joseph’s  Mercy  Medical  Center  of  Hot 
Springs 

The  Chairman  of  the  committee  would  like 
to  express  his  appreciation  to  the  following  sur- 
vey team  members  who  donated  their  time  in 
order  to  make  the  above  possible:  Dr.  Roy  A. 
Brinkley,  Dr.  Arthur  E.  Squire,  Jr.,  Dr.  Kerry 
L.  Ozment,  Dr.  Robert  D.  Dickens,  Jr.,  and  Dr. 
Robert  H.  White.  The  Society  Program  Com- 
mittee and  the  Ophthalmology  Section  are  also 
approved  for  Category  I CME  Credit.  Three 
other  Arkansas  hospitals  are  at  varying  stages  of 
the  accreditation  process. 

In  order  to  improve  communications  between 
CME  activities  of  the  Society  and  the  University 
of  Arkansas  College  of  Medicine,  the  chairman 
of  the  Medical  Education  Committee  serves  on 
the  Advisory  Board  of  the  Continuing  Education 
for  Physicians’  Program  of  the  University  of  Ar- 
kansas for  Medical  Sciences.  It  is  strongly  sug- 
gested that  the  Director  of  the  Continuing  Edu- 
cation for  Physicians’  Program  (Neil  Sims,  M.D.) 
be  a member  of  the  Society  Continuing  Medical 
Education  Committee. 
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A new  monthly  CME  Section  is  planned  for 
the  Journal.  It  will  be  coordinated  with  the 
Continuing  Education  for  Physicians’  Office  of 
UAMS.  This  project  is  made  possible  with  the 
cooperation  of  Neil  Sims,  M.D. 

An  excellent  review  on  CME  appears  in  the 
December  26,  1977,  issue  of  the  Journal  of  the 
American  Medical  Association  (pages  2803-2808). 

According  to  the  new  Constitution,  member- 
ship in  the  Society  will  be  dependent  upon  com- 
pliance with  CME  requirements.  An  enabling 
law  has  been  passed  by  the  Arkansas  Legislature 
which  would  require  evidence  of  CME  as  a pre- 
requisite for  re-licensure.  The  committee  is  ex- 
ploring ways  to  avoid  duplication  of  record  keep- 
ing of  Continuing  Medical  Education  hours. 

C.  C.  Long,  M.D.,  and  Ken  LaMastus  attended 
a national  meeting  on  Continuing  Medical  Edu- 
cation December  2,  1977,  in  Chicago. 

I would  like  to  express  my  appreciation  to  the 
following  members  for  their  dedicated  efforts: 
Dr.  Bernard  Capes,  Dr.  Neil  E.  Crow,  Dr.  Robert 
D.  Dickens,  Dr.  Wayne  G.  Elliott,  Dr.  C.  Lynn 
Harris,  Dr.  William  G.  Lockhart,  Dr.  Lee  Parker, 
Jr.,  Dr.  James  W.  Sanders,  Dr.  W.  M.  Wells, 
and  Dr.  Robert  H.  White. 

The  following  “letter  from  the  editor”  of  the 
American  Medical  Association  Continuing  Edu- 
cation newsletter  is  reprinted  as  information  of 
interest  to  the  physicians  of  Arkansas. 

The  Physician’s  Recognition  Award  of  the  American 
Medical  Association  has  become  more  than  an  internal 
recognition  program  of  a professional  association.  The 
Award  has  become  an  integral  part  of  membership  re- 
quirements for  several  specialty  societies.  It  is  becoming 
involved  indirectly  with  professional  liability  insurance 
programs  and  has  attained  a considerable  stature  as  an 
acceptable  route  for  medical  relkensure  in  many  states. 

A review  of  the  history  of  the  Program  surprises  one 
with  the  disclosure  that  it  has  been  with  us  for  almost 
ten  years.  At  the  AMA  Clinical  Convention  in  1968, 
Report  L of  the  Board  of  Trustees  was  adopted  by  the 
House  of  Delegates  which  implemented  the  PRA  Pro- 
gram in  specific  detail.  A separate  Report  T of  the 
Board  of  Trustees  covering  the  funding  of  the  Physician’s 
Recognition  Award  Program  was  adopted  simultaneously, 
which  established  a registration  fee  of  |5.00.  (A  few 
years  later  this  fee  was  dropped  for  AMA  members  and 
the  fee  for  non-members  was  established  at  $25.00.) 

The  PRA  Program  was  made  a responsibility  of  the 
AMA  Advisory  Committee  on  Continuing  Medical  Edu- 
cation, which  created  the  policies  and  supervised  the  op- 
erations. The  Council  on  Medical  Education  of  the  AMA 
was  the  parent  body  for  this  Committee.  The  staff  work 
was  performed  by  the  Department  of  Continuing  Medical 
Education  of  the  AMA.  The  Advisory  Committee  dele- 
gated the  supervision  of  the  program  in  1968  to  its  Sub- 
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committee  on  the  Physician’s  Recognition  Award  which 
performed  this  task  until  July  1977.  At  that  time,  the 
Accreditation  Program,  which  had  also  been  a responsi- 
bility of  the  Advisory  Committee,  was  given  to  the  Liaison 
Committee  on  Continuing  Medical  Education  (LCCME) 
and  the  Subcommittee  was  discontinued  with  its  responsi- 
bility and  functions  going  back  to  the  full  Advisory  Com- 
mittee. In  September  1976,  the  staff  work  was  delegated 
to  the  newly  created  Department  of  Physicians’  Credentials 
and  Qualifications  and  remains  there.  It  is  important 
to  note  that  in  the  transfer  of  the  Accreditation  Program 
to  the  LCCME,  the  PRA  Program  was  not  affected  and 
the  full  responsibility  and  operation  still  remains  within 
the  AMA. 

The  Advisory  Committee  on  Continuing  Medical  Edu- 
cation has  the  responsibility  of  reviewing  and  updating 
the  PRA  Program,  investigating  complaints  that  si^ecific 
teaching  programs  have  been  wrongly  designated  as  to 
category  of  credit  and  assisting  individuals  and  organiza- 
tions in  designing  programs  that  comply  with  the  set 
standards.  Every  effort  is  made  to  maintain  the  credibility 
of  the  Award  while  encouraging  innovation  and  improve- 
ment of  program  content  and  format.  The  Advisory 
Committee  makes  the  final  decision  whenever  a contro- 
versy occurs  and  the  extensive  and  varied  educational 
backgrounds  of  the  physician  members  of  the  Com- 
mittee insure  a sound  opinion. 

Report  L was  particularly  well  written  and  reprinting 
Section  1 entitled  "Rationale  and  Goals”  would  seem 
worthwhile  because  this  portion  succinctly  states  what 
the  program  was  intended  to  be. 

“1.  Rationale  and  Goals. 

A.  To  provide  recognition  for  the  many  thousands 
of  physicians  who  regularly  participate  in  con- 
tinuing medical  education. 

B.  To  encourage  each  physician  to  keep  up  to  date 
and  to  improve  his  knowledge  and  judgment  by 
continuing  medical  education. 

C.  To  provide  reassurance  to  the  public  that  America’s 
physicians  are  maintaining  their  competence  by 
regular  participation  in  continuing  medical  edu- 
cation. 

D.  To  emphasize  the  AMA’s  position  as  a leader  in 
continuing  medical  education. 

E.  To  emphasize  the  importance  of  developing  more 
meaningful  continuing  education  opportunities 
for  physicians. 

F.  To  strengthen  the  physician’s  position  as  the  leader 
of  the  health  service  team  by  focusing  attention 
upon  his  interest  in  maintaining  his  professional 
competence.” 

Much  of  the  discussion  today  about  continuing  medical 
education  techniques  and  requirements  could  be  en- 
lightened and  planning  for  the  future  expedited  if  these 
original  concepts  are  kept  in  mind.  TTiey  clearly  estab- 
lished that  this  was  to  be  a voluntary  program  that 
would  motivate,  recognize  and  assist  the  individual  phy- 
sician’s continuing  medical  education  efforts.  The  as- 
sistance was  to  come  by  giving  him  an  orderly  framework 
for  planning  and  recording  his  continuing  medical  edu- 
cation activities  while  simultaneously  improving  the  qual- 
ity and  quantity  of  the  CME  programs  being  offered 
to  him.  Another  feature  of  the  program,  which  subse- 


quently proved  to  be  exceedingly  important,  was  that 
different  types  of  programs  were  to  be  acceptable  for 
credit  toward  the  Award.  These  would  include  the  full 
spectrum  from  group  activity  to  several  types  of  indi- 
vidual activity.  These  modalities  have  different  appeal 
for  different  individuals  and  can  be  available  to  the 
physician  at  a place  and  time  of  his  own  choosing. 
Abandoning  any  of  these  techniques  would  seem  very 
unwise  unless  overwhelming  evidence  is  presented  that 
a given  effort  is  fruitless. 

It  is  paramount  to  remember  that  some  objective  studies 
on  learning  show  that  individuals  with  different  intellec- 
tual capabilities  and  personalities  learn  best  from  dif- 
ferent types  of  programs  and  study  patterns.  Making  per- 
sonally oriented  value  judgments  on  the  teaching  tech- 
niques and  study  methods  per  se  is  unwise  and  hazardous 
because  the  ultimate  measure  of  value  comes  only  in 
the  application  of  the  knowledge  gained  by  the  physician 
in  his  own  performance.  In  all  probability,  every  physi- 
cian gains  something  from  each  type  of  activity  and  it 
is  fairly  predictable  that,  if  any  particular  technique 
becomes  overwhelmingly  successful  in  assisting  him  to 
learn,  he  will  clearly  indicate  this  fact  by  increased  partici- 
pation in  that  activity  while  decreasing  participation  in 
other  actvities  which  are  less  productive  in  his  opinion. 

There  can  be  little  question  that  the  Physician’s  Recog- 
nition Award  and  similar  programs,  such  as  the  older 
program  of  the  American  Academy  of  Family  Practice, 
have  been  a tremendous  stimulus  to  individual  physi- 
cians to  participate  in  a more  orderly  personal  program 
of  continuing  education.  There  is  also  no  doubt  that 
this  type  of  program  has  caused  a marked  improvement 
in  the  quality,  quantity  and  variety  of  learning  programs 
offered.  While  there  is  still  room  for  innovation  and 
upgrading,  the  degree  of  improvement  in  continuing 
medical  education  in  the  last  decade  has  been  phe- 
nomenal. 

New  techniques,  such  as  the  medical  care  evaluation 
study,  have  emerged.  Anyone  with  first-hand  experience 
in  the  use  of  medkal  audit  using  a proper  study  to 
identify  a specific  inappropriate  error  of  commission  or 
omission  in  patient  care,  which  can  be  properly  pre- 
sented to  the  physicians  in  a feedback  educational  situa- 
tion, has  seen  some  rather  dramatic  sucesses.  This  does 
not  mean,  however,  that  this  is  the  only  acceptable  form 
of  learning  or  that  it  alone  can  fulfill  all  of  the  needs. 
This  technique  is  of  real  value  in  establishing  educational 
needs  as  well  as  the  needs  for  procedural  and  administra- 
tive changes.  Such  studies  have  a unique  value  in  identify- 
ing individual  physicians  in  need  of  assistance  or  correc- 
tion as  well.  The  information  gained  in  these  studies 
can  be  well  utilized  in  planning  program  objectives  and 
format  for  all  the  other  modalities  of  programming.  Al- 
lowing the  full  spectrum  of  programming  encouraged  by 
the  PRA  is  probably  the  safer  course  to  follow. 

The  PRA  did  another  worthwhile  thing  by  establish- 
ing a formal  measurable  standard  for  continuing  med- 
ical education  for  an  individual  physician.  This  was 
intended  to  constitute  a minimum  requirement,  or  a 
floor,  and  was  never  intended  to  be  an  indication  of  the 
maximum  or  ceiling.  The  Award  Program  should  not 
be  demeaned  because  of  this  fact.  Everyone  acquainted 
with  a profession  and  professional  education  is  quite 
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accustomed  to  minimal  standards  for  education  and  per- 
formance that  serve  to  assure  an  acceptable  standard  of 
performance.  Rather  than  inhibit,  the  intent  of  a pro- 
fession is  to  stimulate  individual  performance  consider- 
ably beyond  the  minimal  standards.  This  has  always  been 
a hallmark  of  a profession  as  compared  with  many  other 
types  of  human  endeavor  where  the  maximum  and  maxi- 
mum standards  of  performance  are  essentially  the  same 
measure.  It  has  been  very  wisely  stated  that  change 
cannot  be  successfully  accomplished  unless  a standard 
of  measure  is  available  for  the  item  or  activity  in  ques- 
tion. When  looked  at  from  this  aspect,  the  establish- 
ment of  a minimum  standard  in  measurable  units  W’ould 
seem  to  have  real  value. 

In  formalizing  the  Continuing  Medical  Education  Pro- 
gram for  physicians,  there  has  been  a salutary  increase  in 
the  support  of  education  from  medical  societies  and  in- 
stitutions alike.  The  increased  orderliness  of  the  process 
as  carried  out  by  the  individual  physician  has  been  re- 
flected in  the  better  organization,  planning  and  financing 
of  continuing  medical  education  by  the  professional  or- 
ganizations, hospitals  and  other  groups  involved.  While 
it  is  true  that  the  new  degree  of  order  should  not  be 
allowed  to  become  regimentation,  which  would  be  dele- 
terious, orderliness  itself  is  a natural  and  sought  after 
state  for  those  involved  in  a scientific  field.  As  long  as 
there  is  latitude  in  the  program  which  allows  the  physi- 
cian to  select  the  activity  best  suited  to  him,  particularly 
when  it  gives  him  the  option  of  participating  in  the  place 
and  at  the  pace  of  his  own  choosing,  then  the  results 
must  be  beneficial. 

The  standards  for  programming,  such  as  are  described 
for  Category  1 credit  by  the  PRA  or  for  the  criteria  of 
acceptable  audiovisual  programs,  have  been  a stimulus 
to  dramatic  improvement  in  program  offerings.  This  was 
well  demonstrated  by  the  change  of  programming  format 
for  AMA  programs  that  was  accomplished  in  so  timely 
a fashion  by  the  AMA’s  Council  on  Scientific  Assembly 
in  the  past  and  continued  by  its  successor,  the  Council  on 
Continuing  Physician  Education.  There  was  a rapid  evo- 
lution from  the  old  type  of  annual  meeting  program 
which  was  based  on  a “call  for  papers”  from  the  member- 
ship (that  ultimately  resulted  in  an  uncoordinated,  even 
though  oftentime  good,  series  of  unrelated  presentations) 
to  a well  planned,  highly  coordinated  program  that  was 
directed  at  accomplishing  specific  learning  objectives. 
Following  upon  this  change  came  the  new  innovation  of 
the  multi-hour  course  that  covered  narrower  subjects  in 
considerable  breadth  and  depth.  The  standards  set  by 
the  PRA  Program  which  called  for  student  participation 
and  evaluation  of  quality  of  course  content  contributed 
markedly  and  rapidly  to  program  improvement. 

The  concepts  of  self-assessment  and  tailoring  of  pro- 
grams to  satisfy  individual  needs  constitute  a significant 
extension  of  these  earlier  changes  in  technique.  Newer 
techniques  using  audiovisual  hardware  (such  as  the 
QuadraSync  system  being  developed  at  the  AMA)  and 
computer  assisted  examination  and  instruction  appear  to 
offer  excellent  extensions  of  the  sound  principle  of  self- 
assessment.  These  methods  fit  into  the  PRA  programs 
effortlessly. 

At  the  present  time,  it  is  very  fashionable  to  criticize 
attendance  at  meetings  and  courses  as  having  no  proven 
educational  value.  There  is  much  denigration  of  the 
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“cushion  index”  at  meetings,  “happiness  index”  evalua- 
tion sheets  used  after  the  meeting  and  the  voluntary  tabu- 
lation of  hours  of  accredited  activity  by  the  physician. 
Most  people  with  experience  in  education  and  evaluation 
of  performance  will  admit  readily  that  the  measurement 
of  change  in  behavior  (as  an  index  for  knowledge  gained 
and  used)  is  extremely  difficult  to  do  and  to  document. 
The  reasons  for  this  are  well  beyond  the  intent  of  the 
current  discussion  but  will  be  discussed  at  a later  date. 
There  can  be  little  doubt,  however,  that  such  change  in 
behavior  does  happen,  and  will  continue  to  happen  in 
response  to  educational  efforts.  Anyone  in  the  profession 
who  doubts  this  should  simply  compare  his  current  knowl- 
edge and  pattern  of  diagnosis  and  treatment  for  any  of 
a number  of  diseases  with  that  of  five,  ten  or  twenty  years 
ago.  Much  of  the  dramatic  change  in  knowledge  that 
made  this  performance  change  came  from  traditional 
educational  methods  that  have  been  under  discussion. 

Since  physicians  are  like  other  people,  they  learn  what 
they  want  to  learn.  When  they  are  participating  in  good 
educational  exercises  of  their  own  selection,  new  knowl- 
edge will  be  acquired  and  at  least  some  of  it  will  be 
used  appropriately  in  performance  of  their  daily  tasks. 
Since  unlearning  of  incorrect  or  obsolete  concepts  is  often- 
times paramount  before  new  information  can  be  accepted 
and  integp'ated  into  the  knowledge  base,  the  utilization  of 
instructors  guiding  the  learners  in  groups  seems  highly 
indicated.  Certainly,  this  can  also  be  done  using  the 
printed  word,  but  frequently  the  expert  in  the  field  can 
help  accomplish  this  more  efficiently  and  more  certainly 
than  by  utilization  of  any  other  method. 

Another  factor  of  great  importance  to  the  physician 
concerning  the  more  traditional  educational  pattern  is 
the  repeated  indication  on  surveys  that  the  methodology 
of  the  meeting  is  a highly  acceptable  one  to  them.  This 
is  probably  partly  a manifestation  of  their  instinctive 
knowledge  that  they  benefit  from  interacting  with  their 
colleagues  in  various  ways.  The  physician  may  perform 
individually  but  he  realizes  he  should  not  be  isolated. 
Since  practice  patterns  are  known  to  vary  markedly,  since 
people  learn  in  different  ways  and  since  there  are  many 
options  for  transferring  the  necessary  information  to  the 
profession,  a voluntary  program  permitting  many  options, 
such  as  the  PRA  Program  of  the  AMA,  very  much  deserves 
utilization  and  support  by  the  profession.  At  the  same 
time,  there  appears  to  be  justification  for  the  recognition 
which  is  being  given  the  Award  by  organizations  inside 
and  outside  of  the  profession. 

If  as  much  improvement  can  be  attained  in  the  next 
decade  as  in  the  one  just  passed  by  constructively  sup- 
porting continuing  education  programs,  then  every  pos- 
sible effort  should  be  put  into  improving  and  innovating 
within  the  present  framework.  Strict  regulations  have  a 
curious  way  of  defeating  the  very  purpose  for  which  they 
are  established,  and  the  examples  of  this  are  beyond 
counting  in  our  current  society.  Avoidance  of  this  un- 
desirable route  and  consequence  is  worth  considerable 
effort  and  careful  thought  by  the  profession.  Whole- 
hearted participation  and  support  of  the  voluntary  and 
orderly  procedures  of  the  PRA  by  the  profession  would 
certainly  appear  to  be  an  intelligent  course  of  action. 
This  is  especially  true  if  every  effort  is  made  to  maintain 
the  credibility  of  the  program  through  scrupulous  ad- 
herence to  the  spirit  and  the  letter  of  the  guidelines. 
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Sub-Committee  on  Liaison 
with  the  Auxiliary 
Kemal  E.  Kutait,  M.D.,  Chairman 

The  Auxiliary  of  the  Arkansas  Medical  Society 
was  not  only  productive  but  also,  as  we  knew, 
self-sufficient.  The  Auxiliary  President  attended 
some  House  of  Delegates  and  Council  meetings 
and  maintained  good,  direct,  liaison  between  our 
two  gi'oups. 

The  Liaison  Committee  Chairman  wishes  to 
commend  the  Auxiliary  in  its  excellent  endeavors 
in  our  behalf.  They  are  truly  well  named  as 
“our  better  halves.” 

Committee  on  Medicine  and  Religion 
C.  R.  Ellis,  M.D.,  Chairman 

As  reported  one  year  ago,  your  Committee  on 
Medicine  and  Religion  had  arranged  a Prayer 
Breakfast  on  April  26,  1977,  with  the  principal 
speaker.  Dr.  John  J.  Schwab  of  the  University 
of  Louisville,  Louisville,  Kentucky.  Those  of 
you  who  were  there  will  recall  that  we  had  a 
nice  group  for  the  breakfast  and  a very  good 
meeting.  Seventy-five  people  were  served. 

Since  April  1977,  your  Committee  has  met  on 
numerous  occasions  with  a majority  of  Com- 
mittee members  present  each  time.  We  have  had 
Dr.  Payton  Kolb,  the  President  of  our  Medical 
Society,  to  meet  with  us  a few  minutes  on  most 
of  these  occasions. 

In  June  1977,  after  learning  that  the  Medical 
Center  was  considering  the  possibility  of  an  inter- 
disciplinary course  on  Medical  Ethics,  Law,  and 
Social  Systems,  your  Committee  wrote  a letter  to 
Dr.  Thomas  A.  Bruce,  with  a copy  to  Dr.  James 
L.  Dennis,  encouraging  the  implementation  of 
this  course  as  soon  as  possible.  Dr.  Bruce  replied 
stating  that  on  such  an  inclusive  educational  ef- 
fort a task  force  was  being  set  up  sometime  during 
the  latter  part  of  1977  to  explore  the  details  of 
this  implementation  and  states  that  he  would 
notify  me  when  the  task  force  had  been  ap- 
pointed. I have  not  heard  from  him  concerning 
this  subject  since  June  1977.  This  course  was  to 
include  the  multi-disciplinary  approach  of  the 
Physician,  Social  Worker,  Psychologist,  Medical 
Economist,  Lawyer,  and  Minister.  Your  Com- 
mittee plans  to  help  in  any  way  it  can  in  imple- 
menting this  course  when  the  opportunity  arises. 

In  September  1977,  your  Committee  on  Med- 
icine and  Religion  contacted  the  Deans  of  each 
one  of  the  Schools  at  the  Medical  Center  and  Dr. 
Dennis  concerning  the  possibility  and  feasibility 


of  a Chaplaincy  Department  in  our  Medical 
Center  for  teaching,  research,  and  service  to  the 
patients.  We  have  offered  to  meet  with  these 
officials  or  their  representatives  for  an  exchange 
of  ideas  on  these  subjects  if  they  thought  we 
could  be  of  any  assistance.  We  have  received 
communication  from  three  of  the  people  we  con- 
tacted but  have  not  been  advised  of  any  further 
consideration  of  this  subject  at  this  time. 

On  December  3,  1977,  at  the  University  of  Ar- 
kansas Medical  Center,  we  had  a Medicine  and 
Religion  Symposium  on  Recurrent  Religious 
Themes  and  Their  Medical  Significance.  Our 
principal  speaker  at  that  meeting  was  Dr.  Wayne 
E.  Oates,  Th.D.,  who  was  Professor  of  Psychology 
of  Religion  at  the  Southern  Baptist  Theological 
Seminary  at  Louisville,  Kentucky,  from  1948  to 
1974,  but  since  that  time  has  been  Professor  of 
Psychiatry  and  Behavioral  Sciences  at  the  School 
of  Medicine,  University  of  Louisville,  Louisville, 
Kentucky.  You  may  note  that  Dr.  Oates  is  from 
the  Psychiatry  Department  from  which  we  got 
Dr.  John  Schwab  for  our  Prayer  Breakfast  in 
April  1977.  We  had  about  100  people  at  this 
meeting  about  equally  divided  between  members 
of  the  medical  profession  and  members  of  the 
clergy.  Our  evaluation  sheets  following  the  meet- 
ing indicate  great  appreciation  for  the  meeting 
and  its  usefulness  in  everyday  work.  Many  sug- 
gestions were  made  that  we  repeat  a similar  sym- 
posium within  the  next  12-18  months. 

Your  Committee  is  meeting  again  on  February 
5,  1978,  to  consider  details  of  the  program  for  a 
Prayer  Breakfast  on  Tuesday  morning  of  our 
Arkansas  Medical  Society  meeting  this  spring,  a 
brief  discussion  of  our  December  3rd  meeting  in 
Little  Rock,  and  preliminary  plans  for  a similar 
meeting  sometime  in  the  early  or  mid  part  of 
1979. 

Physician- Nurse  Joint  Practice  Committee 
Robert  Watson,  M.D.,  Chairman 

During  the  years  1976-1977,  the  Physidan- 
Nurse  Joint  Practice  Committee  continued  to 
hold  scheduled  monthly  meetings. 

Also,  during  each  of  these  past  two  years  at 
the  Annual  Meeting  of  Arkansas  State  Nurses 
Association,  a case  presentation  study  has  been 
given  by  three  Doctor-Nurse  teams  illustrating 
how  these  teams  are  working  in  their  own  en- 
vironment for  the  betterment  of  patient  care. 

Working  demonstrations  of  problems  of  au- 
thority of  management,  sphere  of  responsibilities. 
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realm  of  patient  services,  and  malpractice  factors 
have  all  been  presented  openly  and  have  pro- 
vided for  free  discussion. 

At  these  monthly  meetings,  much  study  and 
discussion  have  been  given  to  the  definition  of 
role  and  function  of  each  profession  in  the  ren- 
dering of  patient  care  and  a gratifying  interpreta- 
tion and  understanding  of  the  responsibilities 
now  prevails. 

Conscientious  study  brings  the  realization  that 
the  finest  quality  of  care  comes  to  the  patient 
through  the  combined  efforts  of  the  nurse  and 
of  the  physician,  and  time  is  revealing  that  the 
accomplishments  of  such  joint  effort  excel  earlier 
and  sometimes  hastily  achieved  ideas  of  patient 
care  planning. 

This  unity  of  delegated  joint  responsibilities 
will  free  us  of  the  dilemma  of  the  ill-defined 
“physician’s  extender,”  “physician’s  assistant,” 
“M.D.A.’s,”  etc. 

Much  has  been  accomplished  through  these 
joint  meetings  during  the  past  three  years,  and 
each  nurse  and  each  physician  is  deserving  of  the 
thanks  of  our  society  for  their  patience  and  co- 
operative understanding. 

Private  Insurance  Review  Committee 
Austin  Grimes,  M.D.,  Chairman 

This  committee  is  charged  with  reviewing 
claims  submitted  by  private  insurance  companies 
and/or  physicians  concerning  differences  of 
opinion  regarding  reasonable  fees  for  physicians’ 
services.  The  committee  recommendations  are 
based  on  the  “usual,  customary  and  reasonable” 
concept,  taking  into  consideration  specific  cir- 
cumstances in  each  case.  The  committee  makes 
its  recommendations  on  the  basis  of  personal 
experience  and  consultation  with  peers  in  spe- 
cialty fields  concerned.  The  committee  offers  an 
opinion  on  a reasonable  fee  to  assist  in  de- 
termining the  patient’s  benefits  under  insurance 
coverage.  The  committee  feels  that  the  appli- 
cable fee  for  any  procedure  is  up  to  the  individ- 
ual physician  and  payment  of  the  fee  is  the  re- 
sponsibility of  the  patient.  During  the  past  year, 
the  committee  requested  that  the  Council  review 
the  purpose  and  guidelines  for  the  committee. 
The  Council  supported  the  policy  under  which 
the  committee  has  been  operating. 

Since  our  last  report,  the  committee  has  con- 
sidered 27  cases.  Of  those  cases,  reconsideration 
was  requested  on  three.  As  far  as  the  committee 
knows,  there  has  been  no  refusal  on  the  part  of 


the  insurance  companies  to  accept  the  recom- 
mendation of  the  committee.  At  present,  there 
are  four  cases  pending  before  the  committee. 

Ad  Hoc  Committee  on  Liaison 
With  Health  Systems  Agencies 
Kemal  Kutait,  M.D.,  Chairman 

The  Ad  Hoc  Committee  on  Liaison  with 
Health  Systems  Agencies  was  appointed  by  the 
Council  and  has  as  its  purpose  to  educate  each 
committee  member  as  to  what  is  taking  place  in 
each  regional  health  systems  agency,  and  to  func- 
tion as  a liaison  between  the  Council  of  the  Ar- 
kansas Medical  Society  and  the  health  systems 
agencies. 

Dr.  Kemal  Kutait  of  Fort  Smith  was  appointed 
chairman  and  each  physician  who  is  a board 
member  of  an  HSA  was  asked  to  become  a mem- 
ber of  the  committee. 

The  committee  met  twice  in  1977.  Committee 
activities  have  primarily  been  centered  around 
discussions  of  the  activities  of  each  of  the  health 
systems  agencies  and  the  State  Health  Coordinat- 
ing Council.  Each  of  the  health  systems  agencies 
has  physician  representation  on  its  board  and  the 
physician  board  members  are  active  and  attend 
the  majority  of  the  meetings. 

The  committee  is  concerned  about  physician 
representation  in  the  activities  of  the  health  sys- 
tems agencies  and  wishes  to  encourage  all  physi- 
cians to  remain  abreast  of  the  activities  of  the 
health  planning  organizations.  Organized  medi- 
cine has  potentially  a lot  at  stake  in  health 
planning  and  we  should  encourage  physicians  to 
assume  leadership  positions  within  the  HSA’s. 
All  doctors  are  encouraged  to  make  efforts  to 
obtain  jx)sitions  on  HSA  boards  and  committees. 

The  year  1977  has  been  primarily  one  of  or- 
ganizational activities  for  the  health  systems 
agencies.  These  health  planning  groups  have 
been  attempting  to  orient  their  boards  and  de- 
velop their  health  systems  plans  along  the  guide- 
lines offered  by  the  Department  of  Health,  Edu- 
cation, and  Welfare.  It  appears  that  the  indi- 
vidual HSA’s  will  have  to  conform  to  guidelines 
and  recommendations  that  come  from  HEW  to 
a greater  extent  than  was  anticipated. 

One  of  Ken  LaMastus’  responsibilities  with 
the  State  Society  staff  is  to  maintain  liaison  with 
the  health  planning  groups.  The  committee  has 
requested  that  he  attempt  to  review  all  literature 
available  to  the  State  Society  office  and  report  to 
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the  committee  tliose  activities  which  are  of  par- 
ticular' interest  to  organized  medicine. 

This  committee  is  fulfilling  a useful  purpose 
in  that  it  presents  a means  by  which  physician 
board  members  from  each  of  the  health  systems 
agencies  can  come  together  to  discuss  and  com- 
pare tire  activities  of  the  four  regional  health 
planning  agencies  and  the  State  Health  Coordi- 
nating Council.  We  hope  our  activities  can  keep 
the  Council  of  the  Society  informed  of  health 
planning  activities  in  the  State. 

Ad  Hoc  Legislative  Assistance  Committee 
Gaither  C.  Johnston,  M.D.,  Chairman 

At  the  April  meeting  of  the  Arkansas  Medical 
Society,  an  Ad  Hoc  Committee  was  appointed 
from  the  House  of  Delegates  to  formulate  and 
implement  a plan  to  stimulate  the  doctors  in  Ar- 
kansas to  become  interested  and  involved  in  the 
legislative  process. 

Dr.  Gaither  C.  Johnston  was  appointed  as 
Chairman  with  the  following  members: 

Dr.  James  L.  Gardner,  Hot  Springs 
Dr.  William  N.  Jones,  Little  Rock 
Dr.  Jimmie  J.  Magie,  Conway 
Dr.  William  S.  Orr,  Jr.,  Little  Rock 
Dr.  W.  P.  Phillips,  Fort  Smith 

The  Committee  has  been  active  and  has  met 
a number  of  times  with  the  following  accomplish- 
ments: 

The  formulation  of  a Legislative  Manual 
to  be  distributed  to  every  physician  in  the 
Medical  Society,  the  manual  to  consist  of  in- 
structions and  directions  as  well  as  names 
and  addresses  of  the  Legislators  and  other 
pertinent  facts  involved  in  the  legislative 
process.  This  manual  has  been  prepared  by 
Mr.  Ken  LaMastus  of  the  Society  staff  and 
he  has  done  an  excellent  job. 

A change  in  the  stationery  with  a unique 
design  to  attract  attention  for  all  communi- 
cations between  the  Legislative  Committee 
and  Society  Members.  This  has  been  done. 

It  was  also  thought  that  a Liaison  Committee 
composed  of  appointed  Medical  Society  members 
to  act  as  intermediaries  between  the  Legislative 
Committee  and  the  doctors  at  large  in  the  State 
would  be  of  great  benefit  to  our  association. 

The  organizational  process  has  been  completed 
and  a meeting  will  be  held  in  Little  Rock  on 
the  29th  of  January.  This  is  a workshop  where 
speakers  have  been  arranged  for  to  acquaint  the 
group  with  the  importance  of  this  new  organiza- 


tion, the  role  it  is  to  play,  its  goals,  and  to  im- 
press everyone  with  the  necessity  for  the  doctors 
of  this  State  to  become  involved  in  the  legislative 
process  if  we  are  to  survive  the  many  onslaughts 
of  allied  professions  at  every  session  of  the  Legis- 
lature. 

Second  Councilor  District 
Professional  Relations  Committee 
C.  W.  Jackson,  M.D.,  Chairman 

A called  meeting  was  held  in  July  1977  of  the 
Professional  Relations  Committee,  Second  Coun- 
cilor District,  at  the  request  of  two  medical  staff 
members  of  Cleburne  County  Hospital  in  Heber 
Springs,  Arkansas. 

Investigation  was  requested  as  to  controversy 
between  a member  of  the  Medical  Staff  and 
Board  of  Governors  at  the  hospital.  After  de- 
tailed study  of  the  situation  and  review  of  the 
Principles  of  Medical  Ediics,  it  was  decided  that 
the  Professional  Relations  Committee  could  offer 
no  solution  to  the  problem.  The  problem  was 
felt  to  be  more  of  opinion  differences  and  per- 
sonality conflicts  which  was  out  of  committee 
jurisdiction. 

During  the  period  of  time  covered  by  this  an- 
nual report,  no  further  problems  were  brought 
to  the  attention  of  the  Professional  Relations 
Committee. 

Third  Councilor  District 
Professional  Relations  Committee 
John  M.  Hestir,  M.D.,  Chairman 

As  Chairman  of  the  Professional  Relations 
Committee  of  the  Third  Councilor  District,  I 
have  had  a very  mild  and  pleasant  year,  with  no 
complaints,  no  reports  and  no  recommendations 
as  of  today. 

Seventh  Councilor  District 
Professional  Relations  Committee 
C.  F.  Peters,  M.D.,  Chairman 

In  the  year  1977,  the  Seventh  Councilor  Dis- 
trict Professional  Relations  Committee  had 
brought  before  it  two  cases. 

These  cases  were  gone  into  thoroughly  and,  to 
the  best  of  my  knowledge,  were  settled  satisfac- 
torily to  all  parties  concerned. 

State  and  Eighth  Councilor  District 
Professional  Relations  Committee 
Richard  M.  Logue,  M.D.,  Chairman 

The  following  is  a report  of  the  Professional 
Relations  Committee  for  the  State  and  the  Eighth 
Councilor  District.  No  matters  have  been  brought 
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before  this  Committee  during  the  last  twelve 
months  and,  therefore,  no  action  has  been  neces- 
sary. 

Ninth  Councilor  District 
Professional  Relations  Committee 
Friedman  Sisco,  M.D.,  Chairman 

The  only  business  the  Ninth  Councilor  District 
Professional  Relations  Committee  has  had  was 
one  grievance  complaint  of  charges  between  doc- 
tor and  patient.  This  was  worked  out  to  the 
satisfaction  of  both  parties  by  a better  under- 
standing of  the  problem  involved  and  a compro- 
mise was  reached  without  any  differences  be- 
tween the  doctor  and  patient. 

Tenth  Councilor  District 
Professional  Relations  Committee 
Samuel  E.  Landrum,  M.D.,  Chairman 

The  Professional  Relations  Committee  of  the 
Tenth  Councilor  District  has  considered  and  re- 
sponded to  three  complaints  since  our  last  report. 
These  involved  three  different  physicians,  and 
the  complaints  were  apparently  satisfied  by  the 
information  provided  by  this  Committee. 

Fifth  Councilor  District 
J.  B.  Jameson,  Jr.,  M.D.,  Councilor 

The  annual  Fifth  Councilor  District  meeting 
was  held  at  the  El  Dorado  Country  Club  on 
Wednesday,  January  18th.  A program  was  pre- 
sented by  Dr.  R.  Lewis  Crow  and  the  annual 
business  meeting  was  held. 

Of  interest  in  the  district  during  the  past  year 
was  the  full-time  employment  of  Dr.  Jacob  Ellis 
to  head  the  El  Dorado  AHEC  program. 

The  Ouachita  County  Hospital  started  an  ex- 
tensive remodeling  project  and  is  to  experience 
a change  in  administration. 

Eighth  Councilor  District 
William  S.  Orr,  Jr.,  M.D.,  Councilor 

Members  of  the  Eighth  Councilor  District  were 
quite  busy  the  past  year  and  the  following  activi- 
ties were  p>erformed  by  members  of  this  district 
and  the  Pulaski  County  Medical  Society: 

1.  Accepted  51  new  physicians  as  active  mem- 
bers of  the  Society  and  22  for  courtesy  mem- 
berships. 

2.  Recruited  15  members  of  the  Society  to  assist 
with  legislative  matters  as  requested  by  the 
Arkansas  Medical  Society. 

3.  Recruited  66  members  of  the  Society  and 
others  to  become  members  of  the  Central 
Arkansas  Health  Systems  Agency. 


4.  Held  10  meetings  of  the  Society’s  Executive 
Committee  and  six  general  membership 
meetings. 

5.  Had  an  unusually  large  number  of  members 
actively  engaged  in  legislative  matters  dur- 
ing the  General  Assembly. 

6.  Adopted  a new  group  health  plan  for  mem- 
bers of  the  Society  and  their  employees. 

7.  Maintained  close  liaison  with  the  Pulaski 
County  Medical  Assistants  Society. 

8.  Worked  with  local  hospitals  to  determine 
staff  privileges  of  social  workers. 

9.  Acted  to  request  through  our  Councilor  that 
the  Arkansas  Medical  Society  promote  im- 
munization in  the  schools. 

10.  Provided  all  Pulaski  County  Medical  Society 
members  with  signs  for  their  offices  having 
to  do  with  the  new  law  which  prohibits 
smoking  in  physicians’  offices. 

11.  Met  with  the  representative  of  the  Joint 
Practice  Committee  on  Nursing  to  gain  bet- 
ter understanding  of  roles  of  physicians  and 
nurses. 

12.  Donated  $750.00  to  the  Aldersgate  Medical 
Camp. 

13.  Contacted  senators  and  congressmen  asking 
their  support  to  defeat  HR-3818  which 
would  have  broadened  the  powers  of  the 
Federal  Trade  Commission. 

14.  Continued  active  work  of  committees,  espe- 
cially the  Grievance  Committee  and  the 
Board  of  Censors. 

Overall,  the  members  of  the  Eighth  Councilor 
District  were  active  in  various  community  ac- 
tivities. 

REPORT  OF  THE  COUNCIL 
John  P.  Burge,  M.D.,  Chairman 

The  Council  of  the  Arkansas  Medical  Society 
met  on  Sunday,  June  26,  1977,  at  the  Camelot 
Inn  in  Little  Rock  and  transacted  the  following 
business: 

1.  Approved  actions  of  the  Executive  Commit- 
tee on  May  25th  as  follows: 

(a)  Accepted  Dr.  Sexton  Lewis’  resignation 
on  the  Private  Insurance  Review  Com- 
mittee and  nominated  Dr.  A.  J.  Thomp- 
son of  Little  Rock  to  replace  Dr.  Lewis 
on  this  committee. 

(b)  Endorsed  the  position  taken  by  the  staff 
and  encouraged  them  to  continue  in 
their  opposition  of  the  Certificate  of 
Need  regulations  for  physicians’  offices. 
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2.  C.  R.  Ellis,  Chairman  of  the  Committee  on 
Medicine  and  Religion,  rejwrted  on  the 
Prayer  Breakfast  which  the  committee  spon- 
sored during  the  1977  Annual  Session  and 
announced  plans  for  a statewide  meeting  of 
physicians  and  clergy  on  December  3 in 
Little  Rock.  Chairman  Ellis  advised  phar- 
maceutical firms  were  being  asked  to  co- 
sponsor the  program  but  that  additional 
Society  financing  might  be  needed. 

3.  The  Council  received  for  information  an  ex- 
perience rating  report  from  Arkansas  Blue 
Cross- Blue  Shield  on  the  group  plan  for 
members  of  the  Society. 

4.  Executive  Vice  President  Long  discussed  the 
policy  of  expense  allowance  for  the  Society 
president.  Upon  the  motion  of  Williams, 
the  Council  voted  to  underwrite  all  expenses 
incurred  by  the  president  of  the  Society  in 
his  official  duties  during  his  term  of  office. 

5.  Mr.  Warren  reported  that  study  was  still 
being  given  to  the  question  of  a class  action 
suit  on  Medicare  fee  payments.  He  advised 
the  Council  that  the  public  law  governing 
Medicare  contains  provisions  requiring  full 
utilization  of  administrative  negotiations  be- 
fore suit  could  be  filed  in  Federal  Court. 

6.  The  Council  voted  to  grant  a charter  to  the 
Marion  County  Medical  Society. 

7.  To  amend  the  previous  action,  the  Council 
voted  to  include  all  physician  members  on 
boards  of  the  four  health  system  agencies  on 
the  Council  HSA  Liaison  Committee. 

8.  As  a member  of  the  Private  Insurance  Re- 
view Committee,  Dr.  Williams  reported  to 
the  Council  some  of  the  problems  encoun- 
tered by  the  committee.  The  Council  ap- 
proved his  motion  requesting  that  the  Ex- 
ecutive Committee  define  the  charge  to  the 
committee. 

The  Council  met  on  Sunday,  September  18, 
1977,  at  the  Camelot  Inn  in  Little  Rock  and 
transacted  the  following  business: 

1.  Dr.  James  Wellons,  Chairman  of  the  Annual 
Session  Committee,  reported  to  the  Coun- 
cil on  the  plans  for  a revised  format  for  the 
1978  convention  program. 

2.  Unanimously  elected  Dr.  Herd  Stone  of 
Holly  Grove  as  junior  councilor  for  the 
third  district. 

3.  Named  Dr.  Ken  Lilly  of  Fort  Smith  as  the 
third  member  of  the  Budget  Committee  to 
fill  a vacancy. 


4.  Voted  to  request  that  Dr.  T.  E.  Townsend 
be  asked  to  represent  the  Society  on  a panel 
program  as  part  of  a public  forum  on  na- 
tional health  insurance  being  sponsored  by 
the  Department  of  HEW  in  Little  Rock  on 
October  25. 

5.  Voted  to  work  toward  amendment  of  Act 
330  of  1977  (Spinal  Cord  Disability  Act)  at 
the  next  session  of  the  Legislature. 

6.  Approved  appointments  to  the  Medicaid 
Drug  Utilization  Review  Committee  of  Blue 
Cross- Blue  Shield  as  follows: 

Northwest  — Dr.  Gene  Ring,  Dardanelle;  Dr. 
Joe  H.  Lyford,  Russellville.  Alternate:  Dr. 
Ralph  Ingram,  Fort  Smith. 

Northeast  — Dr.  Charles  G.  Swingle,  Marked 
Tree;  Dr.  Asa  Crow,  Paragould. 

Central  — Dr.  Julian  Foster,  Little  Rock;  Dr. 
Guy  Farris,  Little  Rock. 

South  — Dr.  Joseph  Robinette,  Pine  Bluff; 
Dr.  R.  H.  Nunnally,  Camden. 

7.  Dr.  George  Mitchell  discussed  the  status  of 
Arkansas  Blue  Cross- Blue  Shield  implemen- 
tation of  its  statewide  fee  schedule.  He  re- 
ported that  Blue  Shield  plans  to  begin  the 
new  program  January  1,  1978. 

8.  Following  discussion  of  the  Bureau  of 
Health  Insurance’s  experimental  program 
for  Arkansas,  the  Council  voted  to  appoint 
a committee  to  explore  the  possibility  of 
negotiating  with  the  Federal  Government 
for  an  acceptable  fee  schedule  for  the  phy- 
sicians of  Arkansas. 

9.  Received  a report  from  the  Medical  School 
Committee  regarding  the  admissions  policy 
of  the  school.  The  report  was  received  for 
information. 

10.  The  Council  approved  actions  of  the  Ex- 
ecutive Committee  as  follows: 

(a)  approved  date  of  September  18  th  for 
next  Council  meeting; 

(b)  suggested  advice  of  Mr.  Warren  be  ob- 
tained in  drafting  of  statement  on  nurse 
practitioners; 

(c)  considered  a proposed  statement  of 
policy  for  the  Private  Insurance  Review 
Committee  and  voted  to  give  further 
study  to  the  statement; 

(d)  considered  a request  from  the  Medical 
School  dean  for  nominees  from  the  So- 
ciety for  the  admissions  committee  of 
the  school  and  voted  to  have  each  mem- 
ber of  the  Executive  Committee  submit 
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nominations  to  the  Dean  after  consulta- 
tion with  physicians  in  their  home  areas; 

(e)  selected  the  date  of  November  27th  for 
the  winter  meeting; 

(f)  voted  to  have  representatives  of  the  So- 
ciety appear  at  a Legislative  committee 
meeting  to  oppose  policies  of  the  Spinal 
Cord  Commission. 

11.  The  Council  approved  a policy  statement  re- 
garding the  Private  Insurance  Review  Com- 
mittee. 

12.  The  Council  reconsidered  its  action  regard- 
ing the  president’s  expense  allowance  and 
directed  that  the  Budget  Committee  include 
in  each  year’s  budget  a proposed  estimate  for 
the  president’s  travel  allowance. 

13.  The  Council  rescinded  its  previous  action  re- 
garding frequency  of  Council  meetings  and 
approved  holding  Council  meetings  quar- 
terly or  as  needed. 

14.  Heard  a recommendation  by  the  Chairman 
of  the  Medical  Services  Review  Committee 
that  there  be  a Cardiovascular  Surgeon  added 
to  the  specialty  sub-committee  for  MSRC. 
Dr.  Doyne  Williams  of  Little  Rock  was  se- 
lected for  appointment  to  the  sub-committee 
for  that  type  of  practice. 

The  Council  met  on  Sunday,  November  27, 

1977,  at  the  Camelot  Inn  in  Little  Rock  and 

transacted  the  following  business; 

1.  Mr.  Warren  presented  a proposal  for  a gen- 
eral referendum  petition  to  get  a proposed 
amendment  to  the  Constitution  on  the  gen- 
eral election  ballot  in  1978  and  a campaign 
to  get  voter  approval  of  a Constitutional 
Amendment.  The  Council  voted  to  adopt 
the  proposal  presented  by  Mr.  Warren  with 
a steering  committee  appointed  by  the 
Council. 

2.  The  Council  received  for  information  a re- 
port from  Dr.  T.  E.  Townsend  on  his  testi- 
mony at  the  public  forum  on  national  health 
insurance  sponsored  by  the  Department  of 
Health,  Education  and  Welfare  in  October 
in  Little  Rock. 

3.  Dr.  Rex  Ramsay,  director  of  the  State  Health 
Department,  discussed  the  National  Im- 
munization Initiative. 

4.  The  Council  heard  a complaint  from  the 
Union  County  Medical  Society  regarding  the 
Department  of  Maternal  and  Child  Health 
of  the  State  Health  Department  and  dis- 
cussion of  the  situation  by  representatives 


of  the  Health  Department.  The  Council 
voted  to  refer  the  matter  to  the  appropriate 
committee  of  the  Society  for  study. 

5.  Dr.  Shuffield  presented  a prepared  state- 
ment on  proposed  regulations  for  physician’s 
trained  assistants.  The  following  is  an  ex- 
cerpt from  that  statement: 

“The  creation  and  implementation  of  the 
Physician’s  Trained  Assistant  Program  by 
Act  415  of  1977  has  two  facets,  both  of  which 
are  of  compelling  concern  to  the  people  of 
Arkansas  and  are  of  equal  importance.  They 
are: 

A.  The  creation  of  the  Physician’s  Trained 
Assistant  category  to  bring  quasi-medical 
service  to  a segment  of  the  State  by  per- 
sons who  are  admittedly  not  as  well  edu- 
cated and  trained  as  an  M.D. 

B.  The  protection  of  the  members  of  this 
segment  who  the  P.T.A.’s  will  serve 
from  injury  as  the  result  of  insufficient 
education  and  training  of  the  P.T.A. 

“If  trusting  citizens  are  injured  as  a result 
of  the  insistence  of  vocal  advocates  of  the 
lay  medical  practice  that  the  P.T.A.’s  be 
given  the  authority  to  perform  medical  acts 
exceeding  their  competency,  the  blame  will 
fall  upon  the  members  of  the  Medical  Board 
by  allowing  themselves  to  be  swayed  by  col- 
lateral considerations.  They  are  on  the 
Board  because  they  possess  unique  profes- 
sional knowledge  and  have  experience. 
Their  obligation  is  to  use  the  knowledge  and 
the  experience  responsibly.” 

6.  The  Council  voted  to  send  five  officers  of 
the  Society  to  the  National  Leadership  Con- 
ference of  the  American  Medical  Association 
in  Chicago  in  January. 

7.  Dr.  Watson  presented  a proposed  resolution 
commending  Dr.  George  Jackson.  The 
Council  approved  the  resolution  and  di- 
rected that  copies  be  forwarded  to  members 
of  the  State  Hospital  Board;  the  Governor; 
David  Ray,  Director  of  the  State  Depart- 
ment of  Social  and  Rehabilitative  Services; 
and  to  Dr.  Jackson. 

The  Council  met  on  Sunday,  February  5,  1978, 
at  the  Camelot  Inn  in  Little  Rock  and  transacted 
the  following  business; 

1.  Received  the  following  report  from  the  Ex- 
ecutive Committee  on  a January  25,  1978, 
meeting: 

(a)  Heard  Mr.  Warren  describe  legal  re- 
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quirements  for  an  initiative  petition  for 
the  proposed  malpractice  amendment  to 
the  State  Constitution.  The  Executive 
Committee  approved  the  proposed  bal- 
lot title  and  petition  form  as  drafted  by 
Mr.  Warren  for  submission  to  the  At- 
torney General. 

(b)  The  Executive  Committee  voted  to 
make  monthly  payments  to  counsel  as 
legal  and  legislative  retainer,  with  total 
payment  remaining  the  same  as  the 
previous  year, 

(c)  The  Committee  approved  the  concept 
of  cooperating  with  the  Arkansas  Hos- 
pital Association  in  a cost  containment 
study  committee.  The  Executive  Com- 
mittee expressed  the  opinion  that  the 
overall  project  should  include  distribu- 
tion of  information  to  the  public  re- 
garding costs.  The  Chairman  of  the 
Council  is  to  appoint  representatives  to 
the  committee. 

(d)  The  Executive  Committee  heard  dis- 
cussion regarding  the  A.  H.  Robins 
Community  Service  Award  and  voted  to 
refer  the  matter  to  the  Council  without 
recommendation. 

2.  The  Council  rejected  a proposal  for  partici- 
pation in  the  A.  H.  Robins  Community  Serv- 
ice Award  program. 

3.  President  Kolb  reported  to  the  Council  on 
a meeting  with  representatives  of  HEW, 
Blue  Shield,  and  Senator  Bumpers’  staff  re- 
garding the  change  to  one  locality  for  pay- 
ment of  Medicare  fees.  Data  distributed  at 
that  meeting  indicated  that  the  experimental 
project  will  not  accomplish  the  intent  of 
the  Medical  Society  in  the  change  to  a state- 
wide locality.  Dr.  Charles  Wilkins,  a mem- 
ber of  the  Society  committee  meeting  with 
HEW  on  the  project,  presented  a prepared 
statement  to  the  Council.  The  Council  voted 
to  go  on  record  as  still  endorsing  the  one 
locality  concept,  but  opposing  the  method 
of  implementation  proposed  by  HEW. 

4.  Arkansas’  delegates  to  the  American  Medical 
Association  reported  on  the  December  1977 
business  session  of  the  Association. 

5.  Dr.  John  Kirkley  reported  for  his  ad  hoc 
committee  to  study  the  feasibility  and  ad- 
visability of  having  subsidiary  staffing  from 
the  headquarters  office  based  in  Little  Rock. 


The  recommendation  from  the  Committee 
to  the  Council  was  that  the  Society  continue 
the  present  arrangement  of  having  a mem- 
ber of  the  staff  of  the  Fort  Smith  headquar- 
ters office  present  in  Little  Rock  during  the 
legislative  session  and  in  attendance  at  meet- 
ings of  the  Legislative  Council  and  legisla- 
tive committee  meetings. 

6.  Dean  Bruce  presented  information  to  the 
Council  regarding  Section  227  of  Public  Law 
92-603,  which  provides  for  differential  pay- 
ment for  the  services  of  physicians  rendered 
at  teaching  hospitals.  The  Council  voted  to 
draft  a resolution  opposing  the  legislation 
for  submission  to  the  House  of  Delegates. 

7.  The  Council  voted  to  request  that  the  Med- 
ical School  Committee  meet  with  Dean  Bruce 
to  discuss  what  action  should  be  taken  to 
bring  members  of  the  Medical  School  fac- 
ulty into  membership  of  the  Arkansas  Med- 
ical Society. 

The  Council  met  in  Executive  Session  for  the 
following  business: 

1.  Dr.  H.  W.  Thomas,  Chairman  of  the  Budget 
Committee,  presented  the  proposed  budget 
for  the  Society  for  1978.  The  Council  voted 
approval  of  the  budget  as  presented. 

2.  The  Council  voted  to  schedule  its  next 
meeting  for  April  2nd. 

Report  of  the  Executive  Vice  President 
C.  C.  Long,  M.D. 

In  the  latter  months  of  1976,  the  Bureau  of 
Health  Insurance  agreed  to  allow  Arkansas  to 
be  considered  as  a one  area  State  for  compensa- 
tion under  the  Medicare  Program.  For  most  of 
the  year  of  1977,  contacts  were  made  with  the 
Bureau  of  Health  Insurance  to  work  out  an  ac- 
ceptable methodology  for  implementation  of  this 
program.  This  was  finally  accomplished  in  No- 
vember of  1977  and  the  program  is  to  be  imple- 
mented on  March  1,  1978. 

The  four  Health  Systems  Agencies  in  Arkan- 
sas all  went  in  an  operational  status  during  1977. 
The  staff  has  monitored  their  progress  and  their 
planning  as  closely  as  possible,  working  with  the 
physicians  on  the  various  boards.  A proposal 
was  made  to  implement  a Certificate  of  Need  to 
apply  to  physicians’  offices  during  the  year;  with 
the  help  of  the  officers  of  the  Society,  this  was 
defeated. 

In  1977,  for  the  first  time,  a member  of  the 
central  office  staff  was  a registered  lobbyist  dur- 
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ing  the  Legislative  Session.  Since  the  closing  of 
the  session,  the  staff  representative  has  attended 
all  the  legislative  committee  meetings  involved 
with  health  related  matters. 

During  the  year,  two  hospitals  were  approved 
for  continuing  medical  education  and  several 
more  hospitals  are  getting  ready  for  their  review 
and  hopeful  certification.  A certain  amount  of 
time  has  been  spent  in  this  endeavor. 

The  Council  of  the  Medical  Society,  at  the 
mid-winter  meeting,  recommended  to  the  House, 
and  the  House  approved,  that  the  Society  co- 
operate with  the  other  health  care  providers  in 
the  State  in  implementing  a program  to  get  the 
malpractice  amendment  on  the  ballot  and  to 
work  in  conjunction  with  these  other  agencies 
to  pass  this  amendment  into  law.  The  headquar- 
ters staff  is  beginning  to  do  the  groundwork  for 
the  Society’s  involvement  with  this  program, 
along  with  the  other  health  care  providers. 

The  Professional  Standards  Review  Organiza- 
tion program  has  been  monitored  during  the  past 
year  as  they  have  assumed  full  delegated  status 
in  all  but  one  hospital  in  the  State  and  the  PSRO 
program  is  working  toward  implementing  ancil- 
lary services  review  and  planning  for  long-term 
care  review  which  will  probably  be  implemented 
sometime  within  the  next  twelve  to  eighteen 
months. 

This  has  been  my  first  year  as  Executive  Vice 
President.  It  has  had  many  challenges  and  I have 
continued  to  learn  and  to  appreciate  the  fine 
support  which  my  staff  has  given  me  and,  also, 
I am  very  appreciative  of  all  the  assistance  and 
help  which  we  have  received  from  the  officers  of 
the  Society  and  Council. 


Budget  Committee 
H.  W.  Thomas,  M.D.,  Chairman 

The  Budget  Committee  submitted  the  follow- 
ing budget  for  1978.  The  complete  budget,  as 
presented  to  the  Council,  is  available  to  any 
member  for  his  inspection  at  his  request. 


INCOME 


Budget  Item 
Membership  Dues 
Journal  Advertising 
Local 
National 
Booth  Income 
Annual  Session 
AMA  Reimbursement 


1978  Budget 
1356,212.00 

$10,000.00 

15,000.00  25,000.00 

8,500.00 

3.000. 00 

2.000. 00 


Miscellaneous  & Rosters  500.00 

Interest  on  Government  Securities  15,000.00 

Specialty  Desk  700.00 

Intrav  Reimbursement  1,500.00 

Ark.  Foundation  for  Medical  Care  18,000.00 


$430,412.00 


EXPENSES 


Salaries 
Society 

Public  Relations 
Journal 
Exhibits 

Travel  & Convention 
Society 

Public  Relations 
Journal 
Taxes 
Society 
Journal 
Retirement 
Society 
Journal 

Stationery  &:  Printing 
Society 

Public  Relations 
Journal 
Exhibits 
Office  Supplies  &:  Expense 
Society 

Public  Relations 
Journal 

Telephone  & Telegraph 
Society 

Public  Relations 
Journal 
Exhibits 
Rent 
Society 
Journal 
Postage 
Society 

Public  Relations 

Journal 

Exhibits 

Insurance  Sc  Bonds 
Society 
Journal 
Auditing 
Society 
Journal 

Council  Expense 
Journal  Printing 


$98,858.30 

20,833.33 

17,000.00 

2,000.00  $138,691.63 


28,200.00 

6,000.00 

800.00 

35,000.00 

7.700.00 

1.500.00 

9,200.00 

39,990.00 

6,510.00 

46,500.00 

4,200.00 

100.00 

650.00 

50.00 

5,000.00 

10,975.00 

25.00 

1,500.00 

12,500.00 

5,185.00 

1,000.00 

300.00 

15.00 

6,500.00 

20,640.00 

3,360.00 

24,000.00 

15,520.00 

50.00 

2,380.00 

50.00 

18,000.00 

6,100.00 

1,400.00 

7,500.00 

1,032.00 

168.00 

1,200.00 

3,500.00 

35,000.00 
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Annual  Session 


Society 

11,450.00 

Exhibits 

2,300.00 

13,750.00 

Winter  Meeting 

2,000.00 

Dues  & Subscriptions 

Society 

3,585.00 

Journal 

400.00 

Exhibit 

15.00 

4,000.00 

Gifts  & Contributions 

Society 

900.00 

Journal 

50.00 

950.00 

Woman’s  Auxiliary 

1,200.00 

Legal  Services 

Society 

8,600.00 

Journal 

1,400.00 

10,000.00 

Special  Committee 

Society 

500.00 

Public  Relations 

300.00 

Medicine  8c  Religion 

— 

800.00 

Rural  Health 

500.00 

Miscellaneous 

50.00 

Freight  8c  Express 

Society 

12.50 

Journal 

12.50 

25.00 

Office  Equipment 

3,500.00 

Continuing  Medical  Education 

1,000.00 

In  1977,  the  Medical  Society,  as  a 

$380,366.63 
result  of  the 

increased  dues  and  increased  membership,  was 
able  to  add  approximately  $96,000  to  our  cash 
reserves.  The  total  reserve  as  of  December  31, 
1977,  was  $203,103.64.  This  was  about  twice  as 
much  as  had  been  anticipated  in  the  budget  that 
was  presented  last  year  in  which  it  was  estimated 
that  $45,000  would  be  added.  A large  part  of 
this  was  due  to  an  increased  membership,  plus 
holding  down  the  expenses  in  some  areas  by 
utilization  of  previously  obtained  materials  and 
the  fact  that  we  were  understaffed  a considerable 
portion  of  the  year.  This  reserve,  at  the  present 
time,  represents  a little  over  six  months’  cash 
reserves. 

Report  of  the 

Arkansas  State  Medical  Board 
January  1, 1977- January  1, 1978 

The  officers  and  members  of  the  State  Medical 
Board  are  as  follows: 

Ross  Fowler,  M.D.,  President 

H.  Elvin  Shuffield,  M.D.,  Vice  President 

Hugh  R.  Edwards,  M.D. 

Frank  M.  Burton,  M.D. 

John  F.  Guenthner,  M.D. 


George  F.  Wynne,  M.D. 

G.  Stanley  Applegate,  Jr.,  M.D. 

Bascom  P.  Raney,  M.D. 

Joe  Verser,  M.D.,  Secretary-Treasurer 

John  B.  Currie,  Sr. 

Eugene  R.  Warren,  Attorney 

The  last  session  of  the  Arkansas  Legislature 
passed  a Physician’s  Assistant  Act  and  instructed 
the  State  Medical  Board  to  set  rules  and  regu- 
lations. During  the  year,  the  Board  held  several 
public  hearings  relative  to  these  proposed  rules 
and  regulations.  In  addition,  a questionnaire 
relative  to  Physician’s  Assistants  was  sent  to  each 
physician  practicing  in  this  State.  Final  rules 
and  regulations  were  adopted  by  the  Board  De- 
cember 7,  1977,  and  Physician’s  Assistants  are 
now  being  certified  by  the  State  Medical  Board. 
A copy  of  the  rules  and  regulations  will  be  pub- 
lished in  the  Journal  of  the  Arkansas  Medical 
Society. 

The  Board  also  adopted  rules  and  regulations 
relative  to  Physical  Therapy  Assistants  and  Phys- 
ical Therapy  Trainees. 

A 1977  Directory  of  Licentiates  was  not  pub- 
lished by  the  State  Medical  Board.  The  1977  di- 
rectory was  sent  to  the  State  Printing  Office  for 
printing  but  was  tied  up  in  court  litigation  for 
approximately  seven  months.  Because  of  this  de- 
lay, the  1977  directory  was  not  printed.  The  1978 
directory  has  been  printed  and  should  be  dis- 
tributed to  physicians  before  publication  of  this 
report. 

A yearly  financial  report  of  the  Board’s  ac- 
tivities prepared  by  Johnston,  Freeman  and  Com- 
pany has  been  sent  to  the  office  of  the  Arkansas 
Medical  Society,  a summary  of  which  is  included 
in  this  report. 

The  Board  investigated  every  case  of  violation 
of  the  Medical  Practices  Act  and  every  complaint 
filed  against  physicians  reported  to  the  secretary 
during  the  year. 

The  State  Medical  Board  licensed  165  physi- 
cians by  reciprocity  and  195  physicians  by  ex- 
amination during  the  year  1977. 

Following  is  a summary  of  the  Board’s  pro 


cedings: 

Physicians  registered  for  1977: 

Resident  2,441 

Non-resident 1,713 

Physicians  licensed  by  examination 188 

Physicians  licensed  by  reciprocity 138 

Physicians  certified  to  other  states 129 
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Licenses  revoked  for  non-payment  of 

annual  registration  fee 37 

Licenses  suspended  for  non-payment  of 

annual  registration  fee 56 

License  suspended  for  violation  of 

Medical  Practices  Act 1 

Cases  pending  for  violation  of 

Medical  Practices  Act 4 


Arkansas  State  Medical  Board 
Balance  Sheet 
June  30, 1977  and  1976 


June  30, 

Ju7ie  30, 

1977 

1976 

ASSETS 

Cash  on  hand 

$ 131.00 

$ 6.00 

Cash  in  banks  — 

Bank  of  Harrisburg,  Arkansas 

Checking  account 

28,171.61 

20,145.32 

Certificate  of  deposit 

12,999.70 

12.999.70 

Certificate  of  deposit  #2424 

7,000.30 

7,000.30 

Certificate  of  deposit  #3170 

8,553.71 

8,553.71 

Bank  of  Weiner,  Arkansas 

Certificate  of  deposit  #2290 

2,746.35 

2,746.35 

Bank  of  Delight,  Arkansas 

Certificate  of  deposit  #1249 

30,000.00 

30,000.00 

Security  Savings  and  Loan, 

Camden,  Arkansas 

Certificate  of  deposit  #C8200 

16,768.60 

15,000.00 

Certificate  of  depiosit  #C8309 

10,472.35 

— 

Office  equipment 

3,906.47 

3,545.97 

Less:  Accumulated  depreciation 

(390.65) 

— 

TOTAL  ASSETS 

$120,359.44 

$ 99,997.35 

LIABILITIES  AND  FUND  BALANCE 

Vouchers  payable 

$ 2,696.88 

$ 1,179.60 

Payroll  taxes  payable 

370.28 

355.21 

TOTAL  LIABIUTIES 

$ 3,067.16" 

$ 1,514.81 

Fund  Balance 

117,292.28 

98,482.54 

TOTAL  LIABILITIES  AND 

FUND  BALANCE 

$120,359.44 

$ 99,997.35 

Summary  of  Arkansas  State  Department 
of  Health  Activities 
Rex  C.  Ramsay,  Jr.,  M.D.,  Director 

This  Report  relates  to  the  programs,  activities  and 
services  provided  to  the  citizens  of  Arkansas  during  the 
last  report  year. 

Credit  for  improvement  of  the  Agency’s  health  care 
programs  is  given  to  the  hard  working,  devoted  public 
health  workers  who  staff  the  84  Local  Health  Units  and 
the  four  Regional  Health  Offices.  Countless  unreported 
hours  were  spent  counseling,  working  in  times  of  crises 
and  emergencies  and  assisting  needy,  deserving  citizens. 
Many  additional  off-duty  hours  were  devoted  to  planning 
and  implementing  new  programs  and  services  and  up- 
dating methods  to  provide  improved  total  physical  and 
mental  health  for  individuals  of  all  ages  and  socio-eco- 
nomic levels. 


I.  BUREAU  OF 

COMMUNITY  HEALTH  SERVICES 

Major  responsibilities  of  the  Bureau  of  Community 
Health  Services  revolved  around  delivery  of  health  serv- 
ices at  the  local  level. 

Division  of  Public  Health  Nursing 

The  Division  of  Public  Health  Nursing  provides  pri- 
mary nursing  services  to  the  Citizens  of  Arkansas  through 
the  Local  Health  Units,  Regional  Health  Offices  and  the 
numerous  special  clinics,  programs  and  projects  of  various 
other  Bureaus  and  Divisions.  Public  health  nurses  in- 
creasingly are  engaged  in  providing  Home  Health  Services 
to  home-bound  patients,  thus  reducing  or  forestalling  the 
need  for  nursing  home  admittance.  Over  30,000  visits 
were  made  last  year. 

Because  preventive  health  services  begin  before  birth, 
heavy  concentration  of  nursing  service  is  devoted  to 
perinatal  interests  and  family  planning  activities. 

Immunization  of  all  children  long  has  been  required 
by  Arkansas  Law.  Nursing  is  involved  in  providing  the 
service  to  make  the  Law  an  enforceable  reality.  All  Local 
Health  Units  have  increased  their  immunization  clinics 
and  are  prepared  to  deliver  that  service  in  schools  or 
special  clinics  in  various  locations. 

Public  health  nurses  are  involved  in  expanding  their 
scope  of  practice  through  implementation  of  the  nurse 
practitioner  role,  thus  assuring  all  citizens  a primary 
health  care  base  opportunity.  Continuing  education  is 
offered  to  every  public  health  nurse  through  planned 
accredited  workshops  and  seminars.  Basic  clinical  ex- 
perience and  education  for  nursing  students  are  provided 
through  cooperative  planning  contractural  agreements 
with  nursing  school  faculties  within  the  State  educational 
system. 

Division  of  Meat  Inspection 

The  mission  of  the  State  Meat  Inspection  Program  is 
to  provide  consumers  of  meat  and  meat  food  products 
health  protection  from  the  many  diseases  of  animals 
transmissible  to  man  by  the  eating  of  meat  and  meat 
food  products  which  otherwise  may  have  come  from  dis- 
eased animals  or  animal  products  which  have  been  con- 
taminated and/or  adulterated  while  being  processed, 
stored,  and/or  transported  under  insanitary  or  harmful 
conditions.  The  Program  further  provides  the  consumer 
with  protection  against  meat  and  meat  products  not  con- 
forming to  standards  of  identity  and  improperly  labeled 
or  falsely  advertised  products. 

Currently,  there  are  112  official  plants  under  full-time 
inspection  as  either  slaughterers,  processors  or  slaughter/ 
processors.  There  are  82  establishments  which  are  custom 
exempt  slaughterers  and/or  processors.  The  custom  ex- 
empt plants  which  kill  or  cut  up  farm  animals  and  return 
the  meat  to  the  owners,  are  inspected  for  adequacy  of 
facilities,  in-plant  sanitation,  proper  processing  procedures 
and  the  mandatory  marking  of  each  package  as  "Not  For 
Sale.” 

Approximately  145,000,000  pounds  of  meat  were  in- 
spected in  Arkansas  during  Fiscal  Year  1976-1977  under 
State  Inspection.  During  Fiscal  Year  1976-1977,  967,028 
pounds  of  products  were  condemned  as  unfit  for  human 
consumption.  This  is  equivalent  to  0.66  percent.  The 
State  inspection  job  is  accomplished  with  65  meat  in- 
spectors. 
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Quarterly  review  of  the  State  Program  by  supervisory 
USDA  officials  has  resulted  in  high  ratings  which  are  fully 
equal  to  the  Federal  Inspection  Program. 

Division  of  Records  and  Clerical  Services 

The  Division  of  Records  and  Clerical  Services  provided 
clerical  personnel  for  the  Local  Health  Units  in  75  coun- 
ties and  the  Regional  Health  Offices;  orientation  and  on- 
the-job  training  for  these  employees;  technical  super- 
vision and  consultation  to  regional  records  consultants 
and  other  clerical  employees  of  the  Local  Health  Units, 
Regional  Health  Offices  and  the  Central  Office;  admin- 
istrative leadership,  planning,  direction  and  evaluation 
of  clerical  services  in  order  to  improve  techniques  and 
skills  for  increasing  work  productivity,  services  and  ef- 
ficiency. 

Management  of  the  Agency’s  record  system  covered 
the  areas  of  forms  design,  consolidation,  requisitioning  and 
printing;  forms  stocking  and  distribution;  final  disposi- 
tion of  records. 

Nineteen  of  the  25  sections  of  the  Department’s  REC- 
ORDS MANUAL  have  been  updated  and  distributed  to 
the  Local  Health  Units,  Regional  Health  Offices,  Cen- 
tral Office  personnel  and  the  Records  Management  Section 
of  the  Arkansas  History  Commission. 

In  a continuing  effort  to  establish  and  maintain  uni- 
form files  throughout  the  Local  Health  Units  and  Re- 
gional Health  Offices,  formal  written  instructions  be- 
came effective  in  February,  1977,  relative  to  “ORDER 
ARRANGEMENT  OF  PATIENT  RECORD’’  in  the  Fam- 
ily Folder.  Instructions  given  in  the  “GENERAL  FILE 
GUIDELINES’’  and  in  the  “MEMORANDA  FILE  GUIDE- 
LINES” were  updated  in  August,  1977,  and  became  ef- 
fective immediately.  A formal  policy  recently  was  in- 
augurated for  the  “PROCEDURE  FOR  MEMORANDA, 
POLICY,  AND  CHANGE  IN  POLICY,  GOING  TO 
LOCAL  AND  REGIONAL  HEALTH  UNITS”  to  facili- 
tate filing  and  retrieval  procedures. 

The  Division,  in  cooperation  with  the  Records  Man- 
agement Section  of  the  Arkansas  History  Commission,  im- 
plemented the  Records  Management  and  Archives  Pro- 
gram, as  set  forth  by  Legislative  action,  within  the  Ar- 
kansas Department  of  Health. 

In  keeping  with  the  first  priority  of  Act  24  of  1973,  a 
records  inventory  was  taken  in  the  Local  Health  Units, 
Regional  Health  Offices  and  the  Central  Office.  From 
the  inventories,  the  Records  Management  Section  of  the 
Arkansas  History  Commission  started  developing  pro- 
posed retention  and  disposition  schedules  for  approval 
by  the  Agency.  Upon  agreement  of  the  Agency  and  the 
State  Records  Committee,  disposition  of  scheduled  records 
has  been  initiated. 

Division  of  Chronic  Diseases 

The  Division  of  Chronic  Diseases  is  comprised  of  sev- 
eral programs  which  are  directed  toward  preventive  health 
measures  and  early  detection  of  chronic  diseases. 

The  Diabetic  Screening  Program  for  high  risk  indi- 
viduals screened  9,594  persons.  Of  the  162  persons  referred 
to  their  private  physicians,  there  were  52  confirmations. 

The  Rheumatic  Fever  Prevention  Prog-ram  seeks  to 
prevent  or  reduce  heart  damage  and  rheumatic  fever. 
Through  this  Program,  convenient  mailing  kits  are  fur- 
nished to  physicians  (through  the  Local  Health  Units)  to 
expedite  rapid  processing  of  throat  swab  specimens  by 


the  Division  of  Public  Health  Laboratories.  When  hemo- 
lytic streptococcus  was  identified,  telephone  reports  were 
made  to  the  family  physician.  There  were  2,810  positive 
findings  among  the  16,217  specimens  received  last  year. 

M.E.D.D.  (Medical  Examinations  for  Disease  Detection), 
a free  screening  program  for  all  persons  age  55  and  over, 
is  conducted  within  the  Local  Health  Units  by  a team 
of  two  registered  nurses  and  one  laboratory  technician. 
The  screening  process  includes  medical  history,  height, 
weight,  vision,  hearing,  temperature,  Dextrostix,  urinalysis, 
blood  pressure,  pulse,  respiration,  hematocrit.  Pap  smear, 
breast  self-examination,  counseling  and  EKG  where  indi- 
cated. Medical  histories  and  laboratory  results  for  3,025 
persons  screened  in  52  counties  were  reviewed  by  the  Di- 
vision Director  and  M.E.D.D.  nurses.  As  a result,  there 
were  428  referrals  to  private  physicians  or  public  health 
nurses. 

Arkansas  Hypertension  Program 

The  goal  of  this  new  Program  is  to  reduce,  through 
education  of  professionals  and  the  public,  morbidity  and 
mortality  attributable  to  hypertension.  Implemented 
through  the  Local  Health  Units,  the  Program  maintains 
clinics  for  identification,  referral  and  follow-up  of  Ar- 
kansas’ hypertensive  citizens. 

High  blood  pressure,  a health  problem  that  affects  an 
estimated  23,000,000  Americans,  can  result  in  strokes,  heart 
failure  and  kidney  failure  if  not  treated. 

Division  of  Emergency  Health  Services 

Rules  and  Regulations,  pursuant  to  the  Emergency 
Medical  Services  Act  435  of  1975,  were  passed  by  the  1977 
General  Assembly  and  became  effective  July  6,  1977, 
thereby  establishing  criteria  for  licensure  of  services, 
permits  for  vehicles  and  certification  of  EMTs. 

The  Bureau  developed  an  Interpretive  Guide,  and  forms 
and  procedures  for  implementation  of  the  Rules  and 
Regulations. 

Training  and  certification  of  new  EMTs  continued  with 
adoption  of  new  tests,  training  of  instructors  and  program 
development  on  both  basic  and  advanced  levels.  A nurse- 
consultant  was  hired  to  assist  in  this  development.  Guid- 
ance was  given  by  the  State  Training  Committee  ap- 
pointed by  the  Governor’s  EMS  Advisory  Council. 

Primary  training  sites  were  the  vocational-technical 
schools.  Other  schools  involved  in  training  were  various 
community  colleges,  the  University  of  Arkansas  Medical 
Sciences  and  Henderson  State  University. 

During  Fiscal  Year  1976-1977,  1,439  Basic  EMTs  and 
27  Advanced  EMTs  were  certified. 

Data  forms  were  designed  in  cooperation  with  ambu- 
lance service  providers.  These  forms  were  distributed  and 
services  became  part  of  the  first  statewide  data  collection 
and  evaluation  system  in  the  country  . 

The  Consumer  Information  and  Education  Section  de- 
veloped and  distributed  materials  for  an  intensive  21 
county  outreach  effort,  prepared  news  releases  and  ex- 
hibits and  published  a monthly  newsletter,  “THE  EN- 
COUNTER." 

11.  BUREAU  OF 

ENVIRONMENTAL  HEALTH  SERVICES 

The  Bureau’s  primary  concern  is  “offering  the  citizens 
of  Arkansas  a comprehensive  environmental  health  pro- 
gram of  services  to  ensure  a clean  and  healthful  environ- 
ment in  which  to  live,  work  and  play.” 
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Division  of  Blood  Alcohol 

The  Division  of  Blood  Alcohol  conducted  a regulatory 
program  in  the  area  of  DWI  (driving  while  intoxicated) 
testing.  Major  activities  were  training  of  law  enforcement 
officers:  certification  of  all  breath-testing  instruments  and 
operators;  analysis  of  blood  samples  for  alcohol  content; 
collection  of  statistical  information  of  DWI  tests. 

There  are  135  certified  installations  at  the  local  level 
(police  departments  and  sheriffs’  offices)  with  a total  of 
169  instruments  in  operation.  Tests  are  performed  on 
these  instruments  at  the  rate  of  27,000  per  year,  increasing 
annually. 

Division  of  Childhood  Blood  Lead  Screening 
Efforts  were  continued  in  identifying  community  areas 
which  held  the  greatest  risk  for  lead  poisoning  victims. 
This  was  determined  by  finding  tbe  areas  of  poor  housing 
conditions  in  which  the  greatest  number  of  children 
under  six  years  of  age  are  living.  Peeling  and  cracking 
paint  often  is  characteristic  of  deteriorating  housing. 
While  lead  from  lead-based  paint  is  only  one  of  the  several 
significant  sources  of  lead  in  the  environment,  it  is  by 
far  the  most  important  “high  dose”  source  and  cause  of 
lead  poisoning  in  children.  In  1977,  six  percent  of  those 
tested  were  found  to  have  elevated  blood-lead  level. 

Division  of  Radiological  Health 
The  Division  of  Radiological  Health  continued  a com- 
prehensive radiation  control  program  designed  to  protect 
the  public  health  and  safety  by  preventing,  or  reducing  to 
acceptable  levels,  as  established  by  the  National  Council 
on  Radiation  Protection,  the  exposure  of  man  and  the 
environment  to  unnecessary  radiation  by  regulating  the 
use  of  and  controlling  all  sources  of  ionizing  and  non- 
ionizing radiation.  Program  activities  included:  regula- 
tion of  users  of  radioactive  materials,  x-ray  machines 
and  particle  accelerators;  environmental  radiation  moni- 
toring of  source-oriented  nuclear  facilities;  emergency  re- 
sponse to  radiological  incidents;  monitoring  of  nonionizing 
(microwave)  radiation.  The  radiation  protection  activi- 
ties are  available  to  all  citizens  of  the  State  either  as 
direct  recipients  of  radiology  services,  as  occupationally- 
exposed  persons,  or  as  members  of  the  general  public.  A 
new  quality  assurance  program.  Breast  Exposure;  Nation- 
wide Trends  (BENT),  was  initiated  in  late  1977  to  assist 
those  physicians  performing  mammographic  procedures  to 
achieve  the  highest  quality  radiographic  images  with  a 
minimum  radiation  exposure  to  the  patient. 

The  Division  again  performed  routine  surveillance  ac- 
tivities at  Arkansas  Nuclear  One  power  generating  plant 
on  a weekly,  quarterly  and  semi-annual  basis.  Analytical 
results  indicated  no  appreciable  increase  in  the  environ- 
mental radiation  traceable  to  the  source-oriented  facility. 
In  late  1977  the  Division  began  an  environmental  sur- 
veillance program  to  monitor  radioactive  plant  emissions 
from  the  coal-fired  Flint  Creek  Power  Plant  at  Gentry, 
Arkansas.  During  September  and  October,  in  cooperation 
with  the  EPA  and  other  Divisions  of  the  Department  of 
Health,  the  Division  conducted  an  environmental  sampling 
program  to  identify  and  monitor  fallout  radiation  result- 
ing from  the  Chinese  Nuclear  Testing  of  September  1977. 

Division  of  Health  Emergency  Planning  and  Response 
The  Division  of  Health  Emergency  Planning  and  Re- 
sponse performed  planning  and  coordination  of  emergency 


health  activities  required  to  cope  with  nuclear,  natural 
or  man-caused  disasters  or  incidents.  Types  of  natural 
disasters  or  man-caused  disaster  incidents  which  necessi- 
tate response  by  Division  personnel  include  tornadoes, 
earthquakes,  floods,  accidents  involving  radioactive  ma- 
terial or  hazardous  materials  such  as  f)esticides,  and  inci- 
dents concerning  industrial  health. 

In  order  to  fulfill  this  mission,  functions  of  the  Division 
include  the  development  of  a preparedness  program  to 
ensure  the  readiness  of  State  and  local  government  to 
respond  to  emergency  health  needs  in  time  of  disaster, 
and  coordination  of  all  activities  of  the  Department  of 
Health’s  Emergency  Operations  Center.  Assistance  is  pro- 
vided to  schools,  clubs  and  other  organizations  in  pro- 
motion of  the  Medical  Self-Help  Training  Program.  Use 
of  the  Packaged  Disaster  Hospitals  which  are  stored  in 
strategic  locations  throughout  the  State  is  coordinated 
through  this  Division. 

Division  personnel  conducted  and/or  participated  in  a 
number  of  disaster  exercises  on  local  and  statewide  or 
area  levels;  22,000  students  received  Medical  Self-Help 
Training.  Storage  facilities  and  components  of  the  14 
Packaged  Disaster  Hospitals  received  annual  inspection. 

Eleven  counties  became  “Operationally  Ready”  to 
handle  a nuclear  war  emergency.  This  was  accomplished 
by  appointing  and  training  county  RDOs,  updating  and 
exercising  these  counties’  Emergency  Operations  Plans 
and  training  at  least  two  monitors  for  each  of  the  several 
monitoring  stations  which  were  designated  per  county. 

Toxic  substances  and  other  materials,  which  if  acci- 
dentally introduced  into  the  environment  pose  definite 
public  health  hazards,  are  being  manufactured  and  used 
^vithin  the  State  and  are  being  transported  across  Arkan- 
sas. Consultants  on  hazardous  materials  were  provided 
by  the  Division,  as  well  as  investigations  and  monitoring 
of  pesticide  activities,  and  determinations  of  the  effects 
of  these  products  on  public  health  were  made.  Technical 
expertise  and  information  (such  as  toxicity  data,  possible 
health  hazards,  etc.)  pertaining  to  hazardous  materials 
were  provided  on  a 24-hour  per  day  basis  as  need(s) 
arose.  Sixty-two  responses  were  made  by  Division  per- 
sonnel to  incidents  or  inquiries  concerning  hazardous 
materials. 

Division  of  Environmental  Laboratories 

The  Environmental  Laboratories  Division  has  continued 
to  provide  chemical  analytical  services  to  Department 
users  and  other  government  agencies  through  the  Food, 
Water,  Pesticide,  Radiochemistry,  Childhood  Lead  Poison- 
ing and  Emergency  Toxicology  laboratories. 

Analytical  activities  were  30,869  tests  against  5,462 
samples  analyzed. 

III.  BUREAU  OF 

ADMINISTRATIVE  SERVICES 

Services  of  this  Bureau  were  provided  by  the  Divisions 
of  Accounting,  Building  Maintenance,  Personnel  and 
Management  Systems.  Equal  Employment  Opportunity, 
Affirmative  Action  and  Workmen’s  Compensation  Ad- 
ministration remained  areas  of  vital  responsibility. 

Division  of  Personnel 

The  Division  of  Personnel  provided  advice  and  direction 
to  all  Division  directors,  supervisors  and  Local  Health 
Unit  and  Regional  Health  Office  administrators  regard- 
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ing  interpretation  of  personnel  policies  and  procedures  as 
established  for  State  agencies  by  the  Office  of  Personnel 
Management  and  Arkansas  Merit  System  Council. 

The  Agency  currently  has  approximately  1,400  em- 
ployees in  the  Central  Office,  Local  Health  Units  and 
Regional  Health  Offices.  The  Division  continued  to 
maintain  personnel  records;  coordinated  recruitment  and 
all  other  employment  practices  for  the  Agency  (salary 
advancements,  promotions,  terminations);  established 
career  ladders  and  counseled  employees. 

The  Division  ccwperated  with  the  Office  of  Personnel 
Management  in  maintaining  and  revising  the  Classifica- 
tion System. 

Division  of  Accounting 

The  business  management  responsibility  of  the  Health 
Department  rests  with  the  Division  of  Accounting.  Among 
its  support  and  financial  control  functions  are  budget  co- 
ordination and  preparation,  fiscal  monitoring.  Federal 
grant  administration  collections  and  appropriations  con- 
trol. Financial  management  and  budget  analysis  are  im- 
portant parts  of  the  Division’s  services. 

During  fiscal  year  1976-77,  gross  receipts  amounted  to 
$30,100,000;  disbursements  totaled  $24,900,000. 

Division  of  Management  Systems 

This  newly  formed  Division  is  three-fold  in  its  ob- 
jectives. First,  the  Division  is  charged  with  the  develop- 
ment of  a comprehensive,  user-directed  system  of  man- 
aging information  from  a departmental  perspective. 

Second,  the  Division  was  formed  to  facilitate  the  de- 
velopment and  maintenance  of  comprehensive  systems  for 
managing  all  resources,  and  to  provide  technical  resources 
for  management  to  decide  where  automated  data  process- 
ii^  is  economically  justified,  efficient  and  best  secured. 

Third,  the  Division  will  operate  a computing  facility 
to  take  data  as  collected  and  perform  those  computing 
functions  which  will  translate  the  data  into  meaningful 
information  for  users. 

Needs  of  the  users  of  data  within  the  Department  have 
been  documented  and  a comprehensive  plan  has  been 
developed  for  the  design  of  a system  which  assures  timely 
dissemination  of  accurate,  meaningful  information  to 
users  at  all  levels  within  the  Agency.  This  will  be  in 
addition  to  continued  data  processing  necessary  to  meet 
day-to-day  needs  of  the  Department. 

Division  of  Building  Maintenance 

This  Division  maintains  the  building  and  grounds  for 
the  Department  of  Health  physical  facility.  This  includes 
janitorial  services,  repair  services,  security  and  general 
upkeep. 

IV.  BUREAU  OF  PLANNING, 

EVALUATION  AND  TRAINING 

The  staff  of  this  Bureau  assisted  in  12  regional  work- 
shops and  administered  the  Mortician’s  Assistance  Grant 
supporting  15  students  in  an  approved  school  of  mortuary 
science;  they  assisted  in  establishing  a Regional  Health 
Office;  administered  the  Workers’  Compensation  Program 
for  the  Agency  and  assisted  38  employees  with  job  related 
injuries;  served  on  a committee  to  evaluate  and  improve 
IcKal  health  facility  housing;  assisted  in  hosting  the 


Southern  Branch  of  the  American  Public  Health  Associa- 
tion’s Annual  Meeting;  chaired  a committee  to  document 
Public  Health  in  Arkansas,  completing  14  written  his- 
tories and  eight  oral  histories;  assisted  in  securing  106 
CETA  positions  for  the  State;  represented  the  Bureau  at 
25  local  meetings  and  two  national  meetings;  coordinated 
activities  of  the  Divisions  of  Health  Statistics  and  Vital 
Records. 

Division  of  Vital  Records 
Calendar  Year  1976 

In  accordance  with  The  Vital  Statistics  Act  of  1965, 
Act  471,  the  Division  of  Vital  Records  recorded  33,299 
live  births,  21,132  deaths  and  381  fetal  deaths  which  oc- 
curred in  calendar  year  1976.  All  such  certificates  are 
bound  in  volumes  and  indexed  by  place  and  date  of 
event. 

Local  registrars  representing  all  districts  in  the  State 
file  birth  and  death  certificates  each  month.  Contact  is 
maintained  with  the  registrars,  physicians,  midwives.  Local 
Health  Units,  funeral  directors  and  hospitals  in  order  to 
stimulate  registration  of  these  vital  events. 

Marriage  records  totaling  22,630  were  received  from 
county  clerks  of  the  State.  Circuit  clerks  reported  17,398 
divorces  and  annulments  granted  for  the  same  period. 
Contact  is  maintained  with  these  clerks  to  ensure  com- 
plete, accurate  registration. 

In  calendar  year  1976,  19,550  copies  of  death  certificates 
were  issued  to  the  county  clerks  of  the  State  in  accord- 
ance with  Amendment  51  of  1965.  Such  information  assists 
in  maintenance  of  accurate  voter  registration  records. 

During  1976,  2,146  amendments  were  made  to  certifi- 
cates filed  in  the  Division  of  Vital  Records.  Of  this  total, 
1,377  were  adoptions,  323  were  legitimations  and  446  were 
changes  of  name.  Delayed  and  prior  birth  records  for 
this  period  numbered  8,045. 

The  number  of  copies  of  vital  events  issued  during 
the  year  was  195,937.  Of  this  number,  16,479  were  plastic 
birth  registration  cards,  54,361  were  of  microfilm  records 
and  125,097  were  of  paper  records. 

The  Division  of  Vital  Records  completed  converting 
to  microfilm  the  original  birth  certificates  for  the  years 
1952  and  1953,  and  the  original  death  certificates  for  the 
years  1958-1963,  1974  and  1975. 

Division  of  Health  Statistics 

During  the  fiscal  year  ending  June  30,  1977,  the  Divi- 
sion distributed  365  copies  of  1976  “ARKANSAS  HEALTH 
MANPOWER  STATISTICS,”  250  copies  of  the  1976 
“ARKANSAS  ABORTION  REPORT”  and  450  copies  of 
1975  Arkansas  Vital  Statistics  summaries.  The  Division 
coded  approximately  22,000  death  certificates  as  to  cause 
of  death  and  answered  about  250  miscellaneous  requests 
for  health  statistics.  The  Division  prepared,  sent  out, 
received,  coded  and  computerized  approximately  25,000 
questionnaires  on  thirteen  licensed  health  professions  in 
Arkansas. 

Division  of  Health  Education  and  Information 

The  Division  continued  audio-visual  library  services 
and  added  34  new  films  to  the  collection.  Twenty-one  new 
pamphlets  were  added  to  the  literature  catalog  and  more 
than  a half-million  pieces  of  literature  were  distributed 
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statewide,  mainly  through  the  Local  Health  Units.  Films 
were  shown  to  more  than  192,000  viewers. 

The  staff  conducted  22  workshops  for  nurses  and  teach- 
ers statewide  and  presented  165  educational  programs  to 
schools,  civic  groups  and  other  organizations. 

Department  news  stories  and  information  articles  on 
health  related  matters  were  released  to  the  public  via 
radio,  television  and  newspapers.  The  Agency’s  Annual 
Report  was  compiled  and  edited  by  the  Division  and  a 
monthly  article  was  prepared  and  submitted  to  the  Ar- 
kansas Medical  Society  Journal. 

The  staff  conducted  new  employee  orientation  programs 
and  tours  for  visitors,  provided  photography  services  and 
initiated  an  internship  program  for  college  students. 

V.  BUREAU  OF  PHARMACY  SERVICES 

The  Bureau  of  Pharmacy  Services  consists  of  the  Divi- 
sion of  Drug  Control,  the  Division  of  Central  and  Local 
Pharmacy  Services  and  the  Generic  Drug  Program. 

Services  provided  by  the  Division  of  Drug  Control  in- 
cluded enforcement  of  laws  and  regulations  through  317 
inspections,  231  investigations  and  25  accountability  audits 
on  handlers  of  controlled  drugs  and  devices. 

The  Drug  Destruction  Program  provided  for  destruc- 
tion of  926,285  dose  units  of  submitted  controlled  drugs 
surrendered  by  legitimate  handlers,  law  enforcement  per- 
sonnel and  the  courts. 

The  Generic  Drug  Program,  in  existence  since  1975, 
has  resulted  in  a cost  savings  to  the  citizens  of  Arkansas 
of  approximately  four  percent  of  their  prescription  drug 
purchases. 

The  Division  of  Central  and  Local  Pharmacy  Services, 
in  addition  to  filling  7,419  orders,  distributing  2,463,533 
items  of  drugs  and  supplies  used  in  health  programs, 
projects  and  special  clinics  throughout  the  State,  provided 
information  and  consultation  on  drugs  and  pharmacology 
and  services.  The  expenditure  for  items  purchased  was 
f680,515. 

VI.  BUREAU  OF  MEDICAL  CARE  SERVICES 

The  Bureau  of  Medical  Care  Services,  charged  with 
providing  comprehensive  health  care  for  the  citizens  of 
Arkansas,  places  emphasis  on  programs  which  are  pre- 
ventive in  approach  and  innovative  in  design. 

Division  of  Maternal  and  Child  Health 

The  twenty-six  programs  sponsored  and/or  administered 
by  the  Division  are  oriented  directly  to  improving  the 
health  of  mothers  and  children. 

In  an  effort  to  discover  possible  abnormal  conditions  in 
children  early  and  prevent  them  from  becoming  debilitat- 
ing, MCH  conducts  a series  of  programs  whose  purpose 
is  to  assess  children  of  all  ages  for  various  health  and/or 
mental  problems.  The  seven  projects  offered,  most  of 
which  are  on  the  statewide  level,  follow  a child’s  develop- 
ment from  birth  through  adolescence.  All  of  these  pro- 
grams op>erate  through  a system  of  referral  for  further 
diagnosis  of  a suspected  problem.  No  child  who  is  thought 
to  have  a developmental  problem  is  left  to  fend  for 
himself.  These  programs  provided  309,594  screenings  in 
Fiscal  Year  1976-1977. 

For  those  mothers  and  children  who  have  a serious 
problem,  or  are  at  high  risk,  the  Division  provides  pallia- 


tive services.  This  vital  component  draws  upon  the  ex- 
pertise of  professional  institutions  in  the  State,  most 
notably  the  University  of  Arkansas  for  Medical  Sciences 
and  the  Arkansas  Children’s  Hospital.  The  combined 
efforts  of  these  institutions  establish  comprehensive  care 
of  high  quality.  High  risk  maternal  and  infant  patients 
served  last  year  totaled  33,329. 

For  those  persons  whose  health  is  comparatively  stable, 
MCH  provides  routine  health  maintenance  through  eight 
programs,  each  of  which  serves  a certain  portion  of  the 
population.  Health  supervision,  with  prevention  as  the 
paramount  objective,  is  offered  through  local  clinics  in 
most  urban  and  rural  areas.  Obstetric  and  pediatric 
clinics  serve  the  majority  of  MCH  patients.  Emphasis  is 
placed  on  good  and  continuous  care  for  the  pregnant 
patient  during  her  pre-,  peri-  and  post-natal  periods,  and 
caring  for  the  resultant  child  during  formative  years. 
Obstetrical  and/or  family  planning  services  were  extended 
to  129,636  women  during  Fiscal  Year  1976-1977.  Well  child 
clinics  treated  22,385  children. 

All  these  programs  require  ancillary  supportive  services 
in  several  areas.  Vital  areas  such  as  social  services,  out- 
reach, transportation,  counseling  and  follow-up  are  pro- 
vided through  several  project  endeavors.  The  dedicated 
employees  of  these  programs  served  25,209  individuals. 

Division  of  Nutrition  Services 

Authoritative  guidance  in  food  selection,  both  in  health 
and  in  disease,  is  an  essential  component  of  public  health 
services  directed  toward  proper  health  maintenance  and 
health  protection  and  disease  control.  The  Division  strives 
to  accomplish  this  public  health  goal  by  providing  con- 
sultative, educational  and  service  programs  in  normal 
and  therapeutic  nutrition  to  all  pertinent  Divisions  in 
the  Department  of  Health  and  to  all  Local  Health  Units. 

In  Fiscal  Year  1976-1977,  10,500  mothers  and  children 
received  counseling  on  nutritional  problems  in  child- 
hood and  pregnancy;  3,508  individuals  on  theraj)eutic 
diets  were  counseled;  consultation  services  in  normal  and 
therapeutic  nutrition  were  provided  to  2,152  professional 
workers.  Approximately  210,000  copies  of  educational 
materials  on  normal  and  therapeutic  nutrition  were  dis- 
tributed throughout  the  State  during  the  year. 

Division  of  Social  Services 

This  Division  coordinates  and  supervises  the  social  serv- 
ice components  of  various  Maternal  and  Child  Health 
Programs  (Early  and  Periodic  Screening,  Diagnosis  and 
Treatment  Program,  Children  and  Youth  Project,  Ma- 
ternity and  Infant  Care  Project,  Arkansas  Regional  Peri- 
natal Program;  maternity  and  family  planning  clinics 
held  in  the  State). 

The  Division’s  unique  structure  allows  each  program  to 
have  the  concerted  efforts  of  personnel  assigned  only  to 
that  program.  This  system  fosters  individualized  serv- 
ices within  a program  while  ensuring  consistent  quality 
throughout  the  Division.  The  social  problems  concomitant 
with  health  problems  are  multiple  and  have  a direct 
bearing  on  the  public’s  acceptance  of  and  participation 
in  health  services.  This  important  link  is  a main  concern 
of  the  Social  Services  Division. 

Division  of  Dental  Health 

The  Division  provides  and/or  supervises  direct  dental 
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services  for  Arkansas  families  who,  for  reasons  beyond 
their  control,  ordinarily  would  not  receive  such  care. 

These  services  provide  diagnostic,  preventive  and  re- 
storative dental  care  throughout  the  State  in  strategically 
located  clinics.  The  Handicapped  Children’s  Dental  Clinic 
services  include  reparative  treatment,  preventive  care  and 
occasional  dental  surgery  for  physically  and/or  mentally 
handicapped  children.  Over  1,500  persons  received  care 
in  Fiscal  Year  1976-1977  through  the  provisions  of  the 
Division. 

Division  of  Communicable  Diseases 

Five  programs  comprise  the  Division  of  Communicable 
Diseases:  Epidemiology,  Immunization,  Venereal  Disease 
Control,  Tuberculosis  Control  and  Veterinary  Public 
Health. 

The  Epidemiology  Program  component  (general  com- 
municable diseases)  continued  to  combat  infectious  dis- 
ease in  the  State  by  maintaining  surveillance  of  disease 
(through  the  use  of  a toll-free  telephone  line  and  a code- 
a-phone  recorder  for  reporting),  investigating  epidemics 
and  instituting  appropriate  control  measures.  Investiga- 
tions of  disease  outbreaks  in  12  counties  were  carried  out 
in  Fiscal  Year  1976-1977. 

Every  County  Health  Unit,  immunization  personnel 
and  countless  others  were  involved  in  1976  in  a massive 
effort  to  immunize  the  citizens  of  Arkansas  against  swine 
flu.  Despite  numerous  problems  with  the  National  In- 
Quenza  Immunization  Program,  185,000  residents  had  been 
immunized  when  the  Program  ended. 

The  Tuberculosis  Control  Program  reported  an  11  per- 
cent decline  in  tuberculosis  morbidity  from  1975  to  1976. 
This  reduction  was  due,  in  part,  to  improved  reporting. 
The  Program  instituted  a new  therapy  protocol  with 
two  bactericidal  drugs  to  compliment  the  ongoing  pro- 
grams of  tuberculosis  control  in  the  State  prisons,  chest 
symposia  and  academic  studies. 

Although  venereal  diseases  continue  to  be  the  leader 
among  reportable  communicable  diseases  in  the  State,  a 
decreasing  trend  was  evident  in  1976  in  the  total  cases 
reported.  An  effort  has  been  made  to  provide  educative 
materials  and  information  to  schools  through  workshops, 
teachers’  handbooks  and  other  means.  Over  30,000  pam- 
phlets were  distributed  last  fiscal  year  by  the  Division  of 
Health  Education  which  coordinated  the  distribution  of 
venereal  disease  films  which  were  seen  by  over  18,000 
students. 

During  Fiscal  Year  1976-1977,  the  Veterinary  Public 
Health  Program  continued  to  provide  protective  and  con- 
sultative assistance  to  citizens  of  Arkansas  who  were  ex- 
posed to  animal  diseases  transmissible  to  man.  Requests 
for  information  and  assistance  came  from  physicians,  vet- 
erinarians, Local  Health  Units  and  individual  citizens. 
Assistance  was  provided  by  telephone,  correspondence  and 
personal  visits.  A representative  from  the  Division  con- 
tinued to  visit  practicing  veterinarians,  Local  Health  Units 
and  other  local  officials,  when  necessary,  to  answer  ques- 
tions and  to  provide  information  on  public  health  needs 
of  local  communities.  The  general  public  was  kept  in- 
formed of  veterinary  public  health  problems  by  timely 
news  releases  and  by  numerous  appearances  before  civic, 
municipal  and  school  groups,  when  talks,  supplemented 
by  movies  or  slides,  were  given. 


There  were  186,072  pet  animals  vaccinated  against 
rabies,  147  laboratory-confirmed  cases  of  animal  rabies 
and  2,199  incidents  of  animal  bites  of  humans.  The  Ar- 
kansas Department  of  Health  provided  rabies  post-ex- 
posure vaccine  and  serum,  at  cost,  to  private  physicians 
for  treatment  of  113  individuals. 

VII.  BUREAU  OF  CANCER  AND 

SPECIAL  SERVICES 

Early  detection  of  cancer  of  the  cervix  in  high  risk 
women  has  been  a high  priority  in  Local  Health  Unit 
activities.  Supported  by  The  National  Cancer  Institute 
and  by  programs  of  the  Division  of  Maternal  and  Child 
Health,  the  Bureau  directs  the  Cervical  Cytology  Screen- 
ing Program.  In  the  first  20  months,  over  54,000  women 
were  screened. 

Regional  clinics  have  been  established  in  13  areas  of  the 
State  to  provide  for  out-patient  colposcopically-directed 
biopsy  diagnosis  when  indicated  by  abnormal  cytology 
and  needs  of  the  patient.  Eighteen  invasive  cervical  can- 
cers were  found,  giving  a rate  of  0.33/1000  women 
screened.  Servical  dysplasias  were  diagnosed  in  6.15/1000 
screened. 

The  Arkansas  Cancer  Registry,  a hospital-based  data 
collection  system,  provides  accession  to  the  cancer  registry 
for  cancer  patients;  a lifetime  follow-up  on  cancer  pa- 
tients; a mechanism  for  retrieval  of  data.  Data  variables 
include  primary  anatomic  site,  extent  of  disease  and 
methods  of  treatment.  In  1977,  the  14  hospitals  reporting 
to  the  Arkansas  Cancer  Registry  processed  a total  of  4,062 
patients  diagnosed  for  cancer,  and  10,099  followup  reports. 
Since  1935,  61,580  patients  have  been  acceded  to  the  Ar- 
kansas Cancer  Registry. 

VIII.  BUREAU  OF 
HEALTH  FACIUTY  SERVICES 

Division  of  Administrative  Operations 

This  Division  investigates  all  complaints  received  con- 
cerning medical  facilities  to  ascertain  their  validity  and 
helps  correct  situations  causing  potential  harm  to  pa- 
tients. This  Division  conducts  a quarterly  visit  program 
in  all  nursing  homes.  Last  year,  under  this  program,  each 
facility  was  visited  a minimum  of  four  times.  Each  visit 
evaluated  the  facility  compliance  with  State  Regulations 
for  Nursing  Homes.  Another  responsibility  is  to  assure 
that  all  nursing  homes  have  qualified  administrators  by 
administering  a license  to  each  nursing  home  adminis- 
trator. Each  administrator  must  obtain  a minimum  of 
20  hours  of  educational  credit  annually.  To  make  cer- 
tain these  hours  are  available,  40  hours  of  educational 
workshops  are  conducted  and  another  150  hours  are  ap- 
proved. Additional  educational  activities  are  offered  to 
other  health  care  professionals  (e.g.,  dietitians  and  reg- 
istered nurses).  Another  responsibility  is  to  license  all 
238  health  care  facilities  in  the  State.  Each  facility  must 
be  evaluated  annually  to  assure  compliance  with  State 
Regulations  before  receiving  a renewal  license.  This  past 
year  a renewal  license  was  issued  to  each  of  238  health 
care  facilities  and  400  nursing  home  administrators. 

Division  of  Hospitals 

The  Division  surveys  the  operational  aspects  of  hospitals 
to  assure  compliance  with  State  licensure  requirements  as 
well  as  Medicare  certification  requirements.  The  Divi- 
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sion  certifies  the  following  facilities  to  participate  in  the 
Medicare  program:  81  home  health  agencies,  16  inde- 
pendent diagnostic  laboratories,  19  renal  dialysis  facilities, 
one  out-patient  physical  therapy  center,  11  physical  thera- 
pists in  independent  practice  and  certification  of  chiro- 
practors. Certification  will  begin  March  1,  1978  for  rural 
health  clinics. 

Division  of  Nursing  Home  Certification 

In  accordance  with  an  agreement  with  the  Department 
of  Human  Services,  the  Division  is  charged  with  the  re- 
sponsibility of  surveying  nursing  homes  for  quality  of  care 
to  determine  their  eligibility  for  participating  in  the  Title 
XVIV  (Medicaid)  Program.  During  the  past  calendar 
year,  222  nursing  home  surveys  were  performed  (82  in 
skilled  care  homes,  140  in  intermediate  care  homes).  They 
resulted  in  850  unannounced  nursing  home  surveys  during 
the  last  year.  Six  surveys  of  mental  retardation  facilities 
were  made  and  seven  skilled  nursing  care  facilities  were 
surveyed  for  utilization  review  activities. 

Division  of  Facility  Design  and  Construction 

The  Division  has  the  responsibility  of  reviewing  all  new 
construction  plans  of  medical  facilities  and  conducting 
onsite  inspections  to  ascertain  compliance  with  State  and 
local  standards.  Other  programs  include  enforcement  of 
Act  122  of  1967  which  requires  that  buildings  constructed 
with  public  funds  be  accessible  to  and  usable  by  the 
physically  handicapped;  administration  of  the  now  ex- 
pired Hill-Burton  Program.  Twenty  projects  started  in 
the  past  two  years  have  not  been  finalized  but  they  should 
be  completed  and  in  operation  within  the  next  two  to 
three  years.  Recently  completed  projects  include  the  John- 
son County  Hospital,  a new  68-bed  facility:  the  Independ- 
ence County  Sheltered  Workshop  in  Batesville;  the 
Faulkner  County  Public  Health  Center  in  Conway. 

Division  of  Public  Health  Laboratories 

The  Division  provides  laboratory  services  and  consulta- 
tion, particularly  in  the  areas  of  microbiology  and  clinical 
chemistry,  to  Divisions  of  the  Arkansas  Department  of 
Health,  the  Local  Health  Units,  Regional  Health  Offices 
and  medical  providers  (physicians,  dentists,  veterinarians, 
hospitals,  clinics  and  other  laboratories)  throughout  the 
State.  These  services  are  categorized  in  four  program 
areas:  Medical  Microbiology,  Sanitary  Bacteriology,  Clin- 
ical Chemistry  and  Hematology  and  Laboratory  Improve- 
ment. 

In  the  Medical  Microbiology  Program,  activity  is  con- 
cerned mostly  with  detection  of  the  agents  of  communi- 
cable disease.  Last  year,  237,000  specimens  were  received 
for  examination  for  tubercidosis,  syphilis,  gonorrhea,  strep 
throat,  salmonellosis,  shigellosis  and  other  infectious  dis- 
eases. The  Strep  Throat  Program  for  detection  of  beta 
hemolytic  streptococci  remains  popular  with  pediatricians 
and  our  workload  increases  yearly,  as  does  the  Gonorrhea 
Screening  Program,  despite  deliberate  cutbacks  in  service 
to  unproductive  areas.  The  Virology  Laboratory  con- 
tinues to  broaden  the  base  of  services  available,  this  year 
expanding  Rubella  screening  to  all  health  department 
clinics  and  offering  St.  Louis  Encephalitis  serology  to 
meet  the  challenge  of  that  epidemic  along  the  Mississippi 
River.  Our  role  as  a reference  laboratory  to  the  other 
clinical  laboratories  in  the  State  has  been  increasing 
steadily  and  is  expected  to  continue  to  increase. 
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In  Sanitary  Bacteriology,  tests  were  run  on  56,760  speci- 
mens for  determining  the  safety  of  milk,  food  and  water. 
The  workload  in  the  Milk  Laboratory  has  been  increased 
by  additional  testing  on  manufacturers’  milk,  cheese,  ice 
cream  and  other  related  products,  and  by  greater  sur- 
veillance of  vendors  of  soft  “ice  creams.”  Water  sampling 
has  been  increased  by  addition  of  new  community  supplies 
and  will  continue  to  rise  under  the  standards  of  monitor- 
ing for  the  Safe  Drinking  Water  Act.  Surveillance  of 
ready-to-eat  food  products  has  increased  markedly. 

The  Qinical  Chemistry  and  Hematology  Programs  con- 
tinued to  provide  necessary  services  for  operation  of 
Health  Department  Clinics  and  for  newborn  screening 
for  sickle  cell  and  PKU.  The  programs  received  64,825 
specimens  for  examination. 

In  the  Laboratory  Improvement  Progpram,  designed  to 
assist  and  guide  clinical  laboratories  throughout  the  State, 
124  premarital  laboratories  were  monitored  and  certified 
and  proficiency  testing  in  microbiology  was  offered  to  58 
others.  Bench  training  and  short  training  courses  were 
given. 

The  Central  Scientific  Services  Section  continued  to 
prepare  and  ship  thousands  of  bottles,  test  tubes,  shipping 
containers,  kits  and  other  supplies  to  those  utilizing  the 
Division’s  services.  The  Administrative  and  Clerical  Sec- 
tion prepared,  checked,  duplicated  and  filed  all  reports 
on  specimens  received. 

Division  of  Sanitation  Services 

The  Division  strengthened  the  staff  to  include  130  field 
sanitarians  as  a result  of  legislative  enactments  which 
brought  about  a need  for  expansion  (e.g.,  the  Arkansas 
Sewage  Disposal  Systems  Act,  Act  357  of  1977  which  re- 
quires licensing  and  collection  of  jiermit  fees  for  all  food 
service  establishments;  the  Arkansas  Milk  Program  Act). 
Twelve  districts  have  been  formed  and  a sanitarian  super- 
visor placed  within  each  district  to  coordinate  and  control 
the  activities  and  responsibilities  of  the  sanitarian. 

Food  Products  Section 

The  objective  of  the  Food  Products  Section  is  to  ensure 
that  food  handling  facilities  meet  department  standards 
in  operation.  This  is  done  by  monitoring  retail  food  prod- 
ucts for  filth,  insects  and  economic  fraud  and  by  provid- 
ing education  seminars  and  technical  supervision  for 
county  sanitarians. 

During  the  year,  369,614  pounds  of  distressed  food  were 
destroyed,  reconditioned  or  converted  to  animal  feed  as 
it  was  found  to  be  in  violation  of  the  Arkansas  Food, 
Drug  and  Cosmetic  Act.  The  expanding  economy  was 
reflected  by  the  review  of  1,026  food  handling  establish- 
ment plans.  The  Section  issued  7,980  food  service  permits 
and  39  food  salvage  licenses.  Twelve  food  workshops  were 
conducted  and  lectures  were  given  for  schools  and  pro- 
fessional gproups. 

Milk  and  Dairy  Section 

The  direct  regulatory  control  of  all  Grade  A milk 
produced  and  processed  in  Arkansas  was  transferred  to 
the  Arkansas  Milk  Program  under  the  supervision  of  the 
Arkansas  Department  of  Health.  The  change  made  pos- 
sible allocation  of  resources  to  improve  the  regulatory 
program  for  manufacturing  grade  milk  used  in  produc- 
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tion  of  cheese,  evaporated  or  condensed  milk  and  frozen 
desserts. 

In  addition  to  routine  Grade  A sampling,  2,558  manu- 
facturing grade  milk  samples,  including  frozen  desserts, 
were  collected  and  analyzed  to  assure  consumers  receivitig 
safe  dairy  products. 

General  Sanitation  Section 

This  Section,  created  to  assume  administrative  authority 
over  all  existing  and  proposed  laws  and  rules  and  regu- 
lations pertaining  to  the  field  of  general  sanitation,  is 
responsible  for  administration  and  enforcement  of  all 
applicable  laws  and  regulations  concerning  residential  and 
commercial  sewage  disposal,  private  and  semi-public  water 
supplies,  public  swimming  pools,  hotels  and  motels,  tourist 
and  travel  trailer  parks,  septic  tank  pumpers  and  any 
related  environmental  situations  that  may  be  detrimental 
to  the  public  health. 

This  Section  has  been  responsible  for  implementing  an 
inspectional  and  monitoring  program  to  register  and 
license  all  individuals  engaged  in  septic  tank  cleaning  op- 
erations within  the  State.  The  program  was  prepared  and 
implemented  to  comply  with  provisions  of  Act  71  of  1973. 

Under  provisions  of  Act  402  of  1977,  a statewide  in- 
spectional program  has  been  incorporated  to  regulate  in- 
stallation, construction  and  repair  of  individual  and  com- 
mercial sewage  disposal  systems.  All  individuals  engaged 
in  the  business  of  installing  these  systems  are  regulated 
under  this  Act. 

FDA  Contract  Section 

The  Arkansas  Department  of  Health  obtained  a twelve- 
month  extension  to  its  original  1972  Contract  with  the 
U.  S.  Food  and  Drug  Administration  for  operations  during 
Fiscal  Year  1976-1977. 

There  were  583  inspections/re-inspections  conducted  of 
bakeries,  food  warehouses  and  bottling  plants,  123  inspec- 
tions/re-inspections of  terminal  restaurants,  conveyance 
catering  facilities  and  servicing  areas  and  vessel  watering 
points  over  the  State.  During  the  706  inspections,  239  food 
and  filth  samples  (consisting  of  684  subsamples)  were  col- 
lected for  laboratory  analysis. 

Insf)ections  resulted  in  volunteer  corrective  actions  be- 
ing made  at  a cost  of  $340,075  to  food-related  establish- 
ments. Defiled  foods  valued  at  $7,340,  and  weighing 
24,536  pounds,  were  destroyed  voluntarily  by  industry. 

Five  hearings  were  held  with  consistently  violative  food 
firms  which  showed  reluctance  to  comply  with  applicable 
Federal  and  State  laws.  The  hearings  led  to  compliance 
with  each  firm  involved.  In  addition,  one  voluntary 
closure  was  obtained. 

IX.  BUREAU  OF 

PUBLIC  HEALTH  ENGINEERING 

The  Bureau  has  provided  administrative  guidance  and 
coordination  of  the  three  Divisions  existing  within  the 
Bureau.  An  effort  has  been  made  by  all  of  the  Divisions 
to  reach  the  ultimate  goal  of  prevention  of  environmental 
hazards  before  they  actually  become  significant  public 
health  problems.  Major  areas  of  accomplishment  were 
implementation  of  Rules  and  Regulations  pertaining  to 
licensing  of  hospital  maintenance  plumbers  in  the  Divi- 
sion of  Building  Safety;  application  for  and  approval  of 
Federal  funds  for  the  Division  of  Engineering  to  ad- 


minister the  Safe  Drinking  Water  Act;  expansion  of  the 
monitoring  and  training  programs  for  St.  Louis  En- 
cephalitis. 

Division  of  Engineering 

The  Division  of  Engineering  continued  to  work  toward 
the  goal  to  maintain  a healthful  environment,  free  of 
waterborne  diseases  and  toxic  materials,  by  providing 
regulation  of  public  water  and  wastewater  facilities  and 
other  health -related  problems. 

Program  services  provided  by  the  Engineering  Division 
were: 

1.  Review  of  plans  and  specifications  for  all  public  sani- 
tary facilities  to  ensure  that  no  public  health  problems 
are  built  into  the  facilities.  Plans  (1,391)  were  re- 
viewed for  water,  wastewater,  swimming  pools,  ceme- 
teries and  individual  sewage  disposal  projects. 

2.  Monitoring  and  field  surveillance  of  all  public  water 
supplies  to  ensure  that  the  public  is  served  safe  drink- 
ing water.  A population  of  1,493,000  was  served  by 
542  public  water  systems  in  Arkansas.  The  results  of 
49,400  bacteriological  examinations  showed  that  96  per- 
cent of  the  population  served  by  public  water  supplies 
was  consuming  bacterially  safe  drinking  water.  The 
results  of  1,721  chemical  examinations  showed  no 
chemical  contaminants  in  amounts  which  would  be 
hazardous  to  the  health  of  water  consumers. 

3.  Ninety-six  meetings  were  conducted  for  the  purpose 
of  training  and  certification  of  water  works  managers 
and  operators  to  assure  competency  and  efficiency  of 
water  works  operations.  Water  works  examinations 
were  given  to  388  operators;  113  water  works  operators 
were  certified. 

4.  Specialized  public  health  and  engineering  assistance 
was  given  to  municipal  water  and  wastewater  depart- 
ments, Local  Health  Units,  Regional  Health  Offices 
and  various  State  and  Federal  agencies.  Engineering 
consultations  (3,819)  were  provided  to  various  offi- 
cials; 170  sanitation  problems  were  investigated. 

The  water  supply  program  of  the  Division  of  Engi- 
neering was  expanded  to  regulate  all  water  supplies 
having  15  connections  or  serving  25  persons.  Eventually, 
an  estimated  2,000  water  supply  systems  will  be  regulated. 

Division  of  Building  Safety 

The  Division  of  Building  Safety  activated  a licensing 
program  for  hospital  maintenance  personnel  in  1977 
through  combined  efforts  of  the  Division  and  the  Hospital 
Engineers  Association. 

Review  of  plans  and  specifications  for  compliance  with 
the  Arkansas  Plumbing  Code  increased  to  a total  of  809, 
an  increase  of  50  percent  for  the  year.  The  number  of 
inspections  made  during  the  year  was  3,147,  an  increase 
of  58  percent;  the  number  of  investigations  was  839,  an 
increase  of  56  percent.  These  increases  were  accomplished 
without  additional  personnel. 

The  Division’s  on-going  cross-connection  survey  pro- 
gram continued  in  operation.  This  program,  and  an  area 
training  program  for  local  plumbing  inspectors,  will  be 
accelerated  as  additional  personnel  become  available. 

Division  of  Vector  Control  and  Recreation 

The  St.  Louis  Encephalitis  Monitoring  Program  was 
expanded  to  include  12  cities  with  mosquitoes  and  bird 
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blood  analyzed  for  the  disease.  Bird  blood  samples  were 
submitted  to  the  Health  Department’s  Bureau  of  Labora- 
tories where  St.  Louis  Encephalitis  antibody  levels  were 
determined.  Since  birds  are  the  natural  reservoir  of  the 
virus,  any  rise  in  antibody  levels  indicates  the  presence 
of  the  virus  in  our  environment.  Vector  mosquitoes  from 
the  12  towns  were  submitted  to  the  University  of  Arkan- 
sas Entomology  Department  where  they  were  individually 
tested  for  St.  Louis  Encephalitis.  The  mosquito  testing 
method  being  developed  under  this  program  may  revolu- 
tionize St.  Louis  Encephalitis  surveillance  in  that  the 
presence  of  the  virus  can  be  determined  directly  and 
quickly  from  individual  mosquitoes.  The  Division  of 
Communicable  Diseases  is  cooperating  with  the  program 
by  providing  funds,  personnel  and  expertise. 

A Mosquito  Control  Training  Course  was  conducted 
in  Pine  Bluff,  with  21  sanitarians  and  city  personnel  in 
attendance.  A seminar  on  Poultry  and  House  Fly  Control 
was  held  by  Division  personnel  at  Hope. 

The  Division  participated  in  removal  of  pigeons  from 
nine  locations.  Eight  blackbird  roosts  were  surveyed  and 
seven  of  the  roosts  were  relocated  in  an  effort  to  prevent 
histoplasmosis.  Division  personnel  assisted  w'ith  four  bat 
control  programs  to  reduce  human  exposure  to  rabid  bats 
in  Arkansas. 

The  Community  Improvement  Program  (Rat  Control) 
completed  its  fourth  year  of  funding  through  the  Depart- 
ment of  Health,  Education,  and  Welfare.  The  program’s 
primary  objective  is  to  reduce  the  rat  population  by  use 
of  chemical  rodenticides  and  improving  community  en- 
vironment. In  three  target  cities,  274  blocks  were  surveyed 
and  4,136  individual  premises  were  inspected  for  rat  in- 
festation. The  amount  of  anticoagulant  rat  bait  dis- 
tributed statewide  was  28,100  pounds.  Division  personnel 
poisoned  six  open  dumps  to  prevent  rats  from  migrating 
to  other  areas.  The  dumps  subsequently  were  closed  and 
replaced  by  sanitary  landfills. 

Medical  Education  Foundation  for  Arkansas 
Robert  Watson,  M.D.,  President 

The  Medical  Education  Foundation  for  Ar- 
kansas has  continued  to  reflect  conscientious 
stewardship  of  the  funds  entrusted  to  it.  Through 
cautious  management,  the  funds  continue  to  grow 
toward  a meaningful  goal.  For  the  year  1977,  in- 
terest income  and  memorial  contributions 
totaled  $5,405.35.  All  along,  your  Foundation 
has  followed  the  plan  to  “spend  a little  and  save 
a little”  toward  eventually  building  a self-per- 
petuating fund.  This  goal  is  now  being  reached. 

Following  consultation  with  the  Medical 
School,  the  Liaison  Committee  with  the  Medical 
School  and  others,  as  recommended  by  an  earlier 
reference  committee,  a pilot  series  of  lectures  was 
presented  at  the  Medical  Center.  These  lectures 
were  financed  through  the  Department  of  Student 
Supplemental  Education  at  no  expense  to  the 
Medical  Education  Foundation  for  Arkansas. 
Through  this  procedure,  valid  conclusions  could 


be  used  as  an  indicator  of  student  interest  and 
acceptance.  This  series  of  presentations  was  not 
well  accepted  as  indicated  by  a student  voluntary 
attendance  ranging  from  a sparse  few  to  none 
at  all. 

This  experience  has  forced  us  to  revise  our 
planning.  Present  arrangements  are  that  varied 
departments  will,  each  year,  be  provided  with 
sufficient  funds  from  the  Foundation’s  annual 
income  to  provide  financing  for  speakers  of  merit 
who  will  give  lectures  appropriate  to  specific 
student  levels.  This  lecture  is  to  be  known  as  the 
Arkansas  State  Medical  Society  Series  and  it  will 
be  given  as  a regularly  scheduled  classroom  re- 
sponsibility. By  doing  so,  the  embarrassing  con- 
sequences jKissibly  associated  with  voluntary  stu- 
dent attendance  will  be  avoided. 

As  now  planned,  the  presentations  are  to  be 
given  on  four  or  more  occasions  each  year.  They 
are  directed  to  bring  to  the  students  a practical 
correlation  between  certain  classroom  presenta- 
tions and  their  clinical  applications. 

Credible  speakers  of  national  recognition  are 
being  selected  and  the  Arkansas  Medical  Society 
is  to  be  identified  as  the  donor  of  these  quarterly 
scheduled  presentations. 

The  first  classroom  presentation  is  to  be  made 
to  freshmen  students  in  Neuroscience  at  the  Med- 
ical Center  at  1:00  p.m.,  Monday,  March  6.  The 
presentation  will  be  given  by  Dr.  James  Bloedel, 
M.D.,  Ph.D.,  of  the  University  of  Minnesota 
School  of  Medicine.  His  subject  is  “Sensory- 
Motor  Integration.” 

This  is  to  be  a scheduled  classroom  presenta- 
tion for  the  freshmen  students.  It  is  suitable  for 
clinical  adaptation  by  all  physicians  dealing  with 
patient  problems  of  the  brain  and  nervous  sys- 
tem. All  physicians  of  Little  Rock  and  elsewhere 
over  the  state  are  invited. 

The  Medical  Education  Foundation  for  Ar- 
kansas is  committed  to  spend  its  funds  in  a man- 
ner that  will  promote  medical  education  in  Ar- 
kansas and  this  Board  asks  for,  and  will  ap 
predate,  suggestions  directed  toward  a fulfill- 
ment of  this  commitment. 

Report  from  the  Arkansas  Medical 
Political  Action  Committee 
W.  P.  Phillips,  M.D.,  Chairman 

The  Arkansas  Political  Action  Committee 
closed  the  1977  year  with  262  members,  of  which 
twenty  were  sustaining.  Four  members  of  the 
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Board  of  Directors  completed  tlaeir  terms.  They 
were  Dr.  Kemal  E.  Kutait,  Dr.  James  L.  Smith, 
Dr.  E.  L.  Hutchison  and  Dr.  Sybil  Hart.  New 
members  elected  were  Dr.  Ken  Lilly  of  Fort 
Smith,  Dr.  Raymond  Biondo  of  North  Little 
Rock,  Dr.  Jerry  Mann  of  Arkadelphia,  Dr.  Don- 
ald Duncan  of  Texarkana,  Mrs.  Carl  Wilson  and 
Mrs.  Kemal  Kutait,  both  of  Fort  Smith. 

The  Board  of  Directors  met  in  December  in 
Little  Rock  to  hear  Attorney  General  Bill  Clinton 
give  his  analysis  of  the  1978  elections.  Mr. 
Clinton  has  since  that  meeting  indicated  that  he 
will  be  a candidate  for  Governor  in  the  next 
election. 

The  Ark-Pac  Board  will  shortly  consider  its 
priorities  for  the  1978  elections.  We  feel  that 
personal  involvement  of  physicians  and  their 
families  in  the  political  process  is  a necessity  for 
the  survival  of  our  profession  as  we  now  know  it. 

The  board  does  not  feel  it  has  the  prerogative 
to  choose  for  the  physicians  of  Arkansas  which 
candidates  are  important  to  your  future.  What 
it  does  hope  is  that  each  physician  and  each  Ark- 
Pac  member  will  carefully  evaluate  the  races  in 
his  area  and  decide  where  his  political  time  can 
best  be  spent. 

Ark-Pac  is  calling  upon  all  members  of  the 
State  Medical  Society  to  become  politically  in- 
volved. The  board  hopes  to  participate  in  educa- 
tion by  supporting  financially  such  programs  as 
the  County  Liaison  Educational  Meeting  in  Little 
Rock  January  29th. 

Report  of  AMA  Meeting 
December  4-7, 1 977 
Chicago,  Illinois 

Purcell  Smith,  Jr.,  M.D.,  Delegate 

This  summary  covers  many  of  the  subjects  con- 
sidered during  the  interim  convention  in  Chi- 
cago, but  is  not  meant  to  be  a complete  report 
of  all  actions  taken.  The  December  12,  1977, 
issue  of  American  Medical  News  contains  more 
comprehensive  information: 

AWARDS: 

Dr.  William  P.  Longmire,  Jr.,  of  Los  Angeles, 
California,  was  chosen  to  receive  the  Distin- 
guished Service  Award  at  the  1978  Annual  Con- 
vention. Dr.  Luis  Martin  Perez,  an  internist  and 
cardiologist  from  Sanford,  Florida,  received  the 
Benjamin  Rush  Award  for  citizenship  and  public 
service.  Awards  to  laymen  were  given  to  J.  Ed 
McConnell,  retired  president  of  Kentucky  Blue 


Cross-Blue  Shield,  and  John  Alexander  Mc- 
Mahon, president  of  American  Hospital  Associa- 
tion. 

REPORT  OF  THE  AMA  PRESIDENT: 

Dr.  John  H.  Budd,  American  Medical  Associa- 
tion President,  called  for  unity  and  a policy  of 
“aggressive  moderation.”  He  noted  that  “mod- 
eration, like  medicine  taken  in  the  proper  dosage, 
can  be  the  only  effective  remedy  for  a problem. 
Tempering,  after  all,  is  what  converts  soft  iron 
into  hard  steel.”  In  calling  for  unity.  Dr.  Budd 
said  “No  individual  physician,  regardless  of  how 
big  he  may  feel,  can  stand  up  to  Big  Government. 
No  splinter  group  can  be  anything  more  than  a 
splinter  at  a time  when  we  must  be  a forest  of 
strength.” 

SUMMARY  OF  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES: 

I.  Association  and  Internal  Matters 
of  the  House: 

National  Medical  Specialty  Society  Representa- 
tion: The  way  is  open  for  National  Medical  Spe- 
cialty Societies  to  participate  directly  in  AMA 
policy-making  at  the  1978  Annual  Meeting.  The 
House  of  Delegates  adopted  criteria  to  provide 
one  delegate  seat  in  the  House  to  any  specialty 
society  that  was  represented  on  an  AMA  Section 
Council  in  1977  and  (1)  has  at  least  1,000  AMA 
members,  or  (2)  represents  a specialty  for  which 
there  is  an  approved  examining  board  listed  in 
the  Liaison  Committee  on  Graduate  Medical 
Education’s  Directory  of  Accredited  Residencies. 

Qualifying  societies  that  apply  for  representa- 
tion will  have  their  delegates  seated  at  the  An- 
nual Meeting  next  June.  Those  that  do  not 
apply  before  the  first  day  of  the  1978  Interim 
Meeting  must  be  approved  for  representation  by 
both  the  Board  of  Trustees  and  the  House  of 
Delegates.  Thirty-seven  specialty  societies  now 
have  1,000  or  more  AMA  members.  Eleven 
others  have  fewer  than  1,000  AMA  members,  but 
have  been  represented  on  Section  Councils  and 
represent  specialties  with  approved  examining 
boards.  The  Section  Councils  will  be  retained 
as  official  components  of  the  AMA  to  provide  a 
mechanism  for  the  deliberation  and  study  of 
the  scientific,  educational,  and  other  interests  of 
the  specialty  disciplines. 

Dues  and  Financial  Matters:  The  1978  AMA 
budget  of  |52.1  million  was  approved;  the  budget 
includes  a projected  flO.l  million  operating 
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profit  that,  combined  with  the  $15.6  million 
profit  in  the  1977  fiscal  year,  will  raise  Associa- 
tion equity  to  $66.7  million  by  December  1,  1978. 
The  1978  budget  is  based  on  payment  of  full 
$250.00  annual  dues  by  147,500  members  (up 
from  144,614  in  the  year  just  ended).  Member- 
ship among  medical  students  and  housestaff, 
who  pay  reduced  dues,  also  is  up  sharply,  giving 
the  AMA  a total  dues-paying  membership  of 
172,998. 

The  House  of  Delegates  adopted  a program  to 
improve  AMA  dues  billing  and  remittance  pro- 
cedures. The  criteria,  proposed  by  the  American 
Association  of  Medical  Society  Executives,  and 
approved  by  the  Board  of  Trustees,  will  become 
effective  with  the  billing  for  1979  dues. 

II.  Physicians  and  the  Government: 

Amphetamine  Package  Inserts:  Proposals  by 

the  Food  and  Drug  Administration  to  change 
the  physician’s  package  inserts  for  some  ampheta- 
mines were  attacked  by  the  House  of  Delegates 
as  an  unwarranted  intrusion  into  the  practice  of 
medicine.  While  it  was  agreed  that  some  physi- 
cians prescribe  amphetamines  illegally  and  un- 
ethically, there  was  concern  over  the  government 
restriction  rather  than  encouragement  of  volun- 
tary limitation  of  the  use  of  these  drugs  by  phy- 
sicians. 

III.  Physicians  and  the  Public: 

Comprehensive  Health  Insurance:  By  a vote 

of  178  to  46,  the  House  of  Delegates  reaffirmed 
support  for  the  AMA’s  Comprehensive  Health 
Insurance  Program,  the  proposal  now  in  Con- 
gress as  HR  1818  and  S 218.  Urging  the  House 
to  “adopt  the  united  front  that  will  be  needed 
to  keep  the  profession  effective  in  its  activities 
in  the  future,”  the  reference  committee  said  it 
felt  “compelled  to  observe  that  the  issue  of  suj>- 
port  of  a program  of  comprehensive  health  in- 
surance has  been  one  of  the  most  divisive  issues 
for  the  profession  in  recent  years.  It  has  been  a 
time-consuming  but  necessary  debate.” 

Opposition  to  Third-Party  Differential  Pay- 
ment: A resolution  opposing  third-party  dif- 
ferential payment  for  the  services  of  participating 
and  non-participating  physicians  was  adopted  by 
the  House.  The  resolution  said  such  programs 
discriminate  against  physicians  who  do  not  have 
separate  contractural  relationships  with  the  car- 
rier and  inhibit  the  free  choice  of  physicians  by 
patients. 
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Report  of  National  Commission  on  the  Cost 
of  Medical  Care:  The  National  Commission  on 
the  cost  of  Medical  Care,  after  working  18  months 
under  the  auspices  of  the  AMA,  has  issued  a 
summary  of  its  report  containing  48  recommen- 
dations. The  complete  report  will  be  published 
early  next  year.  The  30-page  summary  was  dis- 
tributed to  members  of  the  House  of  Delegates 
and  was  in  the  December  5th  issue  of  American 
Medical  News,  but  action  on  the  recommenda- 
tions was  deferred  until  1978  Annual  Meeting. 

Voluntary  Cost  Containment  Program:  The 
first  meeting  of  the  National  Steering  Committee 
to  develop  a Voluntary  Cost  Containment  Pro- 
gram is  scheduled  for  December  12,  1977,  in 
Washington,  D.  C.  The  Committee  was  estab- 
lished by  AMA,  American  Hospital  Association, 
and  the  Federation  of  American  Hospitals.  The 
AMA  House  of  Delegates  urged  state  medical 
societies  to  begin  discussions  with  state  hospital 
associations  so  that  state  level  committees  can  be 
established  as  soon  as  possible  to  implement  the 
Voluntary  Cost  Containment  Program. 

IV.  Physicians  and  Hospitals  and 
Medical  Schools: 

Cost- Awareness  Programs  for  Medical  Students 
and  Physicians:  Cost -awareness  programs  for 
medical  students  and  physicians  were  called  for 
by  the  House  of  Delegates.  Through  its  repre- 
sentatives on  the  Liaison  Committee  on  Medical 
Education,  the  AMA  will  encourage  all  medical 
schools  to  institute  or  augment  programs  de- 
signed to  increase  the  understanding  of  students, 
house  staff,  and  faculty  of  the  cost  of  health  care. 
In  a related  action,  the  House  adopted  a policy 
urging  physicians  to  volunteer  fee  information  to 
their  patients  and  called  for  development  of  an 
AMA  program  to  encourage  and  assist  physicians 
in  making  such  information  available  in  their 
offices. 

Staff  Privilege  Decision  by  Individual  Hos- 
pital: The  individual  hospital  should  determine 
which  health  care  practitioners  are  granted  clin- 
ical privileges,  according  to  policy  approved  by 
AMA  House  of  Delegates.  The  determination 
of  which  physicians  and  other  classes  of  health 
care  practitioners  shall  be  granted  clinical  privi- 
leges in  the  hospital  shall  be  established  at  each 
particular  hospital  in  accordance  with  commun- 
ity needs  and  applicable  state  laws  and  regula- 
tions. 
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Continuing  Medical  Education:  The  House  of 
Delegates  reaffirmed  the  AMA’s  support  for  ac- 
tive participation  of  state  medical  societies  in  the 
continuing  medical  education  process. 

Diversified  First  Year  Graduate  Medical  Edu- 
cation: Though  the  rotating  internship  may  be 
a thing  of  the  past,  the  AMA  House  of  Delegates 
decided  that  there  is  still  a need  for  diversified 
first  year  of  graduate  medical  education.  The 
first  graduate  year  should  include  a structured 
opportunity  for  total  patient  care  prior  to  sp>e- 
cialization,  according  to  the  report  of  The  Coun- 
cil on  Medical  Education. 

V.  Miscellaneous  Actions  of  the  House: 

AMA-ERF  reported  that  more  than  $5.33  mil- 
lion in  guaranteed  loans  for  medical  students  and 
$1.18  million  in  grants  to  medical  schools  were 
made  during  the  first  nine  months  of  1977.  Ap- 
proximately 3,800  students  and  physicians  in 
training  programs  benefitted  from  the  AMA- 
ERF  guaranteed  loan  fund  during  that  period. 
Over  $80  million  dollars  in  loans  have  been  ar- 
ranged and  guaranteed  since  the  program  began 
15  years  ago.  The  assets  of  all  the  various  funds 
that  are  part  of  the  AMA-ERF  program  were  in- 
creased by  $134,000  during  the  first  nine  months 
of  1977,  while  contribtuions  and  gifts  for  the 
period  totaled  $1,350,685. 

Report  of  the 

Arkansas  Foundation  for  Medical  Care 
Paul  C.  Schaefer,  Executive  Director 

In  1972,  the  Arkansas  Medical  Society  founded 
the  Arkansas  Foundation  for  Medical  Care 
which,  under  contract  with  the  Department  of 
HEW,  is  the  Professional  Standards  Review  Or- 
ganization (PSRO)  for  the  State  of  Arkansas. 

The  Foundation  has  experienced  rapid  growth, 
and  now  has  a staff  of  20  full-time  equivalent 
personnel  and  a budget  of  approximately 
$650,000. 

The  Foundation  has  fully  implemented  its  pro- 
gram of  concurrent  review  and  medical  care 
evaluation  studies  in  all  96  acute  care  hospitals 
in  the  State.  During  1977,  167,000  federally- 
funded  patients  were  reviewed  as  to  the  necessity 
of  admission  and  continued  stay  as  a hospital  in- 
patient. In  addition  to  this,  over  399  medical 
care  evaluation  studies  have  been  reported  to 
the  Foundation.  These  studies  designed  to  im- 
pact on  quality  have  been  performed,  for  the 


most  part,  by  delegated  hospitals  or  hospitals 
participating  in  the  regional  Medical  Care 
Evaluation  progiam  of  the  Foundation.  Forty- 
seven  hospitals  voluntarily  participate  in  this 
regional  program. 

The  Board  of  Directors  and  the  professional 
committees  of  the  Foundation  have  assured  that 
decisions  affecting  the  necessity  and  quality  of 
care  of  Federal  patients  have  remained  in  the 
hands  of  local  physicians. 

The  officers  and  members  of  the  Board  of 
Directors  are  as  follows: 

William  S.  Orr,  Jr.,  M.D.,  President,  Little  Rock 

A.  S.  Koenig,  Jr.,  M.D.,  Vice  President,  Fort  Smith 

K.  R.  Duzan,  M.D.,  Treasurer,  El  Dorado 

H.  Elvin  Shuffield,  M.D.,  Secretary,  Little  Rock 

A.  E.  Andrews,  M.D.,  Texarkana 

John  E.  Bell,  M.D.,  Searcy 

John  P.  Burge,  M.D.,  Lake  Village 

Curtis  B.  Clark,  M.D.,  Sheridan 

Stevenson  Flanigan,  M.D.,  Little  Rock 

Paul  Gray,  M.D.,  Batesville 

C.  Lynn  Harris,  M.D.,  Hope 

Morriss  M.  Henry,  M.D.,  Fayetteville 

Raymond  Irwin,  M.D.,  Pine  Bluff 

Fred  C.  Inman,  Jr.,  M.D.,  Carlisle 

J.  B.  Jameson,  Jr.,  M.D.,  Camden 

John  B.  Kirkley,  M.D.,  Jonesboro 

Henry  V.  Kirby,  M.D.,  Harrison 

Payton  Kolb,  M.D.,  Little  Rock 

C.  C.  Long,  M.D.,  Fort  Smith 

Robert  F.  McCrary,  M.D.,  Hot  Springs 

Nathan  Poff,  M.D.,  Heber  Springs 

The  Professional  Review  Committee  has  rou- 
tinely met  on  a quarterly  basis.  This  committee 
has  full  responsibility  for  modifying  or  changing 
a hospital’s  delegated  status  in  regard  to  con- 
current review  and  is  responsible  for  evaluating 
the  effectiveness  of  utilization  and  concurrent 
review  procedures  in  all  delegated  hospitals. 

This  committee  is  composed  of  the  following: 

John  E.  Bell,  M.D.,  Searcy 
Maxwell  Cheney,  M.D.,  Mountain  Home 
Milton  Deneke,  M.D.,  West  Memphis 
Wayne  G.  Elliott,  M.D.,  El  Dorado 
James  Gardner,  M.D.,  Hot  Springs 
Forney  Holt,  M.D.,  Hope 
Richard  N.  Pearson,  M.D.,  Rogers 
George  V.  Roberson,  M.D.,  Pine  Bluff 
William  F.  Turner,  M.D.,  Fort  Smith 
Wayne  Workman,  M.D.,  Blytheville 
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The  Medical  Care  Evaluation  Committee  of 
the  Foundation  functions  as  the  quality  assurance 
committee,  with  primary  responsibility  for  chang- 
ing or  modifying  a hospital’s  delegated  status  in 
regard  to  MCE’s.  This  committee  further  evalu- 
ates all  medical  care  evaluation  studies  performed 
and  reported  to  the  Foundation  and  makes 
recommendations  as  appropriate.  This  commit- 
tee has  also  routinely  met  on  a quarterly  basis. 

The  members  of  this  committee  are  as  follows: 
William  E.  Bann,  D.O.  (Osteopath),  Texarkana 
L.  J.  Patrick  Bell,  M.D.  (Family  Practitioner), 
Helena 

Paul  J.  Cornell,  M.D.  (Obstetrics  & Gynecology), 
Little  Rock 

H.  Blake  Crow,  M.D.  (General  Practitioner), 
Prescott 

Joe  H.  Dorzab,  M.D.(  Psychiatrist),  Fort  Smith 
George  J.  Fotioo,  M.D.  (Internal  Medicine),  Hot 
Springs 

James  M.  Kolb,  Jr.,  M.D.  (Orthopedic  Surgeon), 
Russellville 

Daniel  C.  McKinney,  M.D.  (Pediatrician),  Pine 
Bluff 

James  L.  Smith,  M.D.  (Ophthalmologist),  Little 
Rock 

Rhys  Williams,  M.D.  (Surgeon),  Harrison 


An  Advisory  Council  chaired  by  Mr.  Mike 
Kumpuris,  Assistant  Administrator  of  St.  Vincent 
Infirmary  in  Little  Rock,  has  met  on  a quarterly 
basis  and  has  been  responsible  for  opening  com- 
munication lines  and  developing  liaison  between 
the  AFMC  and  the  various  professional  associa- 
tions and  organizations  within  the  State.  This 
committee  is  also  responsible  for  developing  pro- 
grams to  encourage  involvement  of  health  care 
practitioners  other  than  physicians  in  the  peer 
review  processes. 

The  Foundation  has  been  selected  by  DHEW 
as  one  of  10  PSRO’s  in  the  country  to  develop 
and  implement  an  experimental  program  in 
ancillary  services  review.  It  is  hoped  that  the  re- 
sults of  these  various  experiences  will  result  in 
a review  methodology  which  will  continue  to  as- 
sure improved  quality  in  ancillary  services. 

Although  Arkansas  is  considered  a small  rural 
state,  our  state-wide  PSRO  ranks  as  one  of  the 
largest  in  the  country.  The  Arkansas  Foundation 
for  Medical  Care  ranks: 

In  the  top  9%,  based  on  total  population 
served. 

In  the  top  14%,  based  on  number  of  hospitals. 

In  the  top  25%,  based  on  the  number  of  physi- 
cians. 
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ing). Keep  addiction-prone  individuals  under  careful 
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tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
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ing therapy;  advise  patients  to  discuss  therapy  if 
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Precautions:  If  combined  with  other  psycho- 
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Importance  of  Entire  Small  Bowel 
Examination  During  Exploration 

S.  Wright  Hawkins,  M.D.,  F.A.C.S.* 


1[_J^suaIl\  when  suspecietl  acme  aj)peiulicitis 
is  not  tonncl  at  operation,  in  addition  to  otliei 
exploration,  the  last  twenty  to  twenty-fonr  inches 
ol  terminal  ilenm  is  examined  and  searched  fc:)r 
a Meckel's  clivei  ticnlnm. 

I had  just  read  a recent  article  by  Roses,  et  al,^ 
on  Perforated  Diverticnla  of  the  Jejnnmn  and 
Ilenm,  which  led  me  to  examine  the  entire  small 
bowel  and  jrrompted  the  following  report: 

A thirty-trvo-year-olcl  white  female  was  ad- 
mitted to  St.  Edward  Medical  Center  on  De- 
cember 1,  197(1,  with  stabbing  right  locver  cpiad- 
rant  pain  of  two  days  dnration.  d he  pain  be- 
came worse  around  4:00  p.m.  the  day  of  achnis 
sion.  1 here  was  associated  nausea  and  vomiting 
and  the  patient  had  three  to  fonr  loose  stools 
during  the  day.  She  stated  that  it  hurt  to  walk 
or  take  a deep  breath. 

Physical  examination  revealed  tem|rerature  to 
be  99,  pulse  rate  120,  respirations  24,  and  blood 
pressure  140/80.  Positive  physical  findings  were 
limited  to  the  abdomen.  'Ihere  was  marked 
tenderness,  rebound  tenderness,  and  muscle 
guarding  in  the  right  lower  cpiadrant. 

Complete  blood  count  revealed  "WlICs  1(1. .5, 
RBCs  4.72,  Mgb  1.S.8,  Hct  40.2,  Stabs  4,  Polys  76, 
Lymphs  11,  Monos  8,  Eos  1. 

•Waldron  Road  at  Ellswortli,  Fort  Smith,  .\ikansas  72903. 


An  acute  abdominal  series  showed  no  free  air. 
A few  loops  of  small  bowel  were  seen  in  the  mid 
abdominal  region  without  evidence  of  obstruc- 
tion. d'he  patient  was  scheduled  for  emergency 
surgery  with  a preoperative  diagnosis  of  acute 
appendicitis. 

.\bdominal  exploration  revealed  a normal  ap- 
pendix, no  mesenteric  adenitis  cFr  Meckel's  cliver- 
ticnltim.  I he  remainder  ol  the  small  bowel  was 
examined  and  an  ileoileointnssusception,  altout 
3., a cm.  in  length,  was  kaund  in  the  u|jper  ileum. 
After  reduction,  palpation  revealed  no  polvp  or 
other  lead  jaoint  bar  the  intussnsception.  Apjaen- 
dectomy  teas  clone  and  the  abdeamen  was  clcased. 
4 he  patient  made  an  uneventful  recovery  and 
was  discharged  can  the  Icanrth  postoperative  clay. 

Comment:  In  all  proiaability,  if  the  entire 
small  bowel  had  mat  been  examined,  the  jaatient 
w’cauld  hace  recpiired  an  aclditicanal  caperative 
prcacedure  and  pcassilaly  a small  bowel  resection. 

In  tlie  future  I will  nca  Icangei  be  satisfied  with 
examining  the  last  twenty  tea  twenty-fonr  inches 
caf  the  terminal  ileum  in  patients  with  catherwise 
negative  findings  at  explcaratican. 
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Ocular  Vitrectomy* 


R.  Sloan  Wilson,  M.D.,  and  James  H,  Landers,  M.D.** 


]^_ecent  developments  in  surgical  instrumen- 
tation allow  the  removal  o£  vitreous  opacities 
from  blind  eyesd  - -'*’^  In  many  cases,  partial  or 
complete  restoration  of  sight  has  been  possible, 
depending  on  the  etiology  of  the  opacities  and/or 
coexistent  vitreoretinal  disease.  Two  approaches 
to  the  vitreous  are  popular: 

1.  Anterior  — extracting  the  vitreous  through  a 
cataract  incision. 

2.  Posterior  (pars  plana)  — necessitates  a delicate 
infusion-suction-cutter  instrument. 

Both  approaches  are  accomplished  under  micro- 
scopic control  either  with  or  without  a fiberoptic 
illuminator  of  the  vitreous  cavity. 

Indications 

Severely  diseased  eyes  which  previously  had  no 
hojje  of  restoration  are  possible  candidates.  Suc- 
cessfid  camlidates  include  those  which  harbor 
vitreous  hemorrhage,  persistent  vitreous  strands, 
lens  remnants  or  other  media  opacities  such  as 
amyloidosis®  and  have  not  cleared  after  six  to 
nine  months.  There  must  be  evidence  of  retinal 
function  (peripheral  vision,  light  projection, 
color  perception,  ERG  of  B-Scan  idtra  sound). 
Most  cases  of  unresolved  vitreous  opacification 
occur  in  diabetes,  retinal  detachments  or  follow- 
ing trauma  (I'able  1). 

Instrumentation 

The  instrumentation  which  has  made  these 
procedures  possible  is  c|uite  sophisticated.  Pop- 
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ular  instruments  are  the  Roto-Extractor  of 
Douvas,  Vise  of  Machemer,  or  the  Ocutome  of 
O'Malley.  In  general,  they  comitine  the  infusion 
of  fluids  (usually  Ringer’s)  with  a fine  tip  for 
cutting  and  stiction  under  microscopic  control 
(Eigure  1*).  Eor  illumination  of  the  vitreotis 
cavity,  a fiberoptic  attachment  is  essential. 

Surgical  Technique 

1.  Anterior  J'itrectomy 

This  approach  is  satisfactory  for  anteriorly  lo- 
cated vitreous  opacities. 

Under  an  operating  microscope,  a cataract  in- 
cision is  made,  followed  by  a large  iridectomy 
and  removal  of  the  lens.  The  hyaloid  face  is 
incised.  The  formed  vitreous  is  extracted  with 
the  stiction-cutter  or  by  incising  the  vitreous  w'ith 
scissors  after  engaging  it  wdth  a cellulose  sponge. 
As  much  vitreous  as  possible  is  removed.  The 
limbal  w'ound  is  closed  with  sutures  and  the 
anterior  segment  filled  with  air. 

2.  Posterior  Vitrectomy 

This  procedure  requires  the  special  instrtimen- 
tation  mentioned.  A small  sclerotomy  is  made 
at  the  limbus  or  pars  plana  allowing  entry  of  the 
suction-cutter  tip.  The  fluid  (Ringer’s)  infuses 
the  vitreous  cavity  keeping  the  pressure  at  equi- 
librium and  is  withdrawn  with  the  vitreous 
opacities  throtigh  the  suction-cutter  tip.  In  con- 
jtinction  with  microscopic  control,  fiberoptics 
illuminators  are  placed  into  the  eye  allowing 
exact  visualization  and  control  (Eigure  2) . After 
tedious  and  delicate  suction-cutting  removal  of 
the  opacities,  attempting  to  avoid  critical  ocular 
structures  such  as  the  retina  and  lens  (if  in  place), 
the  instruments  are  withdrawn  and  the  small 
sclerotomy  sites  are  sutured  water  tight. 


1 VITREOUS  HEMORRHAGE 

INTRAOCULAR  FOREIGN 

1 

BODIES 

1 VITREOUS  STRANDS 

1 AND  CONTRACTURE 

AMYLOIDOSIS 

1 LENS  REMNANTS 

Table  1.  Indications. 
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Complications 

Most  coni|)lic;il ions  arise  from  the  oi  initial 
ocular  itroblcms  \\hicii  arc  aftgravateil  Ity  ilic 
surgery.  1 Iiey  include:  lienioriliage  (hyplienia 
and  vitreous),  corneal  edema,  uveitis,  glaucoma, 
post  ojterative  retitial  detachment,  phthisis,  atid 
infection.  (I’able  2) 

Study 

Ibis  series  iticludes  thirty-seven  consecutive 
vitrectomies  ])erloimcd  on  tliirty-three  eyes  of 


thirty-one  patients  ovei  a two-year  |jeriotl  (see 
'I'al)le  3). 

Results  of  Study 

'rite  results  are  summai  i/ed  in  I’ablc  3.  Seven- 
teen cases  were  visually  imjjroved  and  fomteen 
were  not. 

d'he  complications  are  reported  in  Table  2. 
While  the  complication  rate,  at  first  glance, 
might  seem  high,  one  must  remember  that  these 
are  all  .severely  disea.sed  eyes  which  heretofore 


c 


Figure!.*  Roto-Kxtractor  of  Douvas  — Tnfusion-ciitiing-suction  instrunieiU  with  fine  tip 

•Donated  by  llie  Rebsamen  Fund.  * 
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Vitreous 

Illuminator 


Illuminating  Pic 

Cutter,  Suction 
Probe 


Vitreous 


Membrane 


Vitreous 


Figure  2.  Cro.ss  section  showing  three  different  \'itrcctomy  tecliniriucs. 


Cornea 


1. 

HEMORRHAGE 

4. 

GLAUCOMA-2 

HYPHEMA-3 

VITREOUS-2 

5. 

POST  OPERATIVE 

RETINAL  DETACHMENT-1 

2. 

CORNEAL  EDEMA-3 

6. 

PHTHISIS-3 

3. 

UVEITIS-2 

7. 

INFECTION-0 

Fable  2.  Complications. 
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Improved  UnImiMOvecI 


Marked 

Moderate 

Mild 

UiK^nged 

Worst 

DIAGNOSIS 

Pre  Op 
Vision 

No.  Cases 
(Eyes) 

20/70+ 

20/70  to 
20/400 

H.M.- 

C.F. 

Vitreous 

Hemorrhaget 

L.P.-H.M. 

13* 

3 

4 

4 

0* 

2 

Retinal 

Detachment 

L.P.-H.M. 

14 

1 

1 

3 

6 

3 

Injury  and/or 
Foreign  Body 

L.P.-H.M. 

4 

1 

1 

2 

Lens  Remnants 

20/400 

2 

2 

TOTALS 

33 

6 

5 

8 

7 

7 

L,P.=Light  Perception 

H,M.=Hand  Motion  C.F.‘ 

=Count  Firrgers 

t'Oiabetic  & Unknown 

*"4  Eyes  had  2 Vitrectomies 

Table  3.  Suniniar\  ot  results. 


Itail  no  liope  oi  iinpi oveinent.  Most  were  in  one- 
eyed,  permanently  blind  people.  Most  of  the 
(oinplications,  however,  were  not  of  serious 
nature.  Eyes  considered  “worse"  were  continnally 
painful,  inflamed  oi  phthisical,  d'hree  eyes  ended 
in  ])hthisis  hnlhi,  and  all  three  had  a jrost  opera- 
tive hyjjhemti  (two  were  inopeiahle  retinal  de- 
tachments and  one  was  a .severe  anterior  segment 
tiainna).  Previously  reported  complications  of 
rnheosis  iridis  with  secondary  ghtncoma  were  not 
significatit  in  otir  series. 

Comments 

I he  direct  surgical  approach  to  \ itreons  optici- 
fication  has  opened  ;i  new  and  exciting  avenue 
toward  the  restoration  ol  sight  in  previously  blind 
individuals.  While  the  surgical  procedure  is 
lengthy,  technically  demanding,  high  in  compli- 
cations and  expensive,  it  has  proven  value  in  se- 
lected cases.  Further  refinements  in  instrumenta- 
tion are  forthcoming  and  hopefnlly  the  technical 
complications  might  he  reduced  or  even  elimi- 
nated. 

.Since  most  of  these  cases  form  cataracts,  either 
from  the  disease  or  surgical  procedure,  and  the 
vitreous  clears  better  in  an  aphakic  eye,  otir  trend 
has  been  to  divide  the  surgery.  The  first  opera- 
tion involves  removal  of  the  lens  and  an  anterior 
vitrectomy.  If  in  several  months,  the  vitreous 
has  not  cleared  sufficiently,  we  proceed  with  a 


posterior  vitrectomy  as  de.scrihed.  I his,  we  think, 
reduces  the  complications  of  extracting  the  lens 
with  a suction-cutter  instrument  and  also  allows 
the  ocular  fluids  to  circulate  through  the  vitreous. 
Occasionally,  the  vitreous  opacification  will  suf- 
ficiently clear  after  the  first  procedure. 

Summary 

Ihirty-seven  ocular  vitrectomies  were  per- 
formed on  thirty-three  eyes  over  a two-year  peri- 
od. Partial  or  ccrmplete  restoration  of  sight  in 
eyes,  previously  without  herpe,  was  obtained  in 
(nineteen  eyes).  Complications,  while  sig- 
nificant, were  jrrimarily  related  to  aggravation 
of  existing  ocular  disease. 
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New  Concepts  in  Staphlococcal  Endocarditis 

Paul  J.  Baxley,  M.D.,*  and  John  E.  Douglas,  M.D.,  F.A.C.C.** 


^taphloancal  ciulocaiclitis  is  a most  serious 
inleetioii  in  wliicli  early  diagnosis  and  piojjer 
management  are  mandatory  lor  patient  snr\'ival. 
I'he  following  is  a case  re]H)rt  followed  by  a 
review  of  the  literature  emphasizing  new  con- 
cepts in  Staphlococcal  bacteremia  and  endocar- 
ditis. 

riie  patient,  a 62-year-old  white  male  alco- 
holic, with  a recent  history  of  heavy  drinking, 
was  admitted  to  the  Little  Rock  \^eterans  Ad- 
ministration Hospital  with  fever,  mental  con- 
fusion and  agitation,  .\dmission  physical  exami- 
nation revealed  a blood  pressure  of  1 18/80,  j)nlse 
of  100,  respiration  of  16  and  temperature  of 
105°  F orally.  The  patient  was  disoriented  and 
tremnlons.  A grade  ii  vi  systolic  ejection  mnr- 
mnr  was  heard  at  the  left  sternal  border.  Hepa- 
tomegaly, multiple  ecchymoses,  and  a possible 
area  of  cellulitis  on  the  anterior  aspect  of  the 
left  tii)ia  were  also  present.  His  skull  and  chest 
x-rays  were  normal.  His  hematocrit  was  29% 
with  a white  blood  count  of  7,500,  4%  bands, 
78%  neutrophils,  and  16%  lymphocites.  Serum 
electrolytes  revealed  a sodium  of  133  meq/L., 
potassium  of  2.4  mec]/L.,  chloride  of  86  mecj/L., 
and  CO2  of  28  mec]  T..  Hrine  analysis  was 
normal.  Lumbar  puncture  was  perfoiined  and 
was  normal.  Blood  and  urine  cnltures  were 
obtained. 

HOSPITAL  COURSE: 

The  patient  was  thought  to  be  in  delirium 
tremens  and  hydraticjn  and  sedation  were  insti- 
tuted. On  the  second  hospital  day,  six  blood  cul- 
tures were  reported  positive  for  Stajjidococcus 
aureaus.  Intravenous  methicillin  therapy  at  four 
grams  per  24  hours  was  started.  The  patient  im- 
proved and  became  fully  alert  by  the  fourth  hos- 
pital day.  He  maintained  that  status  until  the 
eighth  hospital  day  when  a right  lower  lung  in- 
filtrate developed  and  progressed  to  Involve  the 
entire  right  lung,  left  upper,  and  left  middle 
lobes  (Figure  1).  Sjjutum  cidtures  grew  Serratia 
and,  despite  the  addition  of  appropriate  anti- 
biotics, polymixin  B and  rifampin,  the  patient 
progressively  deteriorated  requiring  intubation 

•Division  of  Cardiology,  University  of  Arkan.sa.s  for  Medical 
Sciences,  4301  West  Markham  Street,  Little  Rock,  Arkansas  72201. 

••Acting  Chief,  Division  of  Cardiology,  University  of  Arkansas 
for  Medical  Sciences,  4301  West  Markham  Street.  Little  Rock.  Ar- 
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and  mechanical  respirations.  On  the  twentieih 
hospital  day,  150  cc.  of  ])ns,  which  subse(]uently 
grew  Staphlococcal  aureus,  was  drained  Irom  a 
fluctuant  area  on  the  left  lower  leg.  On  the 
twenty-fourth  hospital  day,  a murmur  of  aortic 
insufficiency  was  discovered.  Echocaicliogram 
revealed  only  fluttering  of  the  anterioi  leaflet 
of  the  mitral  valve  consistent  with  aortic  regurgi- 
tation (Figure  2).  On  the  twenty-eighth  hos])ital 
day,  the  patient  demonstrated  increasing  diffi- 
culty maintaining  Ins  peripheral  arterial  oxygen 
saturation  and  shortly  thereafter  expired. 

Autopsy  was  peiformed  revealing  widespread 
involvement  of  both  lungs  with  pneumonia. 
Pathologic  examination  of  the  heart  revealed 
vegetations  on  the  posterior  cusp  of  the  aortic 
valve  which  on  microsco])ic  examination  demon- 
strated gram  positive  cocci  (Figure  3). 

In  summary,  a debilitated  patient  developed 
Staphlococcal  bacteremia  and  subsecpient  endo- 
carditis probably  seeding  from  a skin  infection 
on  the  lower  extremity.  Although  this  patient 
was  managed  a|)propriately  for  his  Staphlococcal 
bacteremia,  he  subsetpiently  developed  endo- 
carditis and  ultimately  died  of  another  ecpially 
serious  infection,  Serratia  pneumonia. 

DISCUSSION: 

Epidemiology  — Bacterial  endocarditis  is  not  a 
common  disease.  'Fhe  estimated  overall  inci- 
dence of  infective  endocarditis  in  the  United 
States  is  two  cases  jjer  year  per  100.000  popula- 
tion, meaning  the  average  general  practitioner 
sees  one  case  every  five  years.  Recent  studies  in- 
dicate the  actual  percentage  of  endocarditis 
caused  by  Staplilococcal  species  is  decreasing.^ 
Despite  the  decreasing  fre(|uency  of  this  entity, 
it  is  useful  to  review  some  of  the  predisposing 
(onditions  associated  with  Staphlococcal  endo- 
carditis. 

Staphlococcal  endocarditis  is  classically  con- 
sidered to  be  an  acute  form  of  endocarditis  caused 
by  the  organism  Staphlococcal  aureus  that  can 
attack  normal  valves,  as  well  as  valves  previously 
damaged  or  deformed  by  rheumatic,  syphilitic, 
or  congenital  heart  disease.  The  sjx.'ctrum  of 
Staphlococcal  endocarditis  has  Inoadened  with 
the  advent  of  open  heart  surgery,  prosthetic  car- 
diac valves,  transvenous  pacemakers,  and  puhno- 


Volume  74  Number  11  — April,  1978 


449 


New  Concepts  in  Staphlococcal  Endocarditis 


nary  artery  pressure  lines  where  Staphlococcal 
epidermis  is  Irequently  responsible  for  endo- 
carditis.- The  presence  of  these  foreign  bodies 
complicates  therapy,  though  occasionally,  endo- 
cartlitis  under  such  circumstances  has  lieen  man- 
aged medically  without  surgical  removal  of  the 
prosthetic  valve  or  pacemaker.-'* 

Recently,  attention  has  been  focused  on  the 
prolapsing  mitral  valve  .syndrome.  Tliis  syndrome 
is  characterized  Ity  a non-ejection  systolic  click 
aiul  or  a late  systolic  murmur.  I.achman,  et  al,^ 
reported  ten  cases  of  endocarditis  in  this  .syn- 
drome, six  of  wiiich  w'ere  due  to  Staphlococcal 
epitlermis  and  two  to  Staphlococcal  aureus. 
Others  have  confirmetl  this  association  and  eni- 
phasi/e  the  importance  of  SHE  propliylaxis, 
particularly  in  tho.se  patients  with  late  systolic 
murmurs.-"' 

Staphlococcal  endocarditis  in  di  ug  addicts 
lepresents  a more  classical  form  of  acute  endo- 
ciirditis  invohing  “normal  Iieart  valves.”  It  is 
interesting  to  note  tli;it  in  these  patients  the 
light  side  of  tlie  heart  is  involved  more  often 


Figure  1:  Chest  x-ray  on  15th  hospital 


than  the  left.  Reasons  given  for  this  predilection 
for  right-sided  involvement  are  that  the  right 
heart  is  exposed  to  repeated  insults  from  the  in- 
jection of  drugs  and  associated  adulterants,  and 
the  large  intravenous  inoculum  of  organisms. 

It  would  appear  that  in  most  situations,  .Staph- 
lococcal aureus  endocarditis  and  most  certainly 
Staphlococcal  epidermis  endocarditis  retptire  a 
valve  that  is  previously  damaged  or  altered  in 
some  way.  In  Hamlnirger’s  classic  article  in 
1957'*  summarizing  fifteen  years’  exjx;rience  with 
Staphlococcal  liacteremia,  the  vast  majority  of 
patients  who  developed  endocarditis  had  some 
form  of  underlying  valve  disease. 

DIAGNOSES: 

In  patients  with  fever  and  a heart  murmur,  the 
diagnoses  of  eiulocarditis  must  be  considered. 
Confirming  the  diagnoses  rests  on  olitaining  a 
positive  blood  culture.  Bacteremia  in  this  dis- 
ease is  relatively  constant  and  most  authorities 
recommentl  four  blood  cultures  separately  drawn 
and  spaced  over  a time  interval,  such  as  24  hours. 


Note  bilateral  pulmonic  infiltrates. 
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I'igurr  2:  F.(  hocaniioftiam  on  24tlj  hospital  dav.  A.  Lc  lunanliograni  of  left  \t‘niricular  (LA.)  (hambcr.  Diastolic  diameter  of  tlic  LA', 

is  approximately  4.5  cm.  R.  Echo  scan  at  level  of  mitral  valve.  I he  interval  between  the  2 curved  arrows  represents  diastole.  Note  fine 
vibratory  “chatter”  of  tlic  anterior  mitral  leaflet  consistent  with  the  tmhnleiue  from  aortic  insufficiency.  C.  Scan  through  the  aorta 
(Ao)  and  left  atrium  (L-.A.)  the  arrows  denote  aortic  valve  opening  and  closure. 


V 7^ 


Figure  3:  Vegetations  on  aortic  cusp. 
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THERAPY: 

The  tieaimeiit  ol  Siajjlilocotcal  aureus  eudo- 
carditis  is  primarily  medical  management  with 
ajjpropriate  antibiotics.  In  some  instances,  sur- 
gical intervention  with  valve  replacement  may 
he  necessary.  The  logical  choice  of  antibiotic 
would  a})pear  to  lie  a semi-,syTithetic  penicillin, 
such  as  methicilliii,  which  has  been  shown  to  be 
highly  effective  in  the  therapy  of  Staphlococcal 
endocarditis.”  In  patients  who  respond  poorly 
to  methicillin  as  reflected  by  persistence  of  posi- 
tive blood  cultures,  the  addition  of  an  ami- 
noglycocide,  such  as  gentamycin,  has  been  shown 
to  improve  the  chances  for  cure,  proltably 
through  the  synergistic  bactericidal  action  of 
these  two  drugs.®  In  the  event  that  a semi-syn- 
thetic penicillin  cannot  be  used,  vancomycin 
would  be  the  second  drug  of  choice.  However, 
a failure  with  vancomycin  has  been  reported,” 
and  these  investigators  pointed  out  that  the  or- 
ganism showed  in  vitro  sensitivity  to  disc  dif- 
fusion methods,  but  disparity  with  tube  dilution 
methods.  Other  singular  antibiotic  regimens 
have  been  used  with  success,  notably  cephalo- 
sporins* and  clindamycin.**  These  drugs,  which 

•Keflin 
* ‘Cleocin 


can  be  given  intramuscularly,  have  an  advantage 
in  the  treatment  of  drug  addicts  who  have  al- 
ready sacrificed  their  peripheral  veins.  How- 
ever, treatment  failures  with  clindamycin  are  re- 
ported and  some  investigators  feel  it  is  a poor 
drug  for  the  therapy  of  endocarditis.^” 

In  conclusion,  methicillin  appears  to  be  the 
best  drug  for  .Staphlococcal  aureus  endocarditis. 
Staphlococcal  resistance  to  methicillin  is  uncom- 
mon, but  disc  sensitivities  should  be  done  in  all 
cases. 

Prolonged  antibiotic  therapy  (four  to  six 
weeks)  is  recommended  for  all  cases  of  Staph- 
lococcal bacteremia  to  cover  the  possiliility  of  oc- 
cult valvular  infection.  Some  workers  have 
studied  Staphlococcal  bacteremia  to  find  pre- 
dictive factors  for  those  patients  who  actually 
develoj)  endocarditis  in  order  to  shorten  hos- 
pitalization. Nolan,  et  al,’i  examined  this  prob- 
lem grouping  patients  on  the  presence  or  absence 
of  a source  of  primary  infection.  I’liey  were  not 
able  to  make  recommendations  for  shorter  treat- 
ment schedules.  Recently,  another  group^-  was 
able  to  identify  a patient  population  with  Staph- 
lococcal bacteremia  in  whom  a shorter  treatment 
jrrogram  of  fourteen  clays  could  be  recommended. 


Figure  4:  Gram  positive  co(ci  in  aortic  valve  vegetation. 
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(’riteria  were  <>ross  normal  host  delense,  no  evi- 
dence ol  valvular  he;irt  disease  aiul,  most  im- 
portantly, an  easily  removable  loci  of  infection 
such  as  catheter,  shunt,  or  abscess. 

In  summary,  Staphlococcal  endocarditis  en- 
compasses a broader  clinical  spectrum  than  once 
thought.  Infection  can  be  with  either  species  of 
Sta|)hlococcus  and  jiresent  as  either  a subacute 
illness  or  acute  rapidly  ]>rogressive  disorder. 
Early  diagnoses  and  apjwopriate  antibiotic  ther- 
apy is  the  keystone  for  managing  these  patients. 
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(See  Answer  on  Page  461) 


Patient  with  a temporary  pacemaker  placed  in  the  right  ventricle  after  an 
episode  of  syncope  associated  with  a marked  bradycardia.  The  patient's 
rhythm  changes  suddenly  to  the  tracing  below.  (Vi  montor  strip.) 

1.  What  has  happened? 

2.  What  action  should  be  taken? 


Mary  Richards,  M.D.,  Assistant  Professor,  Division  of  Cardiology 
University  of  Arkansas  College  of  Medicine 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Exercises  for  the  Aging, 


the  Lame  and  the  Halt 

H.  Austin  Grimes,  M.D.* 


any  articles  liave  been  pultlishecl  recently 
about  exercise  programs  for  the  older  person 
(over  40),  but  there  are  tiot  many  who  can 
tolerate  jogging,  or  singles  tennis  and  few  have 
time  to  go  to  elaborate  sjjas  or  a gymnasium  for 
a proper  exercise  program.  4'his  article  ]n'oposes 
a program  which  can  be  done  with  appropriate 
supervision  by  a family  physiciati  and  the  eepnp- 
ment  is  cheap  and  readily  available.  I’he  pro- 
gram can  be  done  itidoors  every  day  of  the  year. 

.\  regular  exercise  program  for  the  40-|-  indi- 
\idual  has  long  been  thought  to  be  beneficial. 
Recent  sttidies  have  shown  convincingly  that 
bone  mineral  can  be  increased  in  the  older  jter- 
.son  with  regtdar  exercise  and  a maximum  oxygen 
consumption  and  maxinunn  heart  late  can  be 
maintained  into  old  age  as  well.  4’heiefore,  it 
is  not  too  late  to  begin  an  exercise  program  sim- 
ply because  you  ate  approaching  or  past  the  half 
century  mark. 

The  incentives  lot  the  patient  to  institute  an 
exercise  program  should  be  provided  by  the  fam- 
ily physician  after  evaluation  of  limitations,  if 
any.  Many  attritional  disorders  that  affect  the 
over  40  patient  discourage  the  jtatient  from  any 
activity  that  watuld  aggravate  his  condition. 

I heretore,  we  pi()|>ose  ;i  flexible  program  which 
allows  the  patient  to  choose  the  exercises  he  tan 
perform  routinely  without  worsening  any  exi.st- 
ing  disorder. 

4'he  jjrogram  begins  with  stretching  amis,  legs, 
neck  and  back  in  all  directions  and  dee])  breath- 
ing for  about  five  or  six  breaths,  being  careful 
not  to  hyj)erventilate.  4’hen  skipping  the  rope 

•p.  O.  Box  5270,  Little  Rock,  .\rkansas  72205. 


without  the  rojte,  a chinning  bar,  five  pound 
weights  for  exercising  the  arm  and  a slant  bo;nd 
are  utilized.  4'he  slant  board  helps  to  do  abdomi- 
tial  sit-ups  without  having  someone  sit  on  one's 
feet.  I suggest  a graduated  program  in  order  to 
build  tip  endurance  over  a jieriod  of  time,  lough- 
ly  about  ten  to  twelve  weeks,  until  one  reaches  a 
maintenance  level  which  we  will  mention  as  we 
discuss  each  exercise. 

4V4ien  skipjring  the  rojje  without  the  rope  one 
will  normally  skip  about  two  skips  a second, 
however,  this  may  vary  from  individual  to  iudi- 
vidual.  .\t  two  .skips  a second  in  two  minutes 
one  has  skipped  240  times,  at  three  minutes  300 
times,  in  four  minutes  ISO,  at  five  minutes  (100 
times,  etc.  Eventually  one  will  want  to  work  up 
to  five  minutes  twice  a day  over  a jteriod  of  six 
weeks.  By  then  one  should  commence  wot  king 
toward  ten  minutes  once  a day  five  days  a week 
and  keep  in  fairly  good  ,shaj)e.  Ihis  type  of 
skipj)ing  the  rojte  should  be  done  with  the  knees 
jtarlially  flexed,  landing  on  the  lorefeet,  ski])])ing 
about  an  inch  off  the  tloor  and  circumducting 
the  arms  with  the  arms  altduclcd  to  90  degrees, 
if  there  are  not  major  .shoulder  jtroblems.  I'his 
can  be  done  in  jealients  with  himliar  degenerative 
disc  disease,  residual  old  kuee  injuries,  degenera- 
tive joint  disease  from  whatever  cause,  jrosi- 
operative  herniated  disc  removals  and  foot  j)ain 
associated  with  other  activities  such  as  joggers 
who  ate  no  longer  able  to  jog.  If  there  are 
shoulder  jiroblcms  the  elbows  shotdd  be  kept 
somewhat  to  the  side  and  flexed  with  lightening 
of  the  muscles  in  the  shoulders  and  npjrer  tor.so. 
d'his  can  be  done  in  the  confines  of  the  bath- 
room, barefoot  on  a rug  or  bathmat  jirior  to  the 
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bath.  Preferably  this  should  be  done  in  front 
of  the  mirror  so  one  can  see  the  young  body 
dancing  up  and  down  inside  that  tube  of  fat 
with  the  old  face. 

For  the  chinning  exercises  one  should  begin 
the  exercises  at  four  or  five  times  a day  with  the 
palms  facing  one  if  there  are  shoulder  problems, 
if  not,  facing  away.  One  should  be  able  to  biuld 
up  to  about  eight  to  ten  chin-ups  a day  along 
with  the  five  to  ten  minutes  of  skipping  the  rope, 
or  I should  say  the  “no  rojre.’’  It  has  been  esti- 
mated that  skipping  the  rope  for  ten  minutes  is 
equivalent  to  30  minutes  of  jogging. 

Sit-ups  on  the  slant  board  obviate  the  need 
for  someone  to  sit  on  one's  feet,  as  the  knees  are 
flexed  over  the  end  of  the  board.  Again,  a 
gradual  program  should  be  instituted  and  built 
up  to  20,  30  or  40  that  can  be  repeated  daily 
depending  on  one's  age  and  activity  level. 

Five  ]X)und  weights  in  the  hands  increase  the 
work  done  by  the  muscles  and  give  fairly  brief 
isotonic  actions  that  are  well  tolerated  by  most 
individuals.  Flex  and  extend  the  arms  with  the 
weights  20  to  40  times  over  a lirief  period  of 


time.  Care  should  be  taken  not  to  do  this  too 
rapidly  as  the  muscles  fatigue  more  quickly  and 
are  likely  to  cramp. 

These  activities  require  a reasonable  effort  to 
give  the  best  development  and  if  the  program  is 
followed  faithfully  visible  improvement  will 
appear  in  weeks.  There  will  be  times  when  this 
will  be  painful  and  not  appropriate  and  it  should 
not  be  done  at  those  times.  It  should  be  resumed 
as  soon  as  possible  and  every  effort  should  be 
made  to  continue  this  program  throughout  tire 
rest  of  one’s  lifetime.  We  may  need  to  reduce  the 
number  of  skips  with  advancing  age,  but  close 
monitoring  of  cardiac  function,  as  should  be 
done  with  any  exercise  program,  will  help  de- 
teniiine  reasonable  limits.  The  extent  of  this 
monitoring  should  be  determined  by  the  phy- 
sician. 

The  total  cost  of  the  equipment  is  about  $30.00 
to  $40.00,  depending  on  where  one  buys  the 
goods.  The  return  in  better  conditioning  and 
vigor  is  inestimatable.  This  may  not  prolong 
your  life  as  some  advocates  of  exercise  claim,  but 
you  will  go  down  sw'inging. 
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PH 


1976  Arkansas 

Dorene 

THE  SOURCE  OF 
ARKANSAS  DEATH  STATISTICS 

Mortality  statistics  for  Arkansas  are  aarived  at 
through  the  classification  and  coding  of  death 
certificates  for  all  deaths  which  occur  in  Arkan- 
sas. The  medical  certification  section  of  these 
certificates  is  the  primary  source  of  information 
on  which  these  statistics  are  based.  Using  guide- 
lines set  forth  by  the  International  Classification 
of  Diseases,  .\dapted  (ICDA),  a single  underlying 
cause  of  death  is  selected  and  numerically  coded. 
Coding  and  other  pertinent  information  (exclud- 
ing any  information  which  gives  identification  of 
individuals)  is  recorded  by  computer,  and  annual 
lists  are  produced  which  show  exact  causes  of 
death  l)y  age  group,  sex,  and  race,  listed  for  each 
county  and  for  the  state. 

LEADING  CAUSES  OF  DEATH  IN  ARKANSAS 

The  ten  leading  causes  of  death  in  Arkansas 
in  1976,  as  compared  to  the  ten  leading  causes  of 
death  in  the  United  States  for  the  same  year,  are 
as  follows. 


,J  rhnnsas 

U nited  States 

Cause 

Rank 

Rank 

Heart  Diseases 

1 

1 

Cancer 

9 

2 

Cerebrovascular  Disease 

3 

3 

.All  Accidents 

4 

4 

.Senility,  .Symptoms, 
Ill-Defined  Diseases 

5 

6 

Pneumonia 

6 

5 

Diabetes  Mellitus 

7 

7 

.Arteriosclerosis 

8 

9 

Sincide 

9 

10 

Bronchitis,  Emphy.sema, 
.Asthma 

10 

Cirrhosis  of  Liver 

— 

8 

Heart  Diseases,  Cancer,  Cerebrovascular  Dis- 


*Nosologist,  Division  of  Health  Statistics,  \rkansas  Department 
of  Health,  4815  West  Markham.  Little  Rock,  .Arkansas  7220'). 


Death  Statistics 

Powell* 

eases,  and  Accidents  have  kept  their  same  posi- 
tions on  this  ranking  since  1950. 

I’alrle  I shows  the  major  ICDA  Classifications, 
with  a breakdown  by  age  groups. 

INFANT  DEATHS 

The  category  of  Infant  Deaths  (under  1 year 
of  age)  shows  “Perinatal  Mortality”  to  be  the 
leading  cause  of  infant  deaths.  Specifically,  the 
leading  causes  of  death  within  this  general  cate- 
gory were  prematurity  (40  deaths).  Hyaline  mem- 
brane disease  (37),  Hemorrhage  of  newborn  (31). 
Respiratoi7  distress  syndrome  (29),  and  multiple 
births  (22).  It  should  be  noted  at  this  point  that, 
in  the  ICD.\  Classification  .system,  the  category 
of  “Sudden  Infant  Death  .Syndrome”  is  not  in- 
cluded in  the  “Perinatal  Mortality”  category,  but 
is  in  the  category  of  “Ill-Defined  Conditions.” 
Of  the  75  infant  deaths  in  this  “Ill-Defined”  cate- 
gory, 65  were  attributed  to  SIDS.  Congenital 
.Anomalies  were  the  second  leading  cause  of  in- 
fant deaths,  with  anomalies  of  the  heart  (29) 
being  the  most  common.  Tlie  leading  cause  of 
accidental  deaths  for  infants  was  suffocation, 
primarily  from  the  inhalation  or  ingestion  of  an 
ol>iect  other  than  food,  or  accidental  mechanical 
suffocation  (6). 

The  infant  mortality  rate  for  .Arkansas  in  1976 
was  15.2  per  thousand,  compared  to  a nationwide 
rate  of  15.1.* 

DEATHS  FROM  EXTERNAL  CAUSES; 
ACCIDENTS,  POISONINGS,  VIOLENCE 

In  the  cla.ssification  of  deaths  due  to  external 
causes  such  as  accidents,  homicides,  and  suicides, 
the.se  statistics  are  dependent  upon  statements 
made  by  the  doctor  or  coroner  in  the  meilical 
certification  section  of  the  death  certificate.  If 
sufficient  information  is  not  included  on  the  cer- 

•Provisional  figure.  National  Center  for  Health  Statistics.  Vital 
Statistics  Report,  Annual  Summary’  for  the  United  States.  Vol.  2.5, 
No.  13.  Dci ember  1977. 
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TABLE  II 

ARKANSAS  1976 -DEATHS  DUE  TO  ACCIDENTS,  POISONINGS,  VIOLENCE 


Arkansas  Public  Health  at  a Glance 


tilicate  to  classify  these  deaths,  further  informa- 
tion is  sought  fioin  the  medical  certifier.  News- 
paper accounts  of  accidents  have  also  proven 
helpfid  in  the  classification  of  many  deaths  in- 
volving accidents  or  other  external  causes. 

Half  of  the  deaths  for  age  1-34  are  caused  by 
accidents,  the  No.  1 cause  of  death  for  this  age 
group.  For  ages  1-14,  and  again  for  age  3,5  and 
over,  accidents  other  than  motor  vehicle  accidents 
outnumber  the  total  motor  vehicle  deaths. 
I'able  II  shows  the  major  categories  of  accidental 
deaths  Ity  age  groups.  The  category  of  “Other 
Accidents"  on  Table  II  includes  mostly  deaths 
re.sidting  from  drowning  (81),  accidental  suffoca- 
tion or  obstruction  by  ingestion  of  food,  other 
substance  or  object,  or  mechanical  suffocation 
(45),  accidental  shooting  (34),  being  struck  or 
crushed  by  an  object  (36),  and  electrocution  (22). 

The  highest  number  of  accidents  occur  to  ages 
15-24,  who  had  one-third  of  the  total  fatal  motor 
vehicle  accidents.  This  age  group  also  led  in 
deaths  due  to  drowning  (36)  and  accidental 
shootings  (11). 


Table  III  compares  the  1976  Arkansas  acci- 
dental death  rates  to  the  United  States  figures. 
These  rates  show  that  while  Arkansas  had  only 
1/7  of  the  national  death  rate  due  to  poisoning 
by  solids  and  liquids,  deaths  in  Arkansas  due 
to  fire  and  flames  were  twice  the  national  rate. 

HOMICIDES  AND  SUICIDES 

Suicide  was  the  4th  ranked  cause  of  death  for 
Arkansans  aged  15-24.  Out  of  the  241  suicides 
recorded  in  Arkansas,  182  were  male;  185  used 
firearms.  14ie  second  highest  reported  methods 
of  suicide  were  by  hanging  or  suffocation  (17) 
and  poisoning  by  ingestion  (17).  Other  methods 
reported  were  motor  vehicle  exhaust  gas  or  other 
ga.ses  (10),  drowning  (6),  cutting  or  piercing  (3), 
jumping  from  a high  place  (2),  and  unspecified 
(1)- 

Homicide  was  the  third  leading  cause  of  death 
for  ages  15-24,  with  41  homicides  in  this  age 
group.  Almost  half  (90)  the  homicides  were  non- 
white males.  Out  of  the  total  192  homicides  re- 
corded, 150  were  by  fireams,  with  the  second 
most  common  method  being  stabbing  (25). 


TABLE  III 

1976  ACCIDENTAL  DEATH  RATES  ARKANSAS  - UNITED  STATES 


Arkansas 

Arkansas 

L'nitcd  States 

Death 

Death  Rate 

Death  Rate 

CAUSE 

T otal 

(Per  100,000) 

(Per  100,000)* 

All  Accidents  , , 

1,071 

50.8 

46.6 

Motor  Vehicle  Accidents  _ . 

474 

22.5 

21.8 

Falls  

119 

5.6 

6.7 

Drowning 

81 

3.8 

3.4 

Fires,  Burns,  Injuries  in  Conflagrations 

Poisoning  bv  .Solids  and  Litpiids  . 

124 

5.9 

2.9 

6 

0.3 

2.0 

Suffocation  — Ingested  Object  

33 

1.6 

1.4 

Firearms 

34 

1.6 

1.1 

Poisoning  bv  Gases  and  Vapors 

15 

0.7 

0.7 

All  Other  Accidents 

. 185 

8.8 

6.8 

♦Source  for  IAS.  Rates:  National  Safety  Council. 

Rates  per  100,000  population. 

RY;  Division  of  Health  Statistics,  .\ikansas  Department  of  Health. 
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Dr.  William  E.  Harville 

WHEREAS,  Dr.  AV'illiani  E.  Harville  ol  Little 
Rock,  Arkansas,  recently  deceased,  provided  for 
many  years  the  Bradley  County  Medical  Society 
and  the  Bradley  County  Memorial  Hospital  the 
highest  degree  of  professional  service, 

1 HEREEORE,  BE  11  RESOLVED,  the  mem- 
bers of  the  Bradley  County  Medical  Society  wish 
to  recogni/e  and  express  their  ap|)reciation  for 
his  life  of  service  within  and  without  the  profes- 
sion and  wish  to  express  our  deepest  sympathy 
and  extend  most  sincere  condolences  to  the 
family  of  Dr.  Harville. 

Bradley  County  Medical  Society 


William  Edward  Harville,  M.D. 

WHEREAS,  the  members  of  the  Pulaski 
(iounty  .\fedical  Society  are  deejdy  grieved  by 
the  recent  death  of  our  colleague,  William  Ed- 
ward Harville,  M.D.,  and; 

WHEREAS,  Dr.  Harville  was  held  in  high  es- 
teem by  his  fellow  physicians  for  his  devotion  to 
his  profession  and  specialty  ; and 

WHEREAS,  his  service  to  the  Society  as  a 
member  of  the  Executive  Committee  for  a num- 
ber of  years  is  recognized  with  sincere  apprecia- 
tion: 

BE  IT  THEREEORE  RESOLVED:  rilAE, 
this  resolution  be  made  a part  of  the  permanent 
records  of  this  Society  and; 

LHAl',  Dr.  Harville’s  family  be  sent  a cojry  of 
this  resolution  as  an  expression  ol  our  sympathy, 
and; 

I'HAT,  a copy  lie  sent  to  the  Journal  of  the  Ar- 
kansas Medical  Society  for  pidilication. 

Pulaski  County  Medical  Society 


Lawrence  Lee  Thompson,  M.D. 

WHERE.\S,  the  lecent  death  of  Lawrence 
Lee  d hompson,  M.D.,  an  esteemed  member  ol 
this  Society  is  recognized  with  sincere  sorrow; 
and 

WHEREAS,  Dr.  Thompson  had  been  a mem- 
ber of  this  Society  for  twenty-six  years,  and 

WHERE.VS,  the  devotion  ol  Dr.  Ehompson  to 
his  patients  and  to  his  profession  is  recognized 
with  apjireciation; 

BE  EL  THEREFORE  RESOLVED:  EHA  E, 
we  cause  this  resolution  to  be  jrlaced  in  the  per- 
manent archives  of  the  Society;  and 

d’H.\'E,  a copy  of  this  resolution  be  sent  to  Dr. 
'Ehompson’s  family  as  an  expression  of  our  deep- 
est sympathy,  and 

d'HA'E,  a copy  be  sent  to  the  Journal  of  the 
Arkansas  Medical  Society  for  publication. 

Pulaski  County  Medical  Society 


ANSWER  — Electrocardiogram  of  the  Month 

1.  The  pacemaker  wire  has  flipped  back  into  the  right 
atrium  and  is  pacing  the  atrium  with  1:1  conduction. 
The  QRS  duration  is  0.12  with  a LBBB  configuration. 

2.  A bradyarrhythmia  documented  at  or  post  a syncopal 
episode  suggests  sick  sinus  syndrome  (SSS).  However, 
syncope  Is  rarely  seen  with  sinus  bradycardia  a!one. 
It  is  seen  in  the  SSS  with  sinus  arrests  and  when  the 
patient  has  bradycardias  and  tachycardias.  Disease 
of  the  sinus  node  is  frequently  associated  with  disease 
of  the  AV  node  or  bundle  branches.  Syncope  may  be 
caused  by  the  associated  AV  nodal  or  bundle  branch 
disease.  Therefore,  even  though  the  patient  has  an 
adequate  mechanism  at  this  time,  the  pacing  wire 
should  be  replaced  in  the  right  ventricle. 

Patients  with  SSS  without  evidence  of  AV  nodal  dis- 
ease or  bundle  branch  block  can  be  paced  from  the 
atrium,  but  the  position  of  the  wire  is  usually  unstable 
except  when  in  the  coronary  sinus,  and  ventricular 
pacing  is  preferred  Coronary  sinus  leads  have  been 
developed  as  an  alternative  for  permanent  pacing  of 
the  atrium  in  sick  sinus  syndrome,  however,  prior  to 
their  placement,  AV  nodal  and  His  conduction  times 
should  be  obtained. 

For  Further  Reading: 

1.  Narula,  O.  S.:  Atrioventricular  conduction  defects  in 
patients  with  sinus  bradycardia.  Circulation  44:1096- 
1110,  1971. 

2.  Rubenstein,  J.  J.,  Schulman,  C.  L.,  Yurchak,  P.  M.: 
Clinical  spectrum  of  the  sick  sinus  syndrome,  Circu/a- 
flon  46:5-13,  1972. 
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The  Lung  — an  Endocrine  Organ 

Alfred  Kahn,  Jr.,  M.D. 


To  the  medical  public  and  the  lay  public 
the  lung  is  titought  ot  as  a respiratory  organ  of 
vital  significance.  The  possibility  of  other  func- 
tions is  usually  given  very  little  consideration. 
Jn  two  sticcessive  issues  of  the  American  Journal 
of  Medicine  are  articles  on  the  lung  as  an  endo- 
crine organ. 

Bonikos  and  Bensch  {American  Journal  of 
Medicine,  Vol.  63,  page  765,  November,  1977), 
have  reviewed  the  endocrine  cells  of  the  bronchtis 
and  the  bronchioles.  The  endocrine  type  cells 
ajrpear  to  be  a lining  cell  of  the  airways.  W^ith 
conventional  hematoxylin  and  eosin  stains,  these 
endocrine  cells  appear  clear.  By  election  micros- 
copy, these  cells  can  also  be  identified.  These 
cells  are  often  called  K-cells;  small  gramde  cells, 
and  neurosecrelary  cells.  These  cells  are  diffusely 
encountered  tlirotighout  the  bromhial  and  bron- 
chiolar  e])ithelitim  eithei  singly  or  in  small 
chimps.  The  K-cells  have  dense  core  granules 
and  this  has  made  investigators  feel  that  these 
cells  have  a secretory  ftmetion.  It  is  felt  that 
these  K-cells  are  part  of  the  so-called  AIT^D  en- 
docrine system;  the  system  is  said  to  be  composed 
of  a group  of  diverse  jiolypejttide  producing  en- 
docrine cells.  All  of  these  cells  contain  flti- 
orogenic  amines,  d he  lung  K-cells  like  some 
other  APITD  cells  have  argyrophilia  which  im- 
plies the  presence  of  phenols  and  polyamines. 
The  cells  also  have  metachromasia  which  im- 
plies chemicals  with  acid  binding  sites.  The  K- 
cells  stain  intensely  with  phosjdiotungstic  acid: 
this  is  interjweted  as  cine  to  glycoprotein;  some 
hormones  fall  into  this  class  of  chemicals.  Boni- 
kos and  Bensch  use  another  type  of  evidence 
to  suggest  that  K-cells  have  an  endocrine  func- 
tion — namely,  tumors  of  K-cells  often  have 
“ectopic”  endocrine  function.  Oat  cell  ttmiors 
of  the  lung  may  manufacture  one  or  more  ectopic 


hormones  incl tiding  calcitonin,  parathormone, 
andidinretic  hormone,  ACTH,  insulin  prolactin, 
oxytocin,  and  melanocyte  stimulation  hormone. 
The  K-cells  have  an  abundant  nearby  nerve  sup- 
ply and  the  authors  have  speculated  that  the  K- 
cells  might  be  stimulated  into  some  chemical  re- 
lease by  neurogenic  stimulation. 

In  the  October,  1977,  issue  of  the  American 
Journal  of  Medicine,  is  a combined  clinical  and 
Basic  Science  Seminar  (Vol.  63,  page  595,  Oc- 
tofier,  1977),  moderated  by  H.  O.  Heinermann 
with  Drs.  J.  \V.  Ryan  and  U.  S.  Ryan  as  lecturers. 
Dr.  Heinemann  introduced  the  discussion  by 
stating  that  it  is  known  for  many  years  that  the 
lung  modifies  vaso  reactive  substances  brought 
to  it  by  the  blood;  serotonin  is  taken  into  the 
endothelitim  of  the  pulmonary  ve.s.sels  and  con- 
verted to  five  hydroxy  indolacetic  acid. 

Drs.  Ryan  and  Ryan  state  that  the  Itings  have 
at  least  two  chemical  functions  with  regard  to 
hormones  and  their  precursors;  inactivation,  acti- 
vation; they  may  permit  the  substance  to  pass 
unchanged.  They  rejiort  that  lung  tissue  can 
synthisize  chemicals  as  prostaglandins:  some  of 
the  stibstances  act  at  a distance  from  the  lungs. 
Of  partietdar  interest  is  the  fact  that  lung  tissue 
is  said  by  Ryan  and  Ryan  to  have  remarkable  se- 
lectivity with  regards  to  chemicals  that  it  proc- 
esses; often  an  analogue  of  a substance  processed 
by  the  lung  is  not  chemically  affected  by  the  lung 
although  it  has  the  enzyme  systems  to  act  on  the 
substance  and  its  analogue  — angiotensin  I is 
processed  but  not  II  or  III. 

Drs.  Ryan  and  Ryan  have  intensively  studietl 
two  substances  which  are  chemically  affected  by 
the  lung:  angiotensin  I which  is  altered  to  angio- 
tensin II,  a very  potent  hypertensive;  secondly, 
bradykinin  which  is  a hypotensive.  Studies  by 
the  atithors  indicated  that  both  bradykinin  and 
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angiotensin  I are  nieialioli/ed  by  one  lung  en- 
zyme. I hey  ])ostnlale(l  thal  the  en/vines  were  on 
the  luminal  siirlace  ol  lung  eiulolhelinm.  They 
nseil  mono  layers  of  eiulothelials  to  test  lor  snh- 
stanees  with  enzymatic  activity  and  loniul  them 
to  he  present  — even  when  grown  in  cnltnre.  In 
the  recent  past,  Ryan  and  Ryan  state  that  they 
have  “direct  evidence  on  the  snhcelhdar  location 
of  an  enzyme  capable  of  degrading  hradykinin 
and  of  converting  angiotensin  I to  angiotensin 
II.’’  d’he  enzyme  reported  acts  as  a dijjeptidyl 
carhoxypeptidase.  Specific  antihexlies  against 
the  pure  enzyme  have  been  produced,  and  the 


antibodies  have  been  used  to  localize  the  enzyme, 
llsing  intact  lung  tissue  the  enzyme  was  found 
on  the  luminal  side  of  almost  all  capillaries  and 
small  ve,ssels,  the  Ryans  re|jort  they  suggest  the 
importance  is  that  the  lung  can  raise  or  lowei 
blood  pressure  by  altering  angiotensin  I and 
hradykinin  in  the  blood  without  celhdar  uptake; 
fnrthermoie,  the  lungs  are  in  a key  position,  with 
regard  to  the  bexly’s  circnlation. 

d hese  studies  indicate  that  the  lung  is  an 
endcK'rine-like  oigan  as  well  as  an  organ  of 
resjiiration. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

1 he  federal  government  has  relea.sed  a second 
version  of  the  controversial  health  planning 
guidelines,  saying  the  revised  rules  contain 
“enough  flexibility  to  be  fair,  and  are  tough 
enough  to  be  effective.” 

\Vhen  the  original  guidelines  were  published 
last  fall  in  the  Federal  Register,  the  Department 
of  Health,  Education  and  'Welfare  received  more 
than  55,000  mostly  critical  comments,  the  bulk 
from  d’exas,  Iowa,  and  Montana  stating  the  be- 
lief that  the  rules  were  unfair  to  small,  rural 
hospitals. 

The  response  took  the  agency  by  surpise  and 
the  guidelines  were  withdrawn  to  be  revised  in 
such  form  as  to  be  more  acceptable.  The  revised 
rules  will  be  open  to  comment  until  March  6 at 
which  time  the  final  regulations  will  be  pub- 
lished. 

HEW  Secretary  Joseph  Califano  emphasized 
that  the  guidelines  are  to  serve  as  national  stand- 
ards for  local  Health  System  Agencies  and  state 
health  planning  bodies,  which  must  make  the 
final  decisions. 

The  Secretary  said  HEW’s  ability  to  enforce 
the  guidelines  is  limited  to  two  areas.  One,  if 


a local  hospital  proceeded  with  ca])ital  expendi- 
tures in  violation  of  a state  adopted  jrlan.  HEW 
could  withhold  funds  that  are  provided  for  re- 
imbursement of  depreciation  costs.  "Two,  HEW 
does  have  the  power  to  “decertify"  local  HS.\s 
that  completely  disregard  the  guidelines.  How- 
ever, Oalifano  stressed  that  planning  authority 
rests  in  local  hands. 

The  revised  guidelines  propose  these  major 
standards; 

maximum  of  four  hospital  beds  per  1,000 
people. 

**An  average  annual  occup;incy  rate  of  at  least 
80  percent  for  hospitals  in  a Health  Setvice 
Area. 

**At  least  a 75  percent  average  occupancy  rate 
and  at  least  1,500  births  annually  for  hospitals 
that  proside  care  for  complicated  obstetrical 
problems. 

**No  more  than  four  neonatal  intensive  and  in- 
termediate care  beds  per  1,000  live  births. 

**A  minimum  of  20  beds  for  pediatric  units  in 
urban  areas. 

#*Aveiage  annual  occupancy  rate  ranging  from 
65  ]rercent  to  75  percent  for  pediatric  units, 
based  on  their  size. 
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'**At  least  200  open  lieart  procedures  annually 
in  any  institution  in  rvhich  open  heart  surgery 
is  perlormed  for  adults,  and  at  least  100  heart 
operations  annually  in  any  institution  in  which 
petliatric  open  heart  surgery  is  performed. 
**At  least  300  cardiac  catheterizations  annually 
in  any  adult  catheterization  unit,  and  at  least 
150  cardiac  catheterization  units  annually  in 
any  pediatric  catheterization  unit. 

**.\  service  area  with  a ]x>pulation  of  at  least 
150.000  people,  or  treatment  of  at  least  300 
cancer  cases  annually,  for  megavoltage  radia- 
tion units. 

**.\t  least  2,500  procedures  per  year  for  each 
computed  tomography  scanner. 

** Plans  consistent  witli  already  established  HFAV^ 
standards  and  procedures  for  suppliers  of  end- 
stage  renal  disease  services. 

# # # # 

Painting  cigarette  smoking  as  “slow-motion 
suicide”  HEW  .Secretary  Califano  has  launched 
a stepped-up  government  program  against  smok- 
i ng. 

Most  of  the  effort  will  he  to  increase  public 
awareness  of  the  hazartls  of  smoking,  hut  Cali- 
fano, an  ex-smoker,  has  asked  the  H.  S.  I'reasury 
l)e[>artment  to  “examine  a range  of  possil)le 
measures,  including  a general  increase  in  the 
federal  exci.se  tax  on  cigarets  and  a graduated 
tax  according  to  the  tar- nicotine  content  of 
cigarets.” 

Califano  also  asked  the  Federal  'Frade  Com- 
mission to  “consider  recommendations  to 
strengthen  warnings  on  cigaret  packages  and  in 
.'itlvei  tisements  and  to  empower  tlie  federal  gov- 
ernment to  set  maximum  levels  for  tar,  nicotine, 
and  carbon  monoxide  in  cigarets.” 

He  also  retpiested  major  jaoviders  of  health, 
fire,  life,  and  disability  insurttnee  to  “consider 
offeiing  special  premium  discounts  anti  other 
tidvaittages  to  nonsmokers,  .so  that  they  will  no 
longer  have  to  hear  so  heavy  a part  of  the  enor- 
mous cost  generated  by  smokers.” 

The  .Secretary  announced  that  the  Food  anti 
Drug  Administration  is  revising  the  patient 
labeling  of  oral  contraceptive.s,  and  adding  a 
prominent  warning  against  smoking.  The  warn- 
ing will  read:  “Women  who  use  birth  control 
pills  should  not  smoke.”  Snhsquently,  the  FDA 
matle  such  an  announcement. 

Califano  also  said  he  would  ask  the  FD.\ 
“systematically  to  investigate  the  interaction  of 


smoking  with  other  therajx:utic  tlrtigs,  so  that 
users  who  smoke  can  be  made  aware  of  the  special 
dangers  they  face.” 

The  White  House  displayed  a notable  lack  of 
enthusiasm  for  Secretary  Califano’s  anti-smoking 
drive,  according  to  a by-line  story  in  the  Balti- 
more Morning  Sun. 

“Aides  to  President  Carter  fear  the  campaign 
w'ill  be  ineffective  and  that  it  will  he  interpreted 
as  excessive  government  interference  in  Ameri- 
cans’ private  lives,”  the  Sun  reported. 

“We're  certainly  worried  about  the  danger 
smoking  poses  to  health,”  says  Dr.  Peter  Bourne, 
Mr.  Carter's  adviser  on  health  issues.  “But  we’re 
also  concerned  about  a major  fanfare  over  new 
initiatives,  whose  residts  are  likely  to  be  unclear.’’ 

“WT  are  eager  that  a program  like  this  be 
very  practically  oriented,  wdiere  the  goals  are 
clearly  laid  otit  and  able  to  be  achieved,”  Dr. 
Bourne  added  in  an  interview. 

“’File  feeling  at  the  ^Vdlite  House  is  that  the 
HE5V  plan  is  not  such  a program,”  the  Sun  con- 
cluded. 

* * * * 

More  than  2,400  doctors  and  druggists  pro- 
viding subsidized  health  services  to  needy  per- 
sons have  been  identified  as  having  “jiatterns  of 
practice  indicating  a likelihood  of  fraud  and 
abtise,”  HEW  .Secretary  Califano  has  said. 

He  announced  new  details  of  Project  Integrity, 
a program  of  HEW  searching  for  corruption  in 
sulisidized  medical  care. 

HEW  has  issued  regidations,  required  under 
1977  anti-fraud  legislation,  that  set  retpiirements 
for  states  creating  fraud  and  almse  control  units 
to  monitor  the  federal-state  Medicaid  program. 

’I’he  units  should  operate  separately  from  the 
agency  atlministering  a state  Medicaid  plan,  have 
the  capacity  to  prosecute  fraud  or  refer  allega- 
tions of  fraud  to  prosectitors,  and  investigate  com- 
plaints from  patients  in  nursing  homes  and 
mental  instittitions. 

If  states  create  such  units,  HEW  will  reim- 
burse  them  for  90  percent  of  their  operational 
costs,  a government  spokesman  said. 

Califano  said  Project  Integrity  has  screened  the 
billing  claims  of  all  275,000  Medicaid  physicians 
and  pliamiacists  “and  identified  over  2,400  with 
ixitterns  of  practice  indicating  a likelihood  of 
fraud  and  abuse.” 

More  than  450  of  the  2,400  doctors  and  drug- 
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gisls  are  being  iinestigaled  lor  potential  Medictiid 
abuses. 

Another  100  ate  undergoing  “detailed  lield 
(hecks  lor  potential  eriininal  Iraiid,"  (iaiilano 
sttid. 

('.ases  involving  about  200  have  beeti  dosed 
as  not  warranting  liirther  investigation,  d’he 
other  ctises  are  still  in  the  inxestigation  pipeline, 
(lalilano  s;iid. 

IlFAV  also  ])lans  to  re\iew  another  11,000 
eases  where  preliminary  inlormation  has  indi- 
cated the  possibility  ol  hand  and  abuse. 

# # # # 

T he  number  ol  .Americans  living  in  areas  olti- 
(ially  designated  as  liaving  a jjhysician  shortage 
coidtl  increase  by  .56  percent  to  a total  ol  2,5  mil- 
lion under  new  criteria  ]>roposecl  by  HEW. 

(lommnnities  designtited  ;is  having  a physician 
shortage  are  eligible  to  apply  for  physicians  seiw- 
ices  provided  through  HEW's  Natiotial  Health 
Ser\'ice  Corps  or  related  federal  progrtims.  Of 
the  estimated  25  million  people,  15  million  reside 
in  inner  cities  according  to  the  definition  of 
what  constitutes  a shortage  area.  "Ehe  remaining 
10  million  are  in  rural  areas. 

,-V  .shortage  area  itncler  both  new  and  former 
criteria  may  range  in  size  from  a groii|j  of  neigh- 
boring counties  to  an  urban  neighborhood.  Pre- 
viously, a critical  shortage  level  was  reached  w’hen 
there  were  4,000  or  more  people  j^er  primary 
care  physician.  Ehe  new'  criteria  lowers  the  level 
to  3,500  or  more  per  physician  and  even  lower 
levels  may  be  designated  if  indicators  of  need — 
infant  death  rates,  health  status  of  population 
and  access  to  health  services  — are  considered 
significantly  adver.se. 

.Separate  shortage  criteria  are  proposed  for 
dentists,  psychiatrists,  pharmacists,  |x)cliatrists, 
optometrists  and  veterinarians. 

* * * * 

•After  years  of  w'rangling  politics.  President 
Carter  has  decided  to  push  for  the  establishment 
of  a separate.  Cabinet-level  department  of  edu- 
cation as  part  of  his  plan  for  governmetital  re- 
organization. 

I'o  remove  the  decision  as  much  as  jjossible 
from  the  political  arena,  the  President  W'ill  a|> 
point  a special  commission  to  study  the  need 
for  such  a move.  Insiders  say,  how'ever,  that  the 
commission  will  be  stacked  to  assure  the  recom- 
mendation of  the  new  department. 

Long  a strong  (opponent  against  splitting  np 


HEW,  .Secretaiy  Calilano  said  in  lelerence  to 
the  White  House  pro|)osal:  “ Ehe  President  has 
made  his  dec  ision,  and  as  I have  l epeatedly  stated, 
I will  work  to  achieve  the  President's  objectives 
in  this  area,  as  in  all  otliers.” 

* * * # 

4 he  cost  of  health  care  has  risen  for  the  Jtop- 
tdation  as  a w'hole  from  (').2  percent  of  the  Cioss 
National  Product  in  Iflfi?  to  H.ti  percent  ol  the 
GNP  in  l!)7(i.  nnring  these  s;ime  years  the  cost 
lor  a semi-private  hospital  room  rose  16!)  jiercent 
and  operating  rcjom  costs  rose  175  jrercent. 

•According  to  HEW's  .Annual  Report  on 
Health,  life  expectancy  in  the  United  .States  has 
contintied  to  lengthen  and  is  tiow’  at  a new  high 
ol  72.5  years  for  those  bom  in  1!)7.5.  Life  ex- 
j)ectancy  lor  those  over  65  years  has  ;tfso  in- 
crettsecl,  climbing  2.2  years  since  1956. 

HEAA^  reports  that  29  percent  of  the  Nhition's 
health  care  expenditures  in  1976  were  for  treat- 
ing those  over  65.  Per  capita  annual  expense  in 
this  ;ige  group  w'as  31,521. 

The  shaie  of  public  funding  for  health  care 
in  the  elderly  has  risen  from  30  percent  in  1966 
to  ()8  percent  in  1976,  and  the  nundjer  of  beds 
in  nursing  homes  tripled  betw'een  1!)63  and  1973. 

Betw'een  1950  ;ind  1971  the  ntimber  of  physi- 
cians in  the  United  States  rose  70  percent  from 
232,6!)7  to  394,448.  'Ehe  ratio  of  physicians  to 
population  incieased  22  percent  in  this  period 
from  14.9/1,000  to  18.2/1,000. 

Physician  visits  jjer  jtersoti  per  year  w'as  5.0  in 
1973  and  4.9  in  197(>  Ehe  average  length  of  a 
hospital  stay  w'as  8.1  days  in  1973  and  7.9  days  in 
1976.  I he  percentage  of  persons  with  one  or 
more  hospitalizations  in  one  yettr  was  10.7  pei- 
cent  in  1973  and  1976.  Hospital  discharges  pei 
100  persons  per  year  totaled  13.9  in  1973  ;mcl  14.1 
in  1976. 

Ehe  leport  also  noted  the  rates  of  immuniza- 
tion timong  American  children.  In  1!)75  32  per- 
cent of  children  aged  1-1  years  were  not  pro- 
tected against  measles,  38  percent  weie  not  pro- 
tected against  mbella,  and  35  percent  had  no 
pi'otection  against  polio. 

Undei  a HEW^  contract,  the  American  .As- 
sociation ol  Professional  .Standards  Review  ()i- 
ganizations  has  identified  11  surgical  proceduies 
W'hich  it  says  “have  a significant  potential  foi 
inappi opt iate  utilization." 

4’he  .Association's  national  council  has  adopted 
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a set  ot  screening  criteria  for  these  procedures 
which  will  be  sent  to  local  PSROs.  The  surgical 
ciiteria  “must  not  be  viewed  by  local  PSROs  as 
mandating  national  standards,”  says  the  Chair- 
man of  the  Association’s  Stirgical  Criteria  Com- 
mittee, John  P>ussman,  M.l).,  of  Portland,  Ore. 

Rather,  the  local  PSRO  ‘‘may  wish  to  adopt  or 
adapt  the  screening  criteria  for  local  use.”  In  a 
letter  to  the  Association’s  national  cotincil  — ‘‘our 
committee  has  learned  through  experience  and 
communications  with  PSROs  across  the  country, 
tliat  the  11  procedures  have  a significant  poten- 
tial for  inapprojrriate  utilization,”  Dr.  Bussman 
said. 

The  11  surgical  procedures  are: 
abdominal  hysterectomy,  vaginal  hysterectomy, 
coronary  arteriography,  cataract  removal,  dila- 
tion and  curettage,  tonsillectomy  and  adenoid- 
ectomy,  cholecystectomy,  hiatial  hernia  repair, 
lumbar  disc  excision  for  rtipture  or  protrusion, 
meni.scectomy,  and  appendectomy. 

W'ith  resjrect  to  vaginal  and  abdominal  hyster- 
ectomy, a stibject  of  national  attention,  the  na- 
tional council  said: 

‘‘Sterilization  by  abdominal  (or  vaginal)  hys- 
terectomy is  acceptable  only  in  the  presence  of 
concomittant  uterine  disease.” 

* * * * 

.\11  whole  blood  drawn  after  May  15,  1978,  for 
transfusictn  must  be  labeled  “paid”  or  “vohin- 
teer  ” donor. 

d'he  final  regidation  of  the  FDA  specifies  that 
persons  who  do  not  receive  monetary  payment 
for  blood  are  classified  as  volunteers.  The  “vol- 
unteer” designation  includes  those  who  receive 
lienefits  other  than  money,  such  as  membership 
in  a blocrcl  assurance  program  or  leave  from  work. 

T he  labeling  recpnrement  also  covers  red  blood 
cells,  anti-hemopbiliac  factor,  platelet  concen- 
trate, and  single  plasma. 

Tlie  blood  labeling  rule  caps  a lengthy  nation- 
wide debate  on  national  blood  policy.  In  issinng 
the  regulation,  FD.\  Commissioner  Donald  Ken- 
nedy, Ph.D.,  said  the  labeling  rule  is  “consistent 
with  the  goals  of  the  government’s  national  blood 
policy  to  move  the  cotintry  to  an  all  volunteer 
.system.” 

The  incidence  of  post-transfusion  hepatitis  has 
been  reported  to  be  three  to  ten  times  higher 
with  blood  from  paid  donors  versus  blood  from 
volunteers. 


Dr.  Kennedy  said  that  10,000  to  30,000  cases  of 
post-transfusion  hepatitis  occur  each  year  in  the 
United  .States  w'ith  at  least  400  deaths  residting. 

* * * # 

Last  October  HEW  conducted  more  than  100 
hearings  around  the  country  to  assess  ptiblic 
opinion  on  national  health  insurance  (NHI). 

Now  HEW  has  published  its  distillation  of  the 
people’s  voice,  saying  that  the  nation  wants  a 
NHI  system  to  “build  on  the  strengths  of  the 
existing  system,  reflect  the  le.ssons  learned  in 
other  countries  having  ‘mature’  health  insurance 
programs,  develojr  approaches  for  coping  with 
the  current  and  anticijiated  cost  pressures,  and 
stress  preventive  care  and  health  education 
efforts.” 

The  report  notes  “while  the  ptiblic  recognizes 
the  need  for  NHI  policy  development,  it  urged 
that  HEW^  proceed  with  extreme  caution  and  gain 
from  the  positive  and  negative  experiences  of 
other  nations,  such  as  England,  .Sweden  and  Can- 
ada. The  public’s  attitude  is  one  of  ‘caveat 
emptor’  for  they  do  not  want  to  decrease  the 
quality  and  availability  of  medical  care  nor  sig- 
nificantly increase  the  costs.” 

Over  8,600  individtials  and  organizations  pre- 
sented their  view  at  the  hearings  and  the  report, 
written  largely  by  HEW  staff  in  the  Atlanta  Re- 
gional Office,  says  “while  the.se  hearings  demon- 
strated that  a majority  of  the  American  public 
favors  development  of  a NHI  plan,  there  was  no 
agreement  on  the  type  of  plan  we  should  estab- 
lish.” 

At  least  one  area  of  the  country,  the  Mid- West, 
strongly  opposes  NHI  in  any  form.  The  majority 
sentiment  in  Kansas,  Missotiri,  Iowa,  and  Ne- 
braska is  on  record  as  Ijeing  against  the  idea. 

With  respect  to  physician  reimbursement  the 
report  says  “virttially  all  respondents  other  than 
jnacticing  jrhysicians  rvho  dealt  with  the  issue  of 
physician  reimbursement  supported  something 
other  than  fee-for-service,  and  a great  many  non- 
physicians expressed  the  opinion  that  the  allow'- 
able  fee  (in  whatever  way  that  is  to  be  deter- 
mined) shoidd  constittite  payment  in  full  from 
a NHI  program.” 

Ehe  HEW  report  also  claims  that  “there  was 
strong  support  voiced  for  utilizing  primary  care 
practitioners  (physician  assistants,  nurse  practi- 
tioners, etc.)  in  lieu  of  physicians.” 

There  was  a “clear  concensus,”  in  eight  of  the 
ten  HEW  regions,  that  “there  should  be  a mix 
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()l  public  and  private  linauciii”,"  ol  Nlll. 

rite  New  England  slates  were  divided  on  the 
mixing  of  public:  and  private  financing  of  health 
care. 

“'riierc  was  even  stionger  support  for  llie  view 
that  those  presentlv  wit  lion  t health  insurance 
should  be  covered  through  public  financing,  the 
majority  of  Americans  continning  to  be  covered 
tlirongh  private  insurance  plans,"  the  rejjort  says. 

The  repen  t is  titled  “ Ehe  National  Health  In- 
surance National  Outreach  Report.” 

# * # # 

President  Carter  has  proposed  in  his  tax  mes- 
sage to  the  Congress  clianging  medical  dechic tions 
on  personal  income  tax  by  combining  the  separate 
deductions  for  medical  expenses  and  nninsnred 
casualty  losses  into  a neiv  “extraordinary  ex- 
pen.se"  deduction.  The  new  dednciion  would  be 
available  only  to  the  extent  that  these  items  to- 
gether exceed  10  percent  of  the  adjnsted  gross 
income. 

The  American  Medical  Association  has  before 
the  Congress  a proposal  (H.  R.  518H)  that  would 


[lermit  a ta.xpayer  to  dedml  the  foil  amoiinl  ol 
medical  and  drug  expenses  paid  for  the  medical 

care  of  liimself,  his  spouse,  and  dependents. 

# # # * 

LANGSTON  COLLECTION  TO  BE  ENLARGED 

The  Langston  Collection,  in  the  new  library 
of  the  Lhnversity  of  Aikansas  for  Medical  Sci- 
ences Campus,  has  been  guided  through  the  years 
l>y  I)i'.  W.  C.  Langston  to  enhance  onr  apprecia- 
tion of  duties  to  (iod  and  man.  ^Vith  Dr.  Langs- 
ton's death,  this  collection  is  being  eidarged  in 
honor  of  both  l)i . Langston  and  his  son.  Dr.  Rob- 
ert H.  Langston.  This  provides  an  opjrortnnity 
for  suggestions  and  contributions  to  this  col- 
lection. Donations  may  be  made  to  the  “Langs- 
ton Collection.”  Suggestions  for  books  or  dona- 
tions may  be  mailed  to: 

'Ehe  Langston  Collection 

Dr.  "Lhomas  A.  Bruce,  Dean  j 

ITniversity  of  Arkansas 

College  of  Medicine 

4301  West  Markham,  Box  5.50 

Little  Rock,  Arkansas  72201 


THINGS 


TO 

COME 


CARDIOPATHY  OF  AGING  IV 

Cardiopathy  of  Aging  IV  (heart  disea,se  in  the 
elderly  patient)  will  be  presented  in  Little  Rock, 
Arkansas,  on  May  10-17,  by  the  Veterans  Ad- 
ministration, the  EJniversity  of  Arkansas  College 
of  Medicine,  the  Council  on  Clinical  Cardiolog)’ 
of  the  American  Heart  Association,  and  the  Tri- 
State  Scientific  Sessions  of  the  American  Heart 
.\ssociation.  Information  regarding  this  sympo- 
sium may  be  obtained  from  — 

J.  E.  Doherty,  M.D.,  Program  Director 
Cardiopathy  of  Aging  IV 
300  East  Roosevelt  Road 
Little  Rock,  Arkansas  72206 


EMERGENCY  HEALTH  SERVICES  CONFERENCE 

The  Tenth  Annual  Arkansas  Emergency 
Health  Services  Conference  wall  be  held  June 
29-30,  at  the  Camelot  Inn  Convention  Center  in 
Little  Rock.  There  will  be  programs  for  Emer- 
gency Medical  Technicians,  nurses,  and  physi- 


cians. I'he  physicians’  program  is  entitled,  “Care 
of  the  Critically  Injured.”  Programs  are  accred- 
ited by  the  American  College  of  Surgeons,  Com- 
mittee on  d’ranma,  American  Academy  of  Eam- 
ily  Physicians,  American  College  of  Emergency 
Physicians,  Emergency  Department  Nurses  As- 
sociation and  the  National  Emergency  Medical 
Technicians  Registry. 

Eor  additional  information  contact:  The  Ar- 
kansas Trauma  Society,  550  Prospect  Building, 
Little  Rock,  Arkansas  72207,  (501)  661-1545,  or 
Mr.  Glen  Aae,  Bureau  of  Emergency  Health 
Services,  4815  West  Markham,  lattle  Rock  72205, 
(501)  661-2239. 

ASPEN  MUSHROOM  CONFERENCE 

The  Aspen  Mushroom  Conference,  to  be  held 
August  13-18,  will  involve  the  identification  of 
edible,  poisonous,  and  hallucinogenic  mush- 
rooms; treatment  of  mushroom  poisoning;  and 
microscopy.  Novice  and  advanced  courses  are 
offered,  and  the  conference  has  been  approved 
for  Category  I credit  of  the  Physician’s  Recogni- 
tion Aw'ard  of  the  American  Medical  Association. 
The  conference  will  be  held  at  the  Wildwood 
Inn,  Snow-Mass-at-.\spen,  Colorado.  Eor  more 
information  contact  Beth  Israel  Hospital,  1601 
Low'ell  Boulevard,  Denver,  Colorado  80204. 
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Dr.  ^^aris.  right  receives  plaque  from  Dr.  Kuharidi. 

DR.  AAARIS  RECOGNIZED 

I)i  . Mali  Ion  Maris  ol  Harrison  recently  re- 
ceived a plaque  from  the  American  Medical  As- 
sociation. Dr.  Maris  was  cited  lor  his  “outstand- 
ing contribution  to  American  Medicine  through 
his  membership  on  the  Ad  Hoc  Committee  on 
.Services  to  Young  Physicians."  The  platpie  was 
piesented  to  Dr.  Maris  by  the  Boone  CMunty 
.Medical  Society  president.  Dr.  Richard  Kuharidi, 
<luring  the  Ninth  Councilor  District  meeting  in 
I larrison. 

DR.  MORRIS  IS  103 

Dr.  fohn  A.  Ciraham  recently  joineil  Dr.  Wil- 
brated  his  103rd  birthday.  Dr.  Morris  practiced 
in  McCirory  and  ^VModrulf  C.onnty  for  seventy -six 
years  before  retiring  in  1976. 

DR.  ELLIS  HAS  ASSOCIATE 

Dr.  [ohn  A.  Cfraham  reecntly  joined  Dr.  'Whl- 
liam  A.  Ellis  in  his  practice  at  Helena.  Dr.  Gra- 
ham is  in  General  Practice. 

DR.  LEAVELLE  SEEKS  ELECTION 

Dr.  Ray  Leave  lie  of  Nashville  recently  an- 
nounced his  candidacy  for  the  office  of  Coroner 
for  Howard  County.  Dr.  Leavelle  |iresently  serves 
as  deputy  coroner. 

DR.  TALBOT  HONORED 

Dr.  Allen  G.  Talbot,  a General  Practitioner, 
was  recently  named  “Man  of  the  Year”  by  the 


Lake  Village  Cihamber  of  Ciommerce.  Dr.  Talbot 
has  practiced  in  Lake  Village  since  1954  and  has 
been  active  in  various  civic  and  state  organiza- 
tions. 

DR.  KROCK  MAKES  VIOLINS 

Dr.  Fred  Ck  Krock,  a retired  Fort  Smith  sm- 
geon,  keejis  busy  mending  and  making  violins 
since  his  retirement  five  years  ago.  Dr.  Krock 
is  the  co-founder  of  the  Holt-Krock  Clinic  and 
began  hand-making  violins  in  1951.  He  has  made 
six  more  since  that  time. 

CLINIC  ESTABLISHED 

A medical  clinic  is  being  establishetl  at  Damas- 
cus as  an  outreach  facility  ol  the  Fairfield  Bay 
Medical  (ienter.  Dr.  William  C.  McBryde  will 
be  in  charge  of  the  clinic  in  Damasctis.  Dr.  James 
R.  Allan  has  been  appointed  the  Medical  Di- 
rector of  the  Fairfield  Bay  center. 

DR.  KING  LOCATES  IN  SPRINGDALE 

Dr.  Ivan  King  recently  moved  to  Springdale 
where  he  will  provide  week-end  coverage  for  the 
Emergency  Room  at  Springdale  Memorial  Hos- 
pital. Dr.  King  is  a graduate  of  the  University 
of  Arkansas  College  of  Medicine  and  had  prac- 
ticed in  Massachusetts,  Maine,  and  Little  Rock 
prior  to  locating  in  Springdale. 

DR.  GULLETT  MADE  FELLOW 

Dr.  Robert  R.  Gnllett,  Jr.,  of  Pine  Bluff,  was 
recently  inducted  as  a Fellow  of  the  American 
Academy  of  Orthopaedic  Surgeons. 

PHYSICIANS  CERTIFIED 

Several  physicians  have  received  board  certifi- 
cation by  the  American  Board  of  Family  Practice. 
Fhey  are  Dr.  Russell  'W.  Cobb,  Malvern;  Drs. 
James  R.  Cardial  and  James  L.  Gardner,  Hot 
Springs;  Dr.  Jerry  L.  Hitt,  Rogers;  Dr.  Joe  D. 
King,  Nashville;  Dr.  Pvick  Martin,  Greenwood; 
and  Dr.  James  E.  Young  of  McGehee. 

DOCTORS  AUTHOR  PAPER 

A scientific  paper  on  Angiodysplasia  of  the 
Colon,  co-anthored  by  Drs.  Douglas  Smart  and 
Donald  Browning  of  Little  Rock,  was  presented 
at  the  March  meeting  of  the  First  Annual  Colon- 
oscopy Congress  held  in  Miami,  Florida,  by  Dr. 
Browning. 
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BAXTER  COUNTY  MEDICAL  SOCIETY 

1 he  Baxter  (bounty  Medical  Society  has  added 
the  following  new  niend)ers  to  its  nieiiibership 
roll: 


DR.  JAMES  S.  RECKMAX,  JR.,  was  horn  in 
Fort  Smith  and  received  his  B.S.  degree  from  the 
I'niversity  of  Arkansas  in  1965.  He  was  grachi- 
ated  from  the  Ihiiversity  of  Arkansas  School  of 
Medicine  in  1970  and  interned  at  St.  \hncent 
Infirmary.  Dr.  Beckman  received  four  years  of 
general  surgery  residency  training  at  the  Ihii- 
versity  of  Arkansas  Medical  Center  and  two  years 
of  plastic  and  reconstructive  surgery  training  at 
the  University  of  'Fennessee  Medical  Center  in 
.Memphis. 

Flis  office  is  located  at  102  East  (ith  Street, 
Mountain  Home,  where  he  specializes  in  Plastic 
and  Reconstructive  Surgery. 

DR.  ERAXCIS  M.  BRIAX,  JR.,  is  a native 
of  Alexandria,  Louisiana.  Dr.  Brian  received  his 
pre-medical  education  from  Louisiana  State  Ihii- 
versity  at  Shreveport  and  was  graduated  from 
Louisiana  State  FTniversity  School  of  Medicine 
in  New  Orleans  in  1971.  He  completed  his  in- 
ternship at  Earl  K.  Long  Memorial  Hospital, 
Baton  Rouge,  Louisiana,  and  continued  there  for 
his  Internal  .Medicine  residency  training. 

Dr.  Brian  practiced  in  Baton  Rouge  jjiior  to 
locating  in  Mountain  Home  where  he  is  as- 
sociated with  the  Baxter  General  Hospital  as 
Emergency  Medicine  physician. 

DR.  RICHARD  I . RERXETT  was  horn  in 
Han  ison  and  received  his  B..\.  degree  from  the 
University  ol  Aikansas  in  1979.  His  M.D.  de- 
gree was  receiced  Irom  the  Ihiiversity  of  Aikansas 
School  of  Medicine  in  1971,  and  he  completed 
his  internship  at  St.  \'incent  Infirmary,  Little 
Rock. 

Prior  to  moving  to  Mountain  Home,  Dr.  Bur- 
nett practiced  two  years  at  the  Sam  Howell  Me- 
morial Hospital  in  Cartersville,  Georgia.  Dr. 


Burnett  is  a General  Practitioner.  He  is  associated 
with  Dr.  John  Guenthner  and  Dr.  .\ithur  Beard 
at  126  West  6th  in  Mountain  Home. 

DR.  WILLIAM  11.  LORD  was  horn  in  Hot 
Springs.  He  received  a B..\.  degree  from  the  Uni- 
versity of  Missouri,  Gohnnhia,  in  1962,  and  was 
graduated  from  the  University  of  .Missouri  Gol- 
lege  of  Medicine  in  1966.  Dr.  Ford  interned  at 
Denver  General  Hospital  in  Golorado,  and  was 
in  residency  training  at  Hennepin  Gounty  Med- 
ical Genter,  Minneapolis,  Minnesota.  He  served 
in  the  I'nited  States  .\ir  Force  and  was  stationed 
at  the  Little  Rock  .\ir  Force  Base  in  Jacksonville. 

Dr.  Ford's  office  is  located  at  -102  Fast  Sixth 
Street  in  Mountain  Hcjine,  where  he  specia'i/cs 
in  General  Surgery. 

DR.  PAUL  WILRUR  is  a native  of  Blackwell, 
Oklahoma.  He  received  a Bachelor  of  .\rchitec- 
ture  degree  from  Oklahoma  State  University  at 
Stillw'ater  in  1959,  and  was  graduated  from  the 
Ihiiversity  of  Arkansas  Gollege  of  Medicine  in 
1976.  He  continued  at  the  Flniversity  of  Arkan- 
sas Medical  Genter  for  his  Family  Practice  in- 
ternship. 

Dr.  W'illmr  has  been  associated  with  Di.  Rob- 
ert L.  Kerr  at  #1  Medical  Plaza,  Mountain 
Home,  for  the  past  several  months.  He  is  a 
General  Practitioner. 

DR.  SAOWAREE  PONRARTANA 

Fhe  Ghicot  Gounty  .Medical  Society  has  ac- 
cepted Dr.  Saowaree  Ponrartana  into  its  member- 
ship. Dr.  Ponrartana  was  horn  in  Bangkok, 
Fhailand,  and  received  her  pre-medical  educa- 
tion at  Ghidalongkorn  Ihuveisity,  graduating  in 
1964.  In  1969,  Dr.  Ponrartana  received  her  med- 
ical degree  from  Siriraj  Medical  School,  Mahidol 
University.  Thailand.  Slie  interned  at  Siriiaj 
.Medical  School  for  a vear  and  then  seised  a year 
internship  at  Foledo  Hospital  in  Oliio.  Dr. 
Ponrartana  was  in  residency  training  in  Pediat- 
rics at  Jersey  Gitv  Medical  Genter,  New  Jersey, 
from  1971  until  1972:  and  the  Hospital  of  St. 
Rliaphael,  Nesv  Haven,  Gonnecticut,  from  1972- 
1973.  Prior  to  locating  in  Lake  \'illage.  Dr. 
Ponrartana  svas  associated  with  the  Lincoln  Hos- 
[)ital,  Bronx,  New  '\’ork,  and  Mott  Fhiven  Neigh- 
borhood F'amily  Gate  Genter.  Dr.  Ponrartana 
specializes  in  Pecliatiics  at  the  Ghicot  .Medical 
Group  in  I,ake  \'illage. 

DR.  PRASART  PONRARTANA 

Dr.  Prasart  Ponrartana  has  been  added  to  the 
memljershi])  roll  ol  the  Ghicot  Gounty  Medical 
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Society.  He  attended  Mahidol  University  in 
Bangkok.  Thailand,  and  he  was  graduated  from 
Siriraj  Medical  Scliool,  Mahidol  University, 
Bangkok,  Thailand,  in  19(i().  Dr.  Ponrartana 
continued  at  the  Siriraj  Medical  School  for  Ins 
internship,  and  he  completed  an  internship  at 
Mount  Vernon  Hospital,  New  York.  He  was  in 
Internal  Medicine  residency  training  at  Jersey 
City  Medical  Center,  New  Jersey,  and  St.  Clare 
Hospital  and  Health  Center,  New  York  City, 
from  1970  until  1973. 

Dr.  Ponrartana  was  associated  with  the  Bronx 
Lahanon  Medical  Clinic,  Bronx,  New  York,  prior 
to  moving  to  Lake  Village.  He  is  associated  with 
the  Chicot  Medical  Group  in  Lake  Village,  where 
he  specializes  in  Internal  Medicine. 

CRAWFORD  COUNTY  MEDICAL  SOCIETY 

rite  Crawford  County  Medical  Society  has 
added  three  new  nieml)ers  to  its  membership  roll; 

DR.  DAJ'TD  H.  ROBERTS,  who  was  born  in 
Hope,  Arkansas,  and  received  his  B.S.  degree 
from  the  LIniversity  of  Central  Arkansas  at  Con- 
way in  1969.  In  1973,  Dr.  Rolrerts  was  graduated 
from  the  University  of  Arkansas  College  of  Medi- 
cine, and  lie  completed  his  internsliip  at  St.  Vin- 
cent Infirmai7  in  Little  Rock.  He  served  in  the 
ITnited  States  Navy  Reserves  for  two  years  of 
active  duty  as  a general  medical  officer,  after 
which  he  received  Radiology'  residency  training 
at  the  University  of  Arkansas  Medical  Center. 

Dr.  Roberts  is  in  Family  Practice  at  1103  Chest- 
nut in  Van  Buren. 

DR.  KEXNE'EH  /.  STONE,  who  is  a native 
of  Portland,  Oregon.  Dr.  Stone  received  his  pre- 
medical  education  at  Walla  Whalla  College,  Col- 
lege Place,  Washington.  In  1976  he  was  gi'adu- 
ated  from  Lorn  a Linda  University  School  of 
Medicine,  Loma  Linda,  California,  and  interned 
at  St.  John  Hosjiital  in  Detroit,  Michigan. 

Dr.  Stone  is  in  General  Practice  at  F’.ast 
Twentieth  and  South  Main  Streets  in  Van  Buren. 

DR.  MARCIA  STONE,  who  was  born  in  Lin- 
coln, Nebraska,  and  received  a B..\.  degree  from 
Southwestern  Union  College  in  Keene,  d’exas,  in 
1972.  Dr.  Stone  was  graduated  from  Loma  Linda 
University  School  of  Medicine,  I.oma  Linda, 
California,  in  1976.  Her  OIjstetric-Gynecological 
internship  was  served  at  St.  John  Hosjutal,  De- 
troit, Michigan.  Dr.  Stone  is  a General  Practi- 


tioner, with  her  office  located  at  East  Twentieth 
and  South  Main  Streets  in  Van  Buren. 

DR.  JACK  A.  CATES 

The  Garland  County  Medical  Society  has  re- 
cently added  the  name  of  Dr.  Jack  A.  Cates  to 
its  menibershi]>  roll.  Dr.  Cates  was  born  in  Louis- 
ville, Kentucky.  He  received  his  B.S.  degree  from 
the  University  of  Nebraska  at  Lincoln  in  1966 
and  he  was  graduated  from  the  University  of 
Nebraska  College  of  Medicine  in  Omaha  in  1970. 
He  interned  at  Nebraska  Methodist  Hospital  in 
Omaha,  and  then  served  in  the  LTnited  States 
Air  Force  from  1971  until  1974. 

After  completion  of  his  military  service.  Dr. 
Cates  returned  to  the  University  of  Nebraska 
w'here  he  completed  a three-year  Dermatology 
residency.  He  is  associated  with  the  Stough  Der- 
matology and  Cutaneous  Surgery  Clinic  at  99 
I.ittle  Pine  in  Hot  Springs. 

DR.  ALLEN  D.  KINCHELOE 

The  Garhuid  County  Medical  Society  has  an- 
nounced that  Dr.  Allen  D.  Kincheloe  is  a new 
member  of  that  Society. 

Dr.  Kincheloe  was  born  in  Portsmouth,  Vir- 
ginia. He  received  his  B.S.  degree  from  Austin 
Peay  State  College  in  Clarksville,  Tennessee,  in 
1966.  In  1970,  Dr.  Kincheloe  was  graduated  from 
the  University  of  Loui.sville  School  of  Medicine, 
Louisville,  Kentucky,  and  he  continued  there  for 
his  internship.  He  served  in  the  United  States 
Air  Force  from  1971  until  1973,  and  then  com- 
pleted his  residency'  training  in  Orthopaedics  at 
tlie  University  of  Louisville  School  of  Medicine. 

Dr.  Kincheloe  is  an  Orthopaedic  Surgeon  as- 
sociated with  Drs.  Thomas  M.  Durham  and  Du- 
Bose  Murray  at  505  West  Grand  in  Hot  Springs. 

DR.  TRONG  VAN  VU 

The  Howard-Pike  County  Medical  Society  has 
accepted  Dr.  Trong  Van  Vu  into  its  membership. 
Dr.  Vu  is  a native  of  Hanam,  Vietnam.  He  re- 
ceived his  pre-medical  education  at  the  Univer- 
sity of  Hue,  Faculty  of  Sciences  in  South  Viet- 
nam. In  1974,  Dr.  Vu  was  graduated  from  the 
University  of  Hue  Medical  School,  and  he  com- 
pleted his  internship  at  Central  Hospital  of  Hue, 
South  Vietnam.  Dr.  ^hl  practiced  at  Central 
Hospital  from  1974  until  1975.  In  1977,  Dr.  Vu 
completed  au  internship  at  the  Fhiiversity  of 
Arkansas  Medical  Center.  He  has  been  with  the 
Dierks  Medical  Association  since  November  1977, 
where  he  is  a General  Practitioner. 
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DR.  JOHN  T.  HERRON 

Dr.  John  1’.  Herron  of  Pine  lilnlf  has  been 
accepted  into  the  inemhership  of  the  Jefferson 
(lonnty  .Medical  .Society.  Dr.  Herron  is  a native 
of  Lonoke  and  received  his  B..\.  tle<)ree  from  the 
University  of  Oklalioina  in  l!).S2.  He  was  oradn- 
ated  from  the  Ihiiversity  of  .\rkansas  School  of 
Medicine  in  193fi,  and  interned  at  Scott-White 
Hos])ital  in  I’emple,  Texas.  He  was  graduated 
from  the  Harvard  School  of  Pnirlic  Health  in 
1919  ^\•ith  a Masters  of  Public  Health  degree. 

Dr.  Herron  practiced  in  Little  Rock  from  1938 
to  1939,  Hamburg  from  1939  to  1911,  and  Helena 
from  19-11  until  1943.  In  1913,  he  returned  to 
Little  Rock  where  he  was  associated  with  the 
.\ikansas  State  Health  Department  until  1972. 
In  1972,  Dr.  Herron  moved  to  Salem,  Oregon. 
In  Jnly  1977,  he  relocated  in  Arkansas  at  230r) 
Rike  Drire  in  Pine  Blnff.  Dr.  Herron  is  certi- 
fied by  the  .\merican  Board  of  Preventive  ^fedi- 
ciiie  and  Public  Health. 

DR.  RAJASEKHARA  R.  YALAMANCHILI 

Dr.  Ra)a.sekhara  R.  Yalamanchili  has  become 
a member  of  the  Jefferson  County  Medical  So- 
ciety. Dr.  Yalamanchili  was  born  in  Mnlkanoor, 
India,  and  received  his  pre-medical  education  in 
India.  He  was  graduated  from  Gandhi  Medical 
College,  Hydrabad,  India,  in  1973.  He  interned 
at  the  Polk  General  Hospital,  Bartow,  Florida, 
and  received  residency  training  in  Family  Prac- 
tice at  Alachna  General  Hospital,  Gainesville, 
Florida,  from  1976  until  1977. 

Dr.  Yalamanchili  is  in  Family  Practice  at  1310 
Cherry  Street  in  Pine  Blnff.  He  holds  a teaching 
appointment  at  the  University  of  Arkansas  Col- 
lege of  Medicine. 

DR.  FRANK  M.  LAWRENCE 

Lhe  Pope  County  Medical  Society  has  accepted 
Dr.  Frank  M.  Lawrence  as  a new  member.  Dr. 
Lawrence  was  born  in  Dardanelle  and  was  giadn- 
ated  from  Ouachita  Baptist  College,  Arka- 
delphia,  in  1963.  In  1967,  Dr.  Lawnence  was 
giadnated  from  the  Lbiiversity  of  Arkairsas  Col- 
lege of  Medicine,  and  he  interned  at  Brooke  Gen- 
eral Hospital,  Fort  Sam  Houston,  "Fexas.  His 
residency  training  in  Ophthalmology  was  com- 
pleted at  Brooke  General  Hospital  in  1972.  From 
1973  until  1977,  Dr.  Lawrence  served  as  chief  of 
Ophthalmology  and  cliief  of  the  Eye,  Far,  Nose 
and  Throat  Service  at  Darnall  Army  Hospital  in 
Fort  Hood,  Texas. 


He  is  associated  with  Drs.  Tdlis  Gardner  and 
Max  J.  Moldey  at  the  Russellville  Eye  Cdinic. 

DR.  KELLEY  H.  MEYER 

A new  memiter  of  the  Pope  County  Medical 
Society  is  Dr.  Kelley  H.  Meyer.  Dr.  Meyer  is  a 
native  of  Little  Rock.  He  received  a B..\.  degree 
from  Vanderbilt  lbiiversity,  Nashville,  Tennes- 
,see,  ;uul  did  graduate  work  at  Middle  Tennessee 
State  University  Graduate  School  in  Murfrees- 
boro. He  was  guiduated  from  the  University  of 
Arkansas  School  of  Medicine  in  197.5  and  re- 
ceived his  internship  training  at  the  University 
of  Arkatisas  Medical  Center  in  Little  Rock.  Dr. 
Lawrence  received  residency  training  in  surgery 
at  St.  Thomas  Hospital  in  Nashville,  Tennessee. 
He  is  a Family  Physician  associated  with  Drs. 
Douglas  Lowery  and  David  Williams  at  809  WYst 
Afain  in  Russellville. 

PULASKI  COUNTY  MEDICAL  SOCIETY 

1 he  Pula.ski  County  Medical  Society  has  added 
the  following  new  members: 

DR.  DAX  P.  CHISHOLM,  who  was  liorn  in 
Amarillo,  Texas.  Dr.  Chisholm  ivas  graduated 
from  Little  Rock  Central  High  School  in  1957, 
and  received  his  B.A.  degree  from  Vanderbilt 
University,  Nashville,  Tennessee,  in  1961.  He 
was  graduated  from  Vanderbilt  University  School 
of  Medicine  in  1965,  and  continued  at  the  Van- 
derbilt University  Medical  Center  for  his  intern- 
ship. Dr.  Chisholm  completed  a three-year  resi- 
dency in  Radiology  at  Columl)ia  Presbyterian 
Medical  Center  in  New  York,  New  York,  in  1969. 

Dr.  Chisholm  was  associated  with  the  AVhdla 
Walla  Radiology  As,sociate.s,  Walla  Walla,  "Wash- 
ington, from  1973  until  1977.  He  is  with  Radiol- 
ogy .V.ssociates,  P.A..  at  500  South  University  in 
Little  Rock 

DR.  D.  BUD  DICKSON,  who  is  a native  of 
Mount  Vernon,  I'exas.  He  received  his  B.B..\. 
degree  from  Southern  State  College  in  Magnolia, 
Arkansas,  in  1965.  In  1969,  Dr.  Dickson  was  grad- 
uatetl  fi'om  the  lbiiversity  of  .Arkansas  College 
of  Medicine.  He  interned  at  Parkland  Memorial 
Hospital,  Dallas,  Texas,  and  remained  there  lor 
a year  of  General  Suigery  training.  Dr.  Dickson 
completed  a three-year  Oi  thop.aedic  residency  at 
Massachusetts  General  Hospital  in  Boston  in 
1974,  and  he  held  an  .Aufranc  Fellowship  in 
Adult  Reconstriu live  Orlliojiaedics.  He  was  an 
instructor  of  Orthopaedic  Surgery  at  Tufts  Med- 
ical School  in  Medford,  Massachusetts.  He  was  in 
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private  practice  in  Boston,  Massacluisetts,  for 
two  years  prior  to  his  relocating  in  Arkansas.  Dr. 
Dickson  specializes  in  General  and  Reconstruc- 
tive ()i  thopaedic  Snrgery  at  500  South  University 
in  Little  Rock.  He  is  certified  by  the  American 
Board  of  Orthopaetlic  Surgeons. 

DR.  LOUIS  G.  SINGLETON,  who  was  Irorn 
in  I'yronza,  Arkansas.  He  received  his  B.S.  de- 
giee  in  Ihology  from  Arkansas  Tech  University, 
Russellville,  in  1962.  He  was  graduated  from  the 
ITniversity  of  Arkansas  College  of  Medicine  in 
1971,  and  served  his  internship  at  the  University 
of  Arkansas  Medical  Center.  Dr.  Singleton  re- 
mained at  the  Medical  Center  for  a three-year 
Pathology'  residency.  He  is  certified  by  the 
American  Board  of  Pathology.  He  serves  as  a 
Clinical  A,ssistant  Professor  of  Pathology  at  the 
University  of  Arkansas  College  of  Medicine.  Dr. 
Singleton  is  a Pathologist  at  the  Baptist  Medical 
Center  in  Little  Rock. 

DR.  JOHN  E.  SLAVEN,  who  is  a native  of 
Little  Rock.  He  was  graduated  from  Fayetteville 
High  School,  and  received  his  pre-medical  edu- 
cation at  the  LTniversity  of  Arkansas.  In  1969, 
Dr.  Slaven  was  graduated  from  the  LTniversity  of 
Arkansas  College  of  Medicine.  He  completed 
his  internship  at  the  LTniversity  of  Kansas  Med- 
ical Center  in  Kansas  City,  Kansas.  Dr.  Slaven 
received  his  Pathology  residency  training  at  the 
LTniversity  of  Kansas  Medical  Center  and  the 
McMaster  University  in  Llamilton,  Ontario, 
CTanada.  Dr.  Slaven  is  board  certified  by  the 
.\mei  ican  Board  of  Pathology.  He  is  an  Assistant 
Clinical  Profes,sor  of  Pathology  at  the  LTniversity 
of  .Arkansas  College  of  Afedicine.  Dr.  Slaven  is 
a Pathologist  at  the  Baptist  Medical  (Tenter  in 
Little  Rock. 

DR.  H.  DAVID  BRYAN 

Dr.  H.  David  Bryan  has  been  added  to  the 
membership  of  the  Saline  County  Medical  So- 
ciety. He  was  bom  in  Fort  Smith,  and  received 
his  B.A.  degree  from  the  Lhiiversity  of  Arkansas 
at  Fayetteville  in  1955.  He  was  graduated  Irom 
I ulane  LTniversity  Schcjol  of  Medicine,  New 
O)  leans,  Louisiana,  in  195S,  and  interned  at  the 
(lood  Samaritan  Hospital,  Phoenix,  .Arizona.  Dr. 
Bryan  was  associated  with  the  United  States 
Public  Health  Service,  Indian  Hospital,  Winter- 
haven,  California,  from  1959  until  1961.  He  was 
in  .Anesthesiology  residency  training  at  the  LTni- 


versity of  .Arkansas  Medical  Center  from  1961 
tmtil  1963. 

Dr.  Bryan  was  as,sociated  with  the  Yuma  Re- 
gional Medical  Center  Hospital  in  Arizona  for 
fotirteen  years,  and  was  an  associate  profes.sor  at 
.Arizona  Medical  School  in  I’ticson.  He  has  been 
associated  with  the  \Teterans  .Administration  Hos- 
pital in  Little  Rock  since  ]tine  1977,  and  he 
serves  as  an  a.ssociate  professor  at  the  LTniversity 
of  .Arkansas  College  of  Medicine. 

SEBASTIAN  COUNTY  MEDICAL  SOCIETY 

The  Sebastian  Cotmty  Medical  Society  has  ac- 
cepted the  following  new  members: 

DR.  L.  LORD  BARNES,  who  is  a native  of 
Manhattan,  Kansas.  Dr.  Barnes  received  his  pre- 
medical  edtication  at  So  tit  hern  State  College, 
Alagnolia,  Arkansas,  and  was  gradtiated  from  the 
LTniversity  of  Arkansas  College  of  Medicine  in 
1969.  Dr.  Barnes  interned  at  the  LTniversity  of 
Kansas  Medical  (Tenter  in  Kansas  City,  Kansas, 
and  then  completed  two  years  of  Internal  Medi- 
cine residency  training  at  the  University  of  Ar- 
kansas Medical  Center.  He  continued  there  from 
1972  until  1974  for  a Fellowship  in  Hematology- 
Oncology'.  Dr.  Barnes  was  an  instructor  in  the 
Department  of  Internal  Medicine  at  the  LTniver- 
sity from  1973  until  1974.  He  then  .served  in  the 
LTnited  States  Air  Force  two  years  and  was  sta- 
tioned at  Keesler  .Air  Force  Base  Medical  Center 
in  Mississippi. 

Dr.  Barnes  practiced  in  Lake  Charles,  I.otiisi- 
ana,  for  six  months  prior  to  his  association  with 
Cooper  Clinic  in  Fort  Smith,  where  he  is  an  In- 
ternist with  subspecialties  in  Hematology  and 
Medical  Oncology.  He  is  certified  by  the  .Ameri- 
can Board  of  Internal  Medicine  in  Internal  Med- 
icine and  Medical  Oncology. 

DR.  MICHAEL  P.  DULLIGAN,  who  was 
born  in  Tampa,  Florida.  Di.  Dulligan  received 
his  pre-medical  education  at  Tulane  LTniversity 
in  New  Orleans,  I.ouisiana,  graduating  in  1965. 
In  1969,  he  was  graduated  from  4’idane  LTniver- 
sity School  of  Medicine.  His  intership  was  com- 
pleted at  Hennepin  County  General  Hospital  in 
Minneajrolis,  Alinnesota,  and  he  returned  to 
Ttdane  Medical  Center  for  one  year  of  General 
Surgery  training.  After  serving  in  the  LTnited 
States  Navy  from  1971  until  1973,  Dr.  Dulligan 
completed  a Neurosurgery  residency  at  Charity 
Hospital  of  Lotiisiana  State  LTniversity  in  New 
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Orleans.  In  .\ugiisl  l!)77,  Or.  Dulligan  ino\ccI 
to  Fort  Sniiih  where  he  is  a Ncnrosurs>eon  on 
the  stall  at  Holt-Krodc  Olinic. 

DR.  DAI  II)  IF.  HAMBLIN,  who  is  a native 
ol  Bartlesville,  Oklahoma.  He  received  his  B.S. 
def>ree  irom  Cientral  State  (a)llet>e  in  Kchnond. 
Oklahoma,  in  19()9.  He  was  t^iadnatecl  Irom  the 
Ihiisersity  ol  Oklahoma  School  ol  Medicine  in 
1972.  Dr.  Hamhlin  interned  at  St.  Francis  in 
Fnlsa,  Oklahoma,  and  eontinned  iliere  lor  a 
year  ol  Cieneral  Surgery  training.  In  1977  he 
completed  a three-year  Ihological  residency  at 
the  Oklahoma  Ihiiversity  Sc  ience  Cienter  in  Okla- 
homa City. 

Dr.  Hamblin  is  an  as.sociate  of  Dr.  Frederick 
Feeler  at  720  Lexington  Avenue  in  Fort  Smitli, 
spceiali/ing  in  Urology. 

DR.  JOHN  D.  LIOIFMAN  who  was  l)orn  in 
Cihicago,  Illinois.  He  received  his  B.S.  degree 
from  the  Ihiiversity  of  Illinois  in  1967,  and  was 
gradnated  from  the  University  of  Illinois  College 
of  Medicine  in  Chicago  in  1971.  He  completed 
his  internship  and  Olistetric-Gynecology  resi- 
dency training  at  Cirady  Memorial  Hos|Mtal  in 
.\tlanta,  Georgia.  Dr.  Hoffman  served  in  tlie 
United  States  .Army  from  1975  until  1977,  and 
was  stationed  at  the  Darnall  .Anny  Hosjiital  in 
Fort  Hood,  Texas. 

He  specializes  in  Obstetrics-Gynecology  and  is 
associated  with  Coojier  Clinic  in  Fort  Smith. 

DR.  WAYNE  WHETSELL,  who  is  a native  of 
Bowman,  South  Carolina.  He  received  his  B.S. 
degree  Irom  Whifford  College  in  Spaitanbnrg, 
South  Carolina,  in  1965.  He  was  gradnated  from 
the  FIniversity  of  South  Carolina  Ciollege  of 
Medicine,  Charleston,  in  1968.  Dr.  \\hietsell 
served  in  the  Ihiited  States  .\ir  Force  lot  ajiproxi- 
niately  ten  years.  He  was  an  intern  at  Keesler 
.Air  Force  Base  Medical  Center  in  Mississippi. 
Dr.  Wdietsell  ccjmjdetcd  two  yc.irs  of  resiclencv 
training  there  in  1973,  before  being  transferred 
to  Lackland  .Air  Force  Base,  Texas,  where  he  re- 
ceived two  years  of  residency  training  at  ^\hlforcl- 
Hall  Medical  Center. 

Dr.  Whetscll  was  stationed  at  the  United  Stales 
.Air  Force  .Academy  Hosjjital  in  (iolorado  for  one 
year  and  was  then  transferred  to  .Andrews  .Air 
Force  Base,  Maryland,  where  he  was  chief  of  the 
Pulmonary  Disea.se  Service  at  Malcolm  Grow 
Medical  Center  from  1974  until  1976;  and  chief 


ol  Internal  Medicine  Seivice  from  1976  until 
1977. 

Dr.  AVhctsell  is  boaicl  certified  in  Pulmonary 
Di.sease  by  the  .American  Boaid  of  Internal  Medi- 
cine. 

He  is  associated  with  Cooper  Clinic  in  Fort 
Smith. 

UNION  COUNTY  MEDICAL  SOCIETY 

4’he  Fbiion  Cionnty  Medical  Society  has  added 
six  new  members  to  its  membershij)  roll.  4 hey 
are: 

DR.  WALTER  J.  (MLI.ER,  JR.,  who  is  a na- 
tive of  El  Dorado.  He  received  his  B.S.  degree 
from  tlie  University  of  .Arkansas  in  1963,  and  his 
AI.D.  degree  from  the  University  of  .Arkansas 
School  cjf  Medicine  in  1967.  Dr.  Giller  served  his 
intertiship  at  Menorah  Medical  Center  in  Kansas 
Ciity,  Missouri.  He  served  in  the  United  States 
.Air  Force  from  1968  until  1976,  dining  wliich 
time  he  was  in  Orthojiedic  Surgery  training  at 
4Vilforcl  Hall  LInited  States  .Air  Force  Medical 
Center,  San  .Antonio,  Texas. 

Dr.  Cdller  is  presently  Commander  of  the 
917lh  Tactical  .Air  Command  Fighter  Group, 
Ibiited  States  .Air  Force  Reserve.  He  served  in 
the  .-\ir  Force  hosjiitals  for  approximately  nine 
years  prior  to  beginning  private  practice  in  Jan- 
uary 1977  at  516  W'est  Faulkner  in  El  Dorado. 
Dr.  Giller  is  associated  with  Dr.  James  G.  Calla- 
way in  tiie  pi  ac  ticc  of  Oi  tho]jecIie  Surgery. 

DR.  RICHARD  D.  JENNINGS,  who  was 
born  in  Canyon,  Lexas.  Dr.  Jennings  rexcived 
his  pre-medical  education  at  .Abilene  Chiislian 
College,  .Abilene,  4’exas:  Lubbock  Chi  istian  Col- 
lege in  Lubbock,  'Lexas,  and  Harding  College 
in  Searcy,  .Arkansas,  recei\ing  his  B.S.  degree 
fiom  tlie  latter  in  1964.  In  1969,  he  was  giadti- 
atecl  from  the  Univcisity  of  .\rkansas  College  ol 
Medicine.  He  intcined  at  St.  Francis  Hospital 
in  Fnlsa,  Oklahoma,  and  was  in  Pathology  resi- 
dency tiaining  at  St.  Vincent  Hospital  and  Med- 
ical Centci  in  Poitland,  Oregon.  Dr.  Jennings 
served  as  llight  suigcon  in  tlie  Ihiited  States  .\ii 
Force  from  1970  until  1973.  He  specializes  in 
Patliology  at  443  4Vest  Oak  in  F.l  Dorado. 

DR.  STEVE  A.  JONES,  who  is  a native  of 
Magnolia,  .Arkansas.  Dr.  Jones  received  his  |)re- 
medical  edneation  at  Southern  State  College  in 
Magnolia,  and  was  gradnated  from  the  FIniver- 
sity of  .Arkansas  College  of  Medicine  in  1972. 
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His  straight  medicine  internship  was  at  the  Uni- 
versity of  Arkansas  Medical  Center  and  the  Vet- 
erans Administration  Hospital  in  Little  Rock. 
Dr.  Jones  completed  two  years  of  Internal  Medi- 
cine residency  training  at  the  University  of  Ar- 
kansas Medical  Center  in  1975,  and  tlten  held  a 
two-year  Gastroenterology  Fellowship. 

He  served  as  an  instructor  in  Medicine  at  the 
Ihiiversity  of  Arkansas  College  of  Medicine  from 
1975  until  1977.  Dr.  Jones  is  l)oai'd  certified  in 
Internal  Medicine  and  specializes  in  Gastroenter- 
ology at  714  4Vest  Faulkner  in  El  Dorado. 

DR.  MOISES  AXTOXIO  MEXEXDEZ,  who 
was  born  in  Lima,  Pern.  Dr.  Menendez  received 
his  M.D.  degree  from  the  University  of  Lima  in 
1970.  He  interned  at  Bon  Seconrs  Hospital, 
Grosse  Pointe,  Michigan,  and  completed  four 
years  of  Surgery  residency  training  at  Ohio  Valley 
■Medical  Center  in  Wheeling,  West  Virginia,  in 
1976. 

Dr.  Menendez  sjjecializes  in  General  and  Vas- 
cular Surgery  at  412  North  W^ashington  in  El 
Dorado. 

DR.  JOEIX  A[(GRA]V,  who  is  a native  of 
Philadelphia,  Pennsylvania.  Dr.  McCiraw  re- 
ceived his  B.S.  degree  from  Regis  College,  Den- 
ver, Colorado,  in  1934,  and  his  M.D.  degree  from 
the  FTniversity  of  Colorado  School  of  Medicine 
in  1939.  He  completed  his  internshi]3  at  Colo- 
rado General  Hospital  in  Denver.  Erom  1941 
until  1946,  Dr.  McGraw  served  in  the  Medical 
Corps.  Erom  1946  until  1947,  he  held  a Eellow- 
ship  at  the  FTniversity  of  Minnesota  in  Minne- 
apttlis.  He  practiced  in  Houston,  Texas,  from 
1950  until  1965.  Erom  1951  until  1957,  he 
served  as  an  associate  professor  at  the  llniversity 
of  Texas  in  Houston,  and  from  1961  until  1965, 
he  .served  as  a professor.  Dr.  McGraw  also  .served 
as  consultant  radiologist  to  the  Herman  Hospital 
and  the  Regional  Office  of  the  Veterans  Admin- 
istration in  Flouston.  Dr.  McGraw  practiced  in 
.\remphis,  Tennessee,  from  1965  until  1968,  and 


he  was  located  in  Bakersfield,  California,  from 
1968  until  1972.  He  moved  to  .Shreveport,  Lou- 
isiana, in  1972  and  practiced  there  until  1975. 
Dr.  McGraw  retired  in  1975,  but  returned  to 
practice  in  March  1977,  when  he  moved  to  El 
Dorado  where  he  practices  Radiology  at  the 
FTnion  Memorial  Hospital.  He  is  certified  by 
the  American  Board  of  Radiology. 

DR.  RAYMOXD  E.  PIXKERTOX,  who  was 
born  in  Amity,  Arkansas.  He  received  his  pre- 
medical education  at  Henderson  State  Teachers 
CTollege  in  Arkadelphia,  where  he  received  his 
B.A.  degree  in  1946.  In  1949,  Dr.  Pinkerton  was 
graduated  from  the  FTniversity  of  Arkansas  Col- 
lege of  Medicine.  Eollowing  the  completion  of 
his  internship  at  Scott-White  Clinic  and  Hos- 
pitals in  'Femple,  I'exas,  he  served  in  the  United 
States  Army  for  twenty-two  years,  receiving  his 
residency  training  in  Anesthesiology  at  Brooke 
.Army  Hospital  in  San  Antonio,  Texas.  Dr.  Pink- 
erton was  in  general  practice  at  Gnrdon,  Arkan- 
sas, for  four  years,  and  he  practiced  Anesthesi- 
ology in  Ponca  City,  Oklahoma,  for  sixteen  years. 

Dr.  Pinkerton  is  an  Anesthesiologist,  associated 
with  the  Union  Memorial  Hospital  in  El  Dorado. 

DR.  JAMES  R.  ALLAN 

The  Van  Buren  County  Medical  Society  has 
accepted  Dr.  James  R.  Allan  as  a new  member. 
Dr.  Allan  was  born  in  Shelbina,  Mis,souri,  and 
was  graduated  from  Northwest  Missouri  State 
College  at  Maryville  in  1950.  Fie  received  his 
M.D.  degree  from  the  ITniversity  of  Nebraska 
College  of  Medicine  at  Omaha  in  1955,  and  in- 
terned at  Lima  Memorial  Hospital  in  Lima, 
Ohio.  Dr.  Allan  practiced  in  Rockport,  Excelsior 
Springs,  Lee’s  Summit,  and  Liberty,  Missouri. 
While  in  Liberty,  he  served  as  chairman  of  the 
Department  of  Eamily  Practice  at  the  Liberty 
Hospital.  Dr.  .Allan  is  board  certified  by  the 
American  Board  of  Family  Practice.  He  is  Med- 
ical Director  of  the  Fairfield  Bay  Medical  Center 
in  Fairfield  Bay. 
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fenoprofen  calcium 
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Dista  Products  Company 
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BENZACEL 


5%  Acne  Gel 
10%  Acne  Gel 


(5%  or  10%  benzoyl  peroxide,  6%  polyoxyethylene  lauryl  ether,  40%  alcohol) 


Early  visible  improvement  helps  to  relieve  anxiety  and 
promotes  patient  cooperation — Simple  and  pleasant  to  use 

• Benzoyl  peroxide  in  a special  alcohol  gel  base — Reliable  and  predictable,  imparts  a pleasant  cooling 
sensation  with  controlled  drying  of  sebaceous  oils.  Accelerates  desguamation. 
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on  application,  for  greater  patient  acceptance. 
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Description:  5%  or  10%  benzoyl  peroxide,  6% 
polyoxyethylene  lauryl  ether  and  40%  alcohol  in  an 
astringent  gel  containing  colloidal  magnesium  aluminum 
silicate,  hydroxypropyl  methylcellulose,  citric  acid,  fragrance 
and  purified  water. 

Action:  Provides  drying,  desquamative  and  antiseptic 
activity. 

Indication:  An  aid  in  the  treatment  of  acne. 

Dosage  and  Administration:  Wash  affected  areas  prior  to 
application.  Apply  once  or  more  daily  or  as  directed 
by  physician 


Contraindications:  Should  not  be  used  by  patients  having 
known  sensitivity  to  either  benzoyl  peroxide  or 
polyoxyethylene  lauryl  ether. 

Precautions:  For  External  Use  Only.  Not  for  ophthalmic  use 
Keep  away  from  eyes  and  mucosae.  Very  fair  individuals 
should  begin  with  a single  application  at  bedtime  allowing 
overnight  medication.  May  bleach  colored  fabrics.  Keep  this 
and  all  other  medications  out  of  the  reach  of  children. 
Caution:  Federal  law  prohibits  dispensing  without 
prescription. 
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MICHAEL  RUDKO,  M.D.,  P.A. 
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GENERAL  THORACIC  AND  CARDIOVASCULAR  SURGERY 
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Case  Report 

Prinzmetal  Variant  of  Angina  Pectoris 

David  M.  Johnson,  M.D.* 


PRINZMETAL  VARIANT  OF  ANGINA  PECTORIS 

Jn  1959,  Prinzmetal,  et  al,^  described  a variant 
of  angina  pectoris.  Although  it  caused  chest  dis- 
comfort similar  to  classic  angina  pectoris  in  loca- 
tion and  cjuality,  it  differed  in  the  following 
characteristics: 

a.  The  chest  discomfort  began  more  com- 
monly at  rest,  but  not  with  exertion. 

b.  .ST  elevation  occurred  during  chest  pain 
but  the  electrocardiogram  was  normal  in 
the  absence  of  pain. 

c.  There  was  a single  coronary  artery  disease 
with  a focal  lesion. 

d.  Exercise  testing  was  characteristically  nor- 
mal. 

e.  Cardiac  arrhythmias  commonly  occurred 
during  pain. 

f.  Frequent  myocardial  infarction  occurred  in 
the  involved  area. 

Reported  herein  is  such  a case  with  review  of 
the  pertinent  medical  literature  regarding  this 
most  interesting  syndrome. 

CASE  SUMMARY 

L.  C.  - SMC  #19007: 

This  58-year-old  white  female  was  brought  to 
the  Emergency  Room  on  1-14-76  with  syncope 
and  chest  pain.  She  stated  the  onset  of  substernal 
chest  discomfort  associated  with  nausea,  vomit- 
ing and  diaphoresis.  This  began  as  bilateral 
hand  and  arm  pain  and  rapidly  moved  to  the 
substernal  region  of  the  chest.  Shortly  after  ad- 
mission, the  patient  lost  consciousness  and  was 
fotmd  to  have  repeated  ventricular  tachycardia, 
which  was  successfully  treated.  Her  admission 
electrocardiogram  dtiring  pain  revealed  maiked 
ST  segment  elevation  in  the  inferior  leads.  1 he 
.ST  .segment  elevation  disappeared  following  the 
relief  of  pain  and  stabilization  of  the  patient. 
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On  close  questioning,  the  patient  stated  she 
had  had  similar  but  more  mild  episoiles  for  the 
last  two  years.  T hey  w'oidd  occur  on  a monthly 
basis  and  would  last  less  than  30  minutes,  but 
were  not  necessarily  related  to  activity.  She 
stated  most  of  these  occurred  with  rest  or  during 
the  night  while  asleep. 

The  patient  smokes  cigarettes  and  has  a 40  to 
50  pack  year  history  of  cigarette  smoking.  .She 
had  no  history  of  lipid  abnormalities  or  diabetes. 
She  had  not  been  hypertensive  and  there  was  no 
history  of  cardiac  murmur,  cardiomegaly,  or  rheu- 
matic fever.  She  did  describe  shortness  of  breath 
and  dyspnea  without  orthojtnea  or  paroxysmal 
nocturnal  dyspnea.  The  patient  was  on  no  medi- 
cation prior  to  admission. 

Past  medical  and  surgical  history  were  unre- 
markable. 

Physical  examination  revealed  blood  pressure 
90/60;  pulse  72  and  regular;  respirations  18.  The 
heart  had  a regular  rhythm  without  murmur. 
There  was  a fourth  heart  .sound  but  no  third 
heart  sound  noted.  .-\2  was  etpial  to  P2.  There 
was  no  definite  enlargement  of  the  left  or  right 
ventricular  chamber  on  palpation  or  percussion 
of  the  precordium.  Chest  was  clear  to  ausculta- 
tion and  jrercussion.  The  patient  ilid  exhilht  an 
occasional  rhonchi  and  expiratory  wheezes.  Re- 
mainder of  the  physical  examination  rvas  normal. 

Laboratory  ilata  revealed  hemoglobin  of  15.1 
gm,  hematocrit  of  44%,  and  a white  count  of 
13,000  with  69%  polys.  .Sodium  was  128,  potas- 
sium 4.0,  chloride  102,  and  COo  was  19.  BUN 
was  11  and  fasting  blood  sugar  was  359.  .Serum 
monitoring,  SCOT,  and  LDH  during  hospitaliza- 
tion were  normal. 

Chest  x-ray  showed  fibrotic-appearing  densities 
in  the  right  upper  lung  field  with  some  elevation 
of  the  right  hilum.  A lung  scan  was  normal. 

The  patient  was  treated  in  the  Coronary  Care 
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llnil  lor  ventricular  irritability  and  controlled 
with  Lidocaine.  She  was  jilaced  on  a mainte- 
nance dose  of  Quinidine  sulfate.  The  electro- 
cardiogram the  following  day  showed  a [jattern 
of  an  old  inferior  infarction  with  no  acute  injury 
ixittern.  She  did  well  and  was  transferred  out  of 
the  (loronary  Unit  after  no  significant  arrhyth- 
mias was  present  over  the  next  three  days.  On 
l-21-7(),  she  had  another  severe  epi.sode  of  chest 
pain.  Electrocardiogram  at  that  time  revealed  an 
inferior  injury  pattern.  She  was  treated  with 
seven  sublingual  nitroglycerin  tablets  over  the 
next  25  minutes  with  resolution  of  the  pain. 
Electrocardiogram  jrerformed  immediately  after 
resohition  of  pain  again  showed  the  pattern  of 
an  old  inferior  infarction  with  no  actite  injtiry 
jKittern.  At  that  time  it  was  felt  that  the  patient 
Iiad  Prinzmetal’s  angina  and  she  was  started  on 
Propranolol  therapy,  with  im|)rovement  in  chest 
symjjtoms.  She  was  discharged  on  1-26-76  with 
tlie  impression: 

(1)  Organic  heart  di,sease 

I.  Proltable  arteriosclerotic  heart  dis- 
ease. 

II.  Probable  major  proximal  coronary 
occltisive  disease  vs.  coronary  artery 
spasm. 

III.  N ormal  sinus  rhythm,  compen,sated; 
Prin/metal's  angina  — repetitive  ven- 
trictilar  tachycardia. 

IV'.  Functional  chess  I\'  at  present. 

(2)  Diabetes  mellitus  on  insulin  therapy  — 2 
hour  blood  sugar  ranging  from  150  to  180. 

Because  coronary  arteriograms  were  needed, 
she  was  transferred  to  a Little  Rock  hospital  for 
coronary  catheterization.  At  the  time  of  di.s- 
charge,  medications  were  Propranolol  20  mg. 
<|.i.d.,  Quinidine  .SO4  200  mg.  t|.i.d.,  Isordil  5 
mg.  stiblingual  q4Ii  while  asleep  and  every  2 
hotirs  while  awake,  NPEI  Insulin  30  units  each 
morning,  and  nitroglycerin  sublingual  jr.r. n.  for 
chest  jjain. 

The  patient  was  ailmitted  to  the  Arkansas  Bap- 
tist Hospital  on  1-26-76  under  the  care  of  a Little 
Kock  cardiologist.  On  1-27-76,  a left  heart  cathe- 
terization with  lelt  ventricular  angiogram  and 
right  and  left  coronary  arteriogram  was  per- 
formed. On  left  ventricular  angiogram,  the  pa- 
tient had  inferior  wall  hypokinesis  and  a slightly 
elevated  left  ventricular  end-diastolic  pre.s.sure. 
The  left  coronary  artery  revealed  an  area  of  05% 
narrowing  of  the  proximal  left  circumflex  artery. 


It  was  noted  the  patient  had  a lelt  dominant  cir- 
ctdatory  pattern.  The  right  coronary  artery  was 
very  small  ending  approximately  in  the  acute 
margin.  The  remainder  of  the  vessels  did  not 
reveal  evidence  of  obstructive  di, sea.se. 

It  was  strongly  recommended  she  have  coro- 
nary artery  surgery  but  the  patient  completely 
refused  this  possibility.  All  risks  of  the  surgery 
versus  not  having  the  surgery,  and  specifically 
the  danger  of  repetitive  ventricular  tachycardia 
associated  with  her  angina  pectoris,  were  ex- 
plained. .She  was  discharged  1-30-76  on  Isordil 
10  mg.  q.i.d..  Propranolol  20  mg.  tj.  i.d.,  and 
Quinidine  sulfate  10  mg.  q6h.  She  also  remained 
on  insulin  therapy  as  outlined,  and  an  1800  cal- 
orie diabetic  diet.  She  was  strongly  advised  to 
discontinue  cigarette  smoking.  The  final  im- 
pression was: 

(1)  Organic  heart  disease 

L Arteriosclerotic  heart  disease. 

II.  95%  narrowing  of  the  proximal  left 
circtimflex. 

III.  Normal  sinus  rhythm,  compensated, 
Prinzmetal's  angina  with  history  of 
repetitive  ventricular  tachycardia  with 
abnormal  left  ventricular  angiogram 
and  inferior  hypokinesis. 

1\^.  Functional  class  111. 

(2)  Diabetes  mellitus,  insulin  dependent,  con- 
trolled with  insulin  replacement. 

The  jiatient  was  seen  for  follow-up  jrost  cathe- 
terization on  2-2-76  and  again  refused  surgery. 
.She  was  continued  on  Propranolol,  Isordil  and 
Quinidine  sulfate  as  outlined. 

She  was  last  .seen  on  3-1-76  feeling  well  and 
using  no  nitroglycerin.  Blood  pressure  was 
110/70;  her  heart  was  regular  at  a rate  of  70 
]jer  minute.  Chest  examination  revealed  bilateral 
expiratory  wheezes,  and  she  has  continued  to 
smoke  cigarettes.  She  was  asked  to  return  in  two 
weeks  for  follow-up,  but  failed  to  report. 

DISCUSSION 

Following  Prinzmetal’s  work,  reports  from 
other  investigators  confirmed  his  initial  impres- 
sions. Although  ordinarily  only  a single  ves.sel 
was  involved,  multivessel  involvement  was  also 
noted. - 

'With  the  development  of  coronary  saphenous 
vein  bypass  stirgery,  the  identification  of  this 
syndrome  became  more  than  academic.  Patients 
with  single  vessel  disease  who  had  adequate  distal 
run-off  and  myocardial  function  became  good 
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caiulidatcs  for  l)y|)ass  surgery.  I heir  olhervvise 
pool  prognosis  and  recinrent  ejiisoiles  ol  ehesi 
pain  made  surgery  more  applic  alile.'* 

Recent  reports  liave  described  at  least  II  pa- 
tients with  Piin/metal's  \ ai  iant  angina  who  have 
been  studieil  liy  coronary  arteriogra|)liy  or  post- 
mortetn  examimition. ‘ Of  tliese  cases,  I!)  had 
proximal  oednsive  coronary  artery  disease.  One 
of  tlie  19  patients  had  associated  s|)asm  during 
arteriography.  Kiglit  of  the  II  patients  had  nor- 
mal or  less  thati  25  percent  occlusion  of  the  coro- 
nary arteries.  I hree  of  the  eight  "normal"  jia- 
tietits  had  detnotisti  ated  spasm  during  coronal  ) 
arteriography,  with  S'l’  elevation  on  electrocar- 
diogram and  chest  pain,  d his  iiulicates  that 
about  75  percent  of  patients  with  Prin/metars 
variant  angina  will  have  se\ere  occlusive  coro- 
nary artery  disease;  a smaller  number  will  have 
normal  or  near  normal  coronary  arteries.  .Sjiasm 
during  arteriography  has  been  documented  in 
the  latter  grotip.  d'he  high  incidence  of  severe 
occlusive  proximal  disease  would  indicate  that 
all  ]jatients  with  this  syndrome  should  have  coro- 
nary arteriography. 

Pain  in  variant  angina  occurs  almost  always 
at  rest  and  is  rarely  reproducible  with  exercise. 
Any  definition  of  variant  angina  is  complicated 
by  the  fact  that  pre-infarction  angina  is  not  in- 
frecpiently  characterized  by  recurrent  pain  at 
rest.  PriiizmetaP  pointed  out  that  “jjie-infarction 
angina  by  definition  leads  to  infarction  in  a 
short  time  and  the  attacks  of  angina  tend  to  grow 
increasingly  severe.” 

Elevation  of  the  S'l  segment  is  characteristic 
of,  blit  not  limited  to,  variant  angina. 

.-\bsence  of  arteriogra]diic  evidence  of  coronary 
artery  disease  in  patients  with  Prinzmetal  angina 
has  been  reported  by  a number  of  workers.''’  ’’  If 
this  is  true,  another  mechanism  must  be  present. 

(loronary  spasm,  occurring  in  a normal  vessel 
or  triggered  at  a site  of  mild  disease,  has  been 
postulated  as  a mechanism  of  Prinzmetal's  variant 
angina,  and  reports  clocnmenting  coronary  sixism 
have  appeared.''’  ’*’  ” d’he  sixism  is  relieved  by 
nitroglycerin.  Spasm  has  been  postulated  as  the 
cause  of  myocardial  infarction,'-  and  is  the  prob- 
able cause  of  chest  ])ain  in  nitrate  workers  when 
their  ex]tosure  is  stopped.' * 

Dhurandhar'*’  in  1972  described  a patient  with 
spasm  of  the  proximal  right  corctnary  artery.  A 
bypass  graft  was  performed  but,  despite  a patent 
graft,  the  angina  recurred  and  the  patient  died. 


riie  only  sigiiilicanl  linding  at  aiilojrsy  was  a 
|)lacpie  that  narrowed  the  lighl  coronary  artery 
by  75*'„  at  the  site  ol  the  spasm.  I his  sup])orted 
Prinzmetars  hyjiolhesis  that  variant  angina  is 
produced  by  spasm  oi  a coronary  artery  with  a 
comjnoniised  Ininen.  1 he  |)aiient  he  re|K)ried 
had  distill  batices  of  rhvthm  din  ing  episodes  ol 
pain,  which  is  commonly  described.'''^ 

Prinzmetal  also  proposed  that  intrea.ses  in  coro- 
nary artery  tone  with  a compromised  lumen  led 
to  temporary  occlusion  of  the  artery  with  result- 
ant pain  and  electrocardiographic  changes.'  If 
s|jasm  of  a coronary  artery  is  the  cause  of  this 
syndrome,  the  mechanism  of  the  spasm  is  not 
clear. 

Cheng,  et  al,'’  in  1973  discussed  five  cases  of 
variant  angina  studied  with  coronary  arterio- 
grams. Four  of  these  had  uormal  coronary  ar- 
teries. He  derived  two  important  conclusions 
from  this  study.  First,  identical  ERG  changes 
may  be  observed  in  the  presence  and  absence  of 
pain  and  thus  the  severity  and  incidence  of  vari- 
ant angina  could  be  underestimated.  Second, 
until  a larger  population  of  patients  are  studied, 
one  must  not  assume  that  all  patients  with  this 
syndrome  are  operative  candidates  for  coronary 
saphenous  vein  bypass  surgery. 

I’he  occurrence  of  coronary  spasm  oilers  a 
logical  account  for  anginal  attacks  that  occur  al 
rest  anti  are  not  associated  with  tachycardia,  ele- 
vated blood  |nessure,  or  increased  cartliac  work. 
It  is  po.ssible  that  sjxism  could  result  from  circu- 
lating sidxstances  on  smooth  muscles  of  arteries, 
which  coidd  account  for  angina  during  chilling 
and  smoking.  One  case  of  variant  angina  initi- 
ated by  ingestion  of  ice  water  has  been  tie- 
scribed.'''’  Ht)wever,  spasm  has  not  tt)nsistently 
been  assttciatetl  with  the  occurrente  of  angina  in 
either  normal  or  diseasetl  vessels."’  .Also,  when  it 
occurs  tluriug  ct)rt)nary  arteriograms,  it  is  usually 
asymptomatic  anti  not  associatetl  with  ERG 
changes. 

Hart  anti  associates”  in  1971  tlescribetl  a pa- 
tient with  recurrent  tachycartlia  wht)  hatl  a single 
coronary  artery  tlemonstratetl  by  coronary  arteri- 
ttgrajiliy.  Arterial  spasm  with  chest  pain  and 
PVGs  occurretl  during  arteriography.  .\  saphe- 
nous vein  bypass  graft  was  tlone  wilhttut  success 
anti  pain  recurretl.  d hey  also  t|uestionetl  the  use 
t)f  bypass  grafting  for  relief  of  symptomatic  coro- 
nary artery  spasm. 

Ring,  et  al,'"  in  1973  tlescribetl  severe  narrow- 
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ing  producing  nearly  total  occlusion  of  a min- 
imally diseased  right  coronary  artery  in  a patient 
with  Prinzmetal's  variant  angina.  ST  segment 
elevation  occurred  during  periods  of  chest  pain 
precipitated  by  emotional  upset.  Similar  noc- 
turnal changes  were  a.ssociated  with  rapid  eye 
movement  (REM)  and  sleep  from  which  the  pa- 
tient would  at  times  awaken  with  chest  pain. 
Treatment  with  Propranolol  resulted  in  greater 
intensity  and  duration  of  the  chest  pain.  Sub- 
lingual Isosorbide  Dinitrate  completely  abolished 
the  chest  pain.  King  suggested  that  this  thera- 
peutic response  was  consistent  with  the  possibility 
that  excessive  response  of  the  mildly  diseased 
arterial  segment  to  catecholamines  might  have 
caused  the  arterial  spasm.  Serum  levels  of  cate- 
cholamines have  been  shown  to  rise  with  anxi- 
etyi®  and  it  was  speculated  that  the  alpha  re- 
ceptors responded  to  Propranolol  and  the  favor- 
able response  to  nitroglycerin  are  consistent  with 
this  possibility. 

Yasued®  et  al,  in  1971  evaluated  different  drugs 
in  ten  patients  with  variant  angina  in  an  attempt 
to  find  the  role  of  the  autonomic  nervous  system 
in  the  pathogenesis  of  this  syndrome.  In  these 
cases  methacholine  induced  the  attacks  and  atro- 
pine suppressed  the  attacks.  Epinephrine  induced 
attacks  in  two  patients  and  propranolol  was  with- 
out effect  in  suppressing  the  attacks.  Ele  con- 
cluded that  the  enhanced  activity  of  the  para- 
symjiathetic  neirous  system  occurring  at  rest  is 
involved  in  the  initiation  of  the  attacks.  This 
stimulation  of  the  sympathetic  nerve  in  turn  in- 
duces coronary  artery  spa.sm  by  activating  alpha 
(vasoconstrictor)  receptors  present  in  the  large 
coronary  arteries. 

The  fact  that  the  anginal  attack  was  induced 
by  the  administration  of  the  parasympathomi- 
metric  drug,  methacholine,  and  was  suppressed 
by  the  parasympatholytic  drug,  atropine,  strongly 
suggests  that  the  enhanced  parasympathetic 
nervous  .system  is  involved  in  the  onset  of  the 
attack.  The  fact  that  tlie  attacks  occur  at  rest 
and  not  after  exertion  is  compatible  with  this 
concept.  It  is  known  that  the  parasympatlictic 
activity  is  increased  during  rest  and  suppressed 
during  exercise.-o  Thus  it  appears  probable  that 
excessive  parasympathetic  activity  stimulates  the 
sympathetic  nerve,  causing  vasoconstriction  of 
large  coronary  arteries  by  way  of  alpha  receptors 
present  in  coronary  arteries.  This  spasm  jwo- 


duces  the  anginal  attacks  and  associated  .ST  seg- 
ment elevation  on  electrocardiogram. 

Treadmill  exercise  testing  in  variant  angina  is 
of  limited  helj)  in  differentiating  jiatients  with 
occlusive  coronary  artery  disease  from  those  with 
coronary  spasm.  In  Cheng’s  series^'  of  four  pa- 
tients with  normal  coronary  arteries  and  variant 
angina,  in  only  one  was  there  .ST  segment  eleva- 
tion and  chest  pain  during  an  exercise  test.  Care 
must  be  taken  in  using  stress  testing  for  this 
group,  however,  because  of  the  possibility  of 
severe  proximal  occlusive  disease  and  the  pre- 
carious balance  of  oxygen  demands  and  delivery. 
In  general,  ,ST  segment  elevation  during  exercise 
at  onset  of  chest  pain  may  be  indicative  of  severe 
proximal  occlusive  disease. 

Kemp--  reported  an  abnormal  stress  test  in  a 
54-year-old  man  with  variant  angina.  Intermit- 
tent .ST  segment  elevation  was  manifested  with 
treadmill  stre.ss  testing  associated  with  an  epi- 
sode of  chest  discomfort.  His  finding  was  that 
not  all  patients  with  .ST  segment  elevation  at 
rest  during  anginal  episodes  will  have  repro- 
ductible .ST  elevation  during  or  after  exercise. 
The  use  of  treadmill  stress  testing  as  a potential 
case  finder  needs  to  be  cautioned. 

Sweet,--’’  et  al,  reported  a patient  with  atypical 
chest  pain  and  a resting  ST-T  abnormality  that 
reverted  to  normal  with  exercise.  However,  he 
experienced  severe  chest  pain  shortly  after  stop- 
jiing  exercise  and  a later  electrocardiogram 
showed  an  acute  anterolateral  infarction. 

Exercise  testing  is  being  used  more  and  more 
to  evaluate  cardiac  patients,  and  patients  with 
atypical  chest  pain  are  very  likely  to  undergo 
stress  testing.  This  test  is  safe  with  a mortality 
of  0.01  percent;--'’  however,  patients  with  variant 
angina  may  he  at  particularly  high  risk  for  stress 
testing. 

.Sweet--'’  made  the  following  observations  in 
this  situation: 

1.  Chest  j^ain  is  absent  in  these  patients. 

2.  .ST-T  changes  used  as  index  of  ischemia  is 
unpredictable  in  this  group  of  patients. 

3.  Normalization  of  ST-T  changes  during  ex- 
ercise may  indicate  progressive  ischemia 
and  offer  a false  sense  of  .security. 

4.  Since  the  pain  occurs  at  rest  or  at  night,  a 
more  physiologic  and  less  ha.zardous  ap- 
proach would  be  the  continuous  use  of 
Holter  monitoring. 
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T).  Because  ol  grace  piognosis  and  ol  ahoce 
inentioiiecl  clilliculties,  early  angiographic 
sliulies  Ic)  obtain  a mote  clelinilice  diagnosis 
are  advised.  1 his  is  not  only  nselnl  to  de- 
line  the  area  ol  ohsti  iiction,  but  also  to 
demonstrate  coronary  artery  spasm  dining 
an  e|)isc)cle  of  pain. 

In  jiatients  evith  normal  arteriograms  in  whom 
s|)asm  is  a possible  mechanism  for  ischemia,  med- 
ical therapy  with  nitrates  and  propranolol  should 
be  tried  initially.  Cfnazzi,  et  al,-^  used  long-term 
jnopranolol  in  five  patients  with  this  syndrome 
and  were  highly  successful.  In  four  patients  there 
was  the  complete  disappearance  of  subjective 
symptoms  and  of  the  electrocardiographic  changes 
timing  the  anginal  attacks.  In  one  patient  the 
anginal  episodes  occurred  with  less  fret|nency  and 
severity.  His  findings  indicated: 

a.  The  attacks  were  not  secondary  to  modifi- 
cations which  acutely  increase  oxygen  con- 
sumption of  the  heart. 

b.  No  pattern  could  be  given  for  the  success 
of  the  drug  with  regard  to  blood  pressure 
or  left  ventricular  work. 

c.  Cardiac  function  was  improved  in  each  pa- 
tient after  propranolol  dosage. 

They  found  these  observations  were  not  ex- 
plained with  the  commonly  suggested  mechanism 
of  action  of  propranolol  in  angina  pectoris.  The 
effects  were  strictly  dose-related  and  optimal  re- 
sults achieved  at  individualized  dosages. 

The  effect  of  drug  therapy  in  the  long  term 
medical  management  of  variant  angina  pectoris 
has  not  been  adecpiately  evaluated.  PrinzmetaB 
re]rorted  prevention  of  attacks  with  the  vasodila- 
tor nylidrin  hydrochloride. 

In  the  experience  of  MacAlpin,  et  ah'"’  medical 
therapy  resulted  in  partial  alleviation  of  symp- 
toms, implying  a better  progress  than  given  by 
Silverman.'*  MacAlpin**  suggested  that  denerva- 
tion by  atlventital  stripping,  coupled  with  coro- 
nary artery  bypass  operation  in  cases  of  severe 
coronary  occlusive  disease,  may  alleviate  the 
problem  of  recurrent  spasm  at  or  beyond  the  site 
of  bypass. 

The  surgical  mortality  and  long-term  results 
of  surgery  must  be  balanced  against  not  pet  lorm- 
ing  the  |)rocednre.  Follow'-np  information  on  15 
patients  in  the  literature  wdth  variant  angina 
pectoris  showed  that  six  of  the  15  had  not  had 
a myocardial  infarction  and  were  alive  an  aver- 
age of  nine  months  after  diagnosis.'*  Four  pa- 


tients had  an  inlatatioti  within  thtee  tnotuhs 
aftci  diagnosis  btit  smvived,  and  live  died  ati 
aveiage  of  1!)  months  |)ost-diagnosis. 

d ims  the  piognosis  in  variant  angina  jjectoris 
appeals  to  be  poor,  with  death  or  infarction  oc- 
curring  in  a high  percentage  of  patients  less  than 
a year  post-diagnosis,  d'his  would  justify  a vig- 
orous treatment  program  after  diagnosis.  Med- 
ical and  vasodilatoi  thcra])y  has  its  limitations 
as  discussed;  bypass  of  a localized  obstruction 
with  a saphenous  vein  graft  appeals  to  be  a 
.sound  therapeutic  approach. 

Gaasch-''*  rejjorted  in  1974  six  ])aticnts  who 
underwent  such  a therapeutic  program.  He  also 
reported  18  additional  cases  from  the  literature. 
Postoperatively  only  38%  of  the  entire  surgically 
treated  group,  however,  w'ere  free  of  pain  with 
no  evidence  of  myocardial  infarction.  There  w;is 
lack  of  .symptomatic  improvement  in  29%. 
Twenty-one  percent  had  symptomatic  improve- 
ment but  myocardial  infarction  and/or  graft  oc- 
clusion had  occurred.  Early  mortality  was  12%. 
They  conclutled  that  surgical  results  for  patients 
with  variant  angina  were  inferior  to  those  in 
patients  w'ith  classic  angina.  In  their  series  and 
others,  bypass  surgery  in  those  patients  with 
demonstrated  coronary  artery  spasm  hatl  been 
totally  nnsuccessful. 

Shnbrooks,  et  al,-‘*  in  1975  reported  twenty 
patients  with  the  variant  angina  syndrome.  4 he 
angina  was  fretjuently  associated  with  arihyth- 
mias.  Of  the  twenty  patients,  15  underwent  by- 
pass surgery  resulting  in  one  noiicardiac  post- 
operative death,  one  |)erioperative  infarction, 
and  relief  of  pain  in  all  14  survivors.  After  a 17- 
month  follow-u])  jicriod,  all  survivors  are  pain 
free.  Their  experience  was  iti  contrast  to 
Gaasch,-5  as  they  fontitl  that  most  patients  with 
significant  fixed  coronary  lesions  do  w'ell  after 
coronary  bypass  surgery. 

CONCLUSIONS 

1.  Prinzmetars  variant  angina  is  a spet  tnttn 
with  variations  in  coronary  artery  linditigs  rather 
than  a specific  anatomic  disease.  It  is  character- 
ized by  spontaneotts  chest  pain  which  occitrs  at 
rest  and  is  associated  with  SF  segmetit  elevation. 

2.  All  patients  with  this  syndrotne  should  be 
studied  by  coronary  arteriograms  since  no  clitiical 
or  electrocardiographic  manifestations  can  dis- 
tingitish  those  with  normal  coronary  arteries  from 
those  with  jMoximal  obstructive  lesions. 
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3.  Patients  with  severe  proximal  obstructive 
lesions  should  probably  undergo  coronary  artery 
l))  pass  surgery. 

4.  Coronary  artery  bypass  surgery  shoukl  not 
be  recommended  for  those  with  variant  angina  in 
the  absence  of  high-grade  obstructive  lesions. 

5.  Short  and  long-term  medical  therapy  in- 
cludes a short  acting  vasodilator,  sucir  as  sub- 
lingual isosorbide  dinitrate.  Propranolol  has 
occasionally  been  helpful. 
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Growth  Retardation  Syndromes 
Associated  with  Hypophosphatemia 

Debra  Henry,  M.D.,  and  M.  Joycelyn  Elders,  M.D.* 


INTRODUCTION 

' he  chllerential  diagnosis  of  growth  retarda- 
tion in  children  inelnde  various  nietaitolic  bone 
diseases  associated  with  chronic  hypophosphate- 
mia. 

Phosphorus  is  essential  to  normal  bone,  muscle, 
nervous  svstem,  and  ervthrocvte  function.  In 
addition,  it  is  essential  for  the  intermediary 
metabc:)lisni  of  carbohydrate,  protein,  fat,  and  the 
body’s  apparatus  for  generating  and  storing  en- 
ergy. Deficiency  of  this  metal  may  be  manifest 
by  delirium,  seizures,  neuropathy,  myopathy,  or 
a variety  erf  hematologic  abnormalities.  The 
chronic,  mild  hypophosphatemia  associated  with 
metabolic  bone  disease  is  rarely  fatal,  but  may 
cause  growth  retardation  in  children.-’ 

This  review  was  done  because  of  four  children 
referred  for  evaluation  of  severe  growth  retarda- 
tion and  found  to  have  hypophosphatemia.  Each 
of  the  children  were  muisnal  because  of  the  rarity 
of  their  disorder,  its  inherited  nature  and  the 
different  approaches  to  therapy. 

CASE  REPORTS 

Case  1:  D.  J.  was  an  11-year-olcl  male  referred 
for  evaluation  of  growth  retardation.  Develop- 
ment was  considered  tvithin  normal  limits  except 
for  slow  growth. 

Physical  examination  revealed  a short,  some- 
what chidrby,  muscidar  11-year-old  in  no  acute 
distress.  BP  14()/9(),  Ht  120  cm,  Wt  35.8  kg,  up- 
per: lower  ratio  was  1:1,  head  circumference  55 
cm.  Physical  examination  was  otherwise  within 
normal  limits.  Bone  age  was  approximately  7 
years.  Bone  density  and  architecture  were  felt  to 
be  normal. 

Our  initial  impression  w'as  that  this  young  man 
had  growth  hormone  deficiency.  Arginine-insulin 
growth  hormone  stimulation  test  was  normal. 

Thyroid  function  studies  w-ere  within  normal 
limits.  .Serum  calcium  10.9  mg/tll  (normal  9.3  - 
10.0  mg/tll),  PO4  1.8  mg/dl  (normal  3.0 - 4.5 
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mg/tll),  alkaline  phosphatase  204  King-.\rm- 
strong  units  (normal  28-  100). 

He  was  diagnosed  as  hypophosphatemic  vita- 
min D-resistant  rickets  (VDRR)  and  treated  with 
a high  phosphate  diet,  Neutra-phos,  2 caps  t.i.d, 
(etpiivalent  to  1500  mg  elemental  phosphorus  jter 
tlay  and  vitamin  D,  10,000  units/day). 

On  follow-up  visit  six  months  after  beginning 
therapy,  his  height  had  increased  only  1 cm,  his 
.sertim  calcium  was  9.7  mg/dl,  PO4  4.3  mg/dl, 
alkaline  phosphatase  198.  It  was  felt  that  this 
represented  an  inadecjuate  response  in  growth; 
therefore,  his  Neutra-phos  was  increased  to  2 
caps  cj.i.d.  d he  patient  has  tolerated  this  therapy 
w'ell  and  has  showm  a moderate  grow'th  response. 


Case  2:  N.  J.  w'as  a 5-year-old  male,  the  prod- 


ligiirc  I. 

Photograph  of  N.  j.  Note  small  si/c  and  multiple  skeletal  de- 
formities. 
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HCt  of  a FTNSD  weigliing  6 ll)s.  5 ozs.  There  was 
nothing  nnnsnal  about  the  neonatal  period.  The 
patient  had  a good  appetite  and  intake,  and  had 
no  real  difficulty  until  one  year  of  age  when  he 
caught  his  right  leg  in  an  iron  bed  and  fractured 
his  femtir.  He  was  hospitalized  for  two  months. 
Following  discliarge  the  fracture  site  remained 
tender  and  sore  to  touch,  lire  patient  never 
learned  to  walk  unassisted  after  the  accident,  but 
would  pull  up  on  furniture  if  encouraged.  He 
had  poor  weight  gain,  protuberant  abdomen,  de- 
formities of  his  chest  and  extremities,  and  ex- 
cessively mobile  joints. 

The  patient  had  three  brothers  and  two  sisters 
ranging  in  age  from  7 years  to  8 months.  All  were 
descrilred  as  being  in  good  health,  but  were  small 
for  age. 

I'he  patient  was  referred  for  evaluation  of 
growth  retardation. 

Physical  examination  revealed  an  obviously 
malnourished  child  with  a rather  sad  passive  atti- 
tude. BP  104/80,  Ht  70  cm  (50th  percentile  for 
14  months  of  age),  Wt  12.5  kg,  head  circumfer- 
ence 48  cm,  chest  circumference  38  cm,  abdominal 
circumference  42.5  cm.  The  patient  was  unable 


to  stand  Init  could  sit  without  support.  Fie  had 
multiple  skeletal  deformities  including  a thoracic 
scoliosis  and  kyphosis  with  lower  lumbar  lordosis, 
bell-shaped  thorax  with  easily  visible  costochon- 
dral junctions  and  subcostal  or  Harrison's  groove. 
There  were  bony  deformities  of  the  forearms  and 
bowing  of  the  lower  extremities  (Figure  1). 

Laboratory  Data:  Electrolytes,  BUN,  and  total 
serum  protein  were  normal.  Urinalysis  revealed 
a pH  of  7,  S.G.  1.029,  and  generalized,  gross 
aminoaciduria.  The  calcium  was  8 mg%,  phos- 
phorus 1.6  mg%,  alkaline  phosphatase  was  168 
K-A  units.  Skull  films  and  long  bone  series  were 
consistent  with  rickets  (Figures  2,  3). 

The  patient  was  begun  on  a high  calcium,  high 
protein  diet,  vitamin  D 2000  units/day,  and  anti- 
biotics for  his  pneumonia.  Repeat  long  bone 
series  failed  to  show  any  new  bone  formation 
after  three  weeks  of  therapy,  nor  was  there  a 
change  in  serum  chemistries.  The  vitamin  D was 
increased  to  100,000  units/day  following  which 
the  patient’s  urinary  excretion  of  calcium  in- 
creased, serum  alkaline  phosphatase  decreased, 
serum  phosphorus  increased  and  calcium  deposi- 
tion in  bone  could  be  demonstrated  after  10  days. 


Figure  2. 

Roentgenogram  of  skull  of  N.  J.  Note  separation  of  sutures  and  frontal  bo.ssing. 
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Eight  iiionllis  tiller  tlischtirge  liom  the  hosjiiltil 
oil  100, 000  I.lh  ol  \ ilaiiiiii  1)  chiily,  he  Iitiil  grown 
8 cm  and  gained  5 kg,  ivas  ivalking  norinally  and 
skeletal  ahnornialities  ivere  lelt  to  he  ;i])proach- 
ing  normal  radiogrtiphictdly.  Eat  lent  ivas  diag- 
nosed as  vitamin  D-dependeni  rickets  (VDDR). 
Me  has  done  well  on  50.000  l.lh  ol  vittmiin  1) 
daily. 

Case  3:  J.  H.  was  the  product  ol  a F'ENSl), 
weighing  8 lbs.  1 oz.  d'here  were  no  prenatal  or 
jierinatal  problems.  He  was  an  extremely  jioor 
feeder  and  develojied  polyin  ia  and  polydipsia  at 
about  10  months  of  age.  He  was  hospitalized  for 
dehydration  on  two  occasions  at  age  10  and  17 
months.  At  each  hosjiitalization  the  chiltl  was 
noted  to  have  glycosuria  and  hypokalemia  but  no 
other  abnormalities. 

I'he  family  history  is  significant  in  that  a male 
sibling  died  at  10  months  of  age  with  severe  de- 
hydration and  a female  sibling  died  at  13  months 
with  severe  dehydration  and  a serum  phosphorus 
of  1.8.  He  also  had  a 6-year-old  sister  who 
weighed  33  lbs.,  was  95  ems  in  height  and  com- 


Figure  It. 

Roentgenogram  of  knees.  Note  the  widcneci,  frayed,  and  cupped 
ends  of  long  bones. 


jflaiueil  of  photophobia  and  jiain  in  her  lower 
extremities. 

Physical  examination  revealed  a small  male  in 
no  acute  distress.  He  tveighed  8.4  kg  (le.ss  than 
3rd  percentile),  had  a height  of  79  cm  (between 
3i(l  and  10th  percentile),  head  circumference  17 
cm,  blood  pressure  99/44  mm  Hg.  He  had  a 
malar  flush,  extremely  poor  dental  development 
and  muscle  tone,  bilateral  tibial  valgus,  and  flar- 
ing of  the  metaphyseal  ends  of  the  forearms  and 
knees  (Figure  6).  The  remainder  cjf  the  physical 
examination  was  within  normal  limits. 

Laboratory  Data:  Na  133,  K 3.9,  Cl  108,  HCO3 
16,  Ca  9.8,  PO4  2.6,  glucose  116,  BUN  11,  CR  0.6. 
Serum  osm  272;  urine  osm  140;  alkaline  phos- 
phatase 852;  UA  3-|-  glucose,  l-[-  ])rotein,  pH 
6.0,  SO  1.001. 

4he  admitting  diagnosis  on  this  child  was 
rickets,  etiology  unknown,  and  a renal  tubu- 
lopathy.  A long  bone  series  with  cone  down 
views  of  the  wrists,  hands,  and  knees  revealed 
severe  diffuse  metaphyseal  rachitic  changes  (Fig- 
ure 4).  Slit  lamp  examination  of  the  cornea  re- 
vealed multiple  cystine  crystals  bilaterally.  A di- 
agnosis of  cystinosis  with  Fanconi  .syndrome  was 
made.  The  child  was  started  on  a high  phos- 
phate diet,  vitamin  D 25,000  units  p.o.  daily,  and 
.Shohl’s  .solution  (sodium  potassium  citrate)  10 
cc  p.o.  q. i.d.  On  this  regimen  he  had  one  ejfisode 
of  muscle  cramps  and  carpopedal  spasm  at  which 
time  his  serum  calcium  was  found  to  be  7.7. 
■Symptoms  resolved  quickly  after  I.V.  calcium 
gluconate.  He  was  discharged  from  the  hos))ital 
on  Shohl's  solution  6 cc  p.o.  (|  6 hours,  potassium 
citrate  solution  (1  Eq/cc)  6 cc  p.O.  (j  6 hours,  cal- 
cium gluconate  1 gram  p.o.  q 6 hours,  vitamin 
n 5,000  I.U.  p.o.  q.d.,  Neutra-phos  750  mgs  with 
meals  and  500  mg  h.s.  (=2750  gm  of  elemental 
phosphorus/day).  Patient  has  done  well  on  this 
therapy. 

Case  4:  J.  H.  is  the  6-year-old  sibling  of  case  3. 
She  tvas  referred  for  evaluation  because  she  had 
a history  of  jtoor  feeding,  growth  retardation,  and 
repeated  hospitalizations  for  dehydration  in  her 
first  two  years  of  life.  Mother  gave  a history  of 
polyuria,  polydi|)sia,  glycosuria,  photophobia  and 
arthralgia. 

Physical  examination  revealed  a very  small 
child  who  had  a height  of  95.5  cm  and  weight  of 
13.7  kg.  She  was  noted  to  have  a frontal  bossing, 
enlarged  wrists  and  knees,  but  no  other  findings. 
Slit  lamp  examination  was  performed  showing 
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multiple  cystine  crystals  in  both  corneae.  Posi- 
tive laboratoiy  lindings  at  this  time:  ca  6.7,  P()4 
3.9.  BUN  42,  and  alkaline  phosphatase  388. 

Patient  was  diagnosed  as  cystinosis  with  Fan- 
coni  .syndrome,  the  same  as  J.  H.  .She  had  radio- 
graphic  evidence  of  rickets  with  evidence  of  slotv 
growth  of  her  facial  bones.  Haring,  irregularity, 
and  fraying  of  the  metaphysis  of  long  bones,  and 
increased  density  between  the  meta])hyses  and 
epiphyses  of  all  long  l)ones.  She  also  had  early 
changes  of  secondary  hyperparathyroidism  with 
suliperiosteal  reabsorpticsn  on  the  radial  surface 
of  the  index  linger,  about  the  wrist,  and  about 
the  knees.  Alter  being  started  on  Shohl’s  solu- 
tion, she  developed  mtisctdar  jiain  and  carpo- 
jtedal  spasm  which  progressed  to  tetany.  She  re- 
sponded immediately  to  10^,  calcitnn  gluconate 
l.\'. 

She  was  discharged  on  Shohl’s  solution  (15  cc 
(yi.d.)  along  with  a high  phosphate  diet,  vitamin 
1)  25,600  units  p. o.  every  day,  and  oral  calcium 
gluconate  8 gm/day.  The  patient  has  done  well 
on  this  therapy. 

DISCUSSION 

These  four  patients  presented  with  growth  re- 


tardation, hypophosphatemia  and  rickets.  They 
are  unusual  but  are  the  kinds  of  cases  which  must 
be  considered  in  patients  presenting  with  this 
triad  of  symjitoms. 

Case  1 represents  the  unusual  presenting  svmp- 
toms  of  vitamin  D-resistant  rickets,  case  2 repre- 
sents vitamin  D-dependent  rickets,  and  cases  3 
and  4 represent  the  early  and  late  manifestations 
of  cystinosis. 

Some  of  the  h\  pophosphatemic  syndromes  as- 
sociated with  rickets  and  growth  retardation  are 
shown  in  4’able  1.  W'e  will  disctiss  the  clinical 
manifestations  and  treatment  of  each  of  these 
disorders. 

VITAMIN  D-DEFICIENCY  IN  RICKETS 

Vitamin  D-deficiency  rickets  may  be  the  result 
of  a dietary  tleficit  of  vitamin  D,  malabsorption 
of  the  vitamin,  or  interference  with  its  metabo- 
lism. Formerly  a common  cause  of  growth  re- 
tardation, nutritional  vitamin  D-deficiency  rick- 
ets has  been  virtually  eliminated  by  the  fortifi- 
cation of  cow’s  milk  with  vitamin  I)  and  the 
special  infant  formulas  containing  irradiated 
ergosterol.  Intestinal  malabsorption  syndromes 
(with  or  without  steatorrhea)  may  result  in  the 


Figure  4. 

Roentgenogram  of  knees  of  J.  H.  Note  cupping  and  fraying  of  distal  end  of  long  bones. 
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loss  ol  \it;imin  1)  in  llic  gut,  leading  to  rickets. 
These  syiulroines  include  idi()|)ailii(  steatonhea, 
cystic  libiosis,  regional  enleriiis,  biliary  obsliuc- 
tion,  gbiten-sensilive  e n t ei o pa  t by , and  |)osi- 
gaslrectoiny  syndrome.  Rickets  can  also  result 
irotn  ititerlcrence  with  the  metttbolisin  ol  vita- 
min 1).  (Figure  5 illustrates  the  cycle  ol  vitamin 
1)  metabolism).  For  e\;itnple,  bepatocelbtlar 
damage,  sueb  as  that  .seeti  with  ticoti:tl;il  be])atitis 
or  biliary  atresiti,  can  itnpttir  the  25-byclroxyla- 

TABLE  1 

HYPOPHOSPHATEMIC  SYNDROMES  ASSOCIATED 
WITH  GROWTH  RETARDATION 

I.  Vitamin  I)  Deliciency  Rickets 

A.  Decreased  dietary  intake  ol  vitamin  I) 

B.  Ab.sence  ol  sitnsbine 

C.  Intestinal  malabsorption  with  and 
without  steatorrhea 

1).  Liverdisea.se 
E.  Anticonvulsant  tbera[)y 

II.  Familial  Hypopbospbatcmic  Rickets 

A.  Vitamin  D-resistant  rickets  (VDRR) 

B.  Vitamin  D-depenclent  rickets  (V1)I)R) 

III.  Other  Disorders  With  Flyjjopbospbatemia 
as  Primary  Delect 

A.  Fanconi  syndrome 

1.  Cyst  i nos  is 

2.  Iclio|)atbic 

3.  Lowe’s  syndrome 

4.  I’yrosinemia 

B.  Excessive  intake  of  aluminum  gels 

C.  Non-endocrine  bypopbospbatemia 
producing  tumors 

IV.  Renal  Disorders 

A.  Renal  tubular  acidosis 

B.  II reterosigmoidostomy 

C.  Renal  osteodystrophy 


KIGLIRE  5 


METABOLISM  OF  VITAMIN  D* * 


Cholesterol 

intestinal  mucosa 

k 

7-dehydrocliolestcrol 

sunshine 
+ skin 


Cholecal ci ferol 
^ liver 

25-hydroxycholecalci ferol 
^ kidney 


1 ,25-dihydroxycholecalciferol 


increased  intestinal 
.absorpiton  of 
Ca  4 PO4 


increased  tubular 
reabsorption  of 
phosphate 


Mobilization  of  Ca  & 
PO4  from  bone  with  PTH 


Vitamin  D-deficiency  may  result  from  interference  at  any 
step  in  the  metabolic  pathway. 

*adapted  from  Harrison,  H.E.,  et  al  (8) 


tion  ol  \itamin  1)  and  residt  in  tickets.  Chronic 
ant  icon\ ulsant  therapy,  especialh  with  dipbenyb 
bydanloin,  |)benobarbi  I al,  oi  pi  imidone,  is 
thought  to  increase  the  rate  ol  livei  microsomal 
metabolism  ol  2.5-bydroxy  vitamin  I)  to  inactive 
vitamin  1).  A noiinal  diet,  bow'evei,  is  usually 
adecpiatc  to  lurnisb  the  retpiired  extta  3000  units 
pet  week  ol  vitamin  1)  so  that  only  lately  does 
by|)ocalcemi;t  or  bone  disea.se  develop.  In  rare 
cases,  the  lack  of  exposure  to  sunsbiiie  c:m  de- 
crease the  conversion  ol  7-debydrocbolesterol  to 
cbolectilcilerol  and  result  in  vitamin  1)  deliciency. 
When  this  does  occur,  it  is  usually  in  iiistitutioii- 
ali/ed  patients.^ 

Patients  with  vitamin  D-deliciency  present  with 
by]JOcalcemia,  secondary  to  decreased  duodenal 
calcium  ab.sorption,  and  bypopbospbalemia. 

In  patients  with  clinical  and  laboratory  mani- 
festations of  ^'itamin  D-tleliciency  rickets  ("Table 
2),  the  response  to  small  do.ses  (1,000  to  2,000  l.TI. 
per  tlay)  ol  vitamin  1)  is  virtually  diagnostic  as 
well  as  therapeutic. 

FAMILIAL  HYPOPHOSPHATEMIA  RICKETS 

VDRR  is  a familial  syndrome  most  commonly 
transmitted  as  an  x-linked  dominant  disorder. 
Because  ol  the  usual  x-linked  dominant  inherit- 
ance ptittern,  lemales  are  allected  more  Iretjuent- 
ly  than  males,  but  males  usually  have  more  severe 
bouc  disease.^  However,  on  occasion,  autosomal 
doTuinant  and  recessive  transmission  may  occur 
as  well  as  sporadic  and  sj)ontaneous  mutations. 
"This  genetic  delect  is  thonght  to  residt  in  an 
abnormality  ol  the  renal  tidmhir  cells  which  al- 
lows back  leak  ol  phosphate  Irom  the  cell  into 
the  lumen  resulting  in  |)rim;iry  hy|)ophosph;i- 
temia. 

VDRR  was  initially  considered  to  be  a delect 
in  2.')-hydroxylation,  however,  no  tibnormality  in 
vitamin  1)  metabolism  has  been  demonstrated.  It 
is  proposed  that  there  may  be  a delect  in  the 
phosphorus  transport  mecTumism  in  the  intestine. 
.Xhhongh  .some  studies  sup|)ort  this  theory,  the 
evidence  is  not  yet  conclusive."' 

Cllinictdly,  the  miklest  lorm  ol  this  disease  is 
bioihemictd  only,  commonly  seen  in  relatives  ol 
more  severely  tdlected  jjersons.  Other  than  hyjio- 
phosphateniia  and  a slight  decrease  in  height, 
they  may  not  have  any  clinical  manifestations.’" 

This  disorder  nearly  always  has  its  onset  in 
childhood.  .Mthough  the  rickets  may  not  be  dis- 
covered until  the  child  begins  to  learn  to  walk. 
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abnormalities  usually  date  back  to  the  first  year 
of  life.  These  are  ustially  manifest  as  hyjiojihos- 
phatemia,  grotvth  failure,  late  dentition,  deformi- 
ties of  the  sktdl  and  legs,  and  dwarfism  with 
particular  shortening  of  the  lower  segment.'* 
Clinically  affected  adnlts  may  have  an  unexplain- 
able bony  overgrowth  at  the  site  of  major  mus- 
cular attachments  and  around  joints  catising  a 
limited  range  of  motion.  The  spine  and  pelvis 
do  not  show  evidence  of  active  rickets,  in  contrast 
to  the  vitamin  l)-deficiency  syndrome.  A com- 
jrarison  of  the  clinical  and  laboratory  character- 
istics of  these  disorders  is  shown  in  Table  2. 

Patients  with  VDRR  have  x-ray  findings  which 
vary  from  mild  to  severe  rickets.  These  may  be 
widened  shafts  with  undermineralization  and 
coarse  trabectdation  or  pseudofractmes.  Only 
rarely  are  signs  of  .secondary  hyperparathyroidism 
encotintered. 

d'herapy  for  patients  with  VDRR  is  loading 
with  high  doses  of  phosphortis  supplements  to 
elevate  the  serum  phosphorus  enough  to  stimu- 


late bone  mineralization  and  growth.  This  may 
Ire  done  with  a high  phosphate  diet  or  with  oral 
phosphorus  supplements.  The  best  dietary 
sources  of  phosphate  are  in  foods  such  as  milk, 
cheese,  lean  meat,  eggs,  beans,  and  7uits.  Many 
oral  phosphorus  stipjrlements  are  also  available 
( Fable  3).  Adults  may  be  started  on  a total  dose 
ecpiivalent  to  1-2  grams  of  elemental  phosphorus/ 
day,  children  on  1 gram/day,  and  small  infants 
on  .5  gms/day.  This  load  should  Ire  given  in  four 
divitled  doses  as  close  to  every  6 hours  as  feasible, 
since  even  a few  hours  of  hypophcrsphatemia  may 
negate  the  bone  healing  effects  of  normal  serum 
phosphate.  The  total  daily  dose  can  be  increased 
until  a response  in  growth  occurs  or  the  serum 
phosphorus  rises  into  a normal  range,  or  diarrhea 
is  encountered.  High  phosphorus  loads  can  in- 
terfere with  calcium  absorptitrn  and  cause  second- 
ary hyperparathyroidism  unless  pharmacologic 
doses  of  vitamin  D are  given  to  maintain  calcium 
absorption.  Serum  and  urinary  calcitim  concen- 
tration should  be  monitored  in  order  to  prevent 


TABLE  2 

DIFFERENTIAL  DIAGNOSIS  OF  RICKETS  RESEMBLING  VITAMIN  D DEFICIENCY 


Vitamin  D 

Vitamin  D 

Vitamin  D 

Deficiency  Rickets 

Dependent  Rickets 

Resistant  Rickets 

Pattern  of  Inheritance 

none 

autosomal 

recessive 

X-linked  auto- 
somal dominant 

Onset  of  symptoms 

Presentation 

1st  year 

6 months 

1st  year 

Growth  retardation 

present 

present 

present 

Rickets 

present 

present 

resent 

Muscle  weakness 

Laboratory  Manifestations 

present 

present 

present 

■Serum  Ca+  + 

i 

i 

N 

Sertim  PO4 

i 

i 

i 

Serum  alkaline  phosphatase 

t 

t 

t 

Aminoaciduria 

present 

present 

absent 

Llrinary  PO4 

Baseline  Intestinal 

T 

t 

t 

Calcitim  absorption 

Treatment  with  Vitamin  D 

i 

i 

i 

Physiologic  (100  lU) 

complete 

healing 

no  response 

no  response 

Pharmacologic  (10,000  lU) 

complete 

complete 

partial 

healing 

healing 

healing 

Primary  Defect 

Nutritional  deficiency, 

abnormality  of 

backleak  of 

lack  of  sunshine,  intes- 
tinal malabsorption,  ab 
normalities  of  25-OH  in 
liver. 

1-OH  in  kidney 

phosphate  from 
renal  tubule 
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the  complicalioiis  ol  hypercalcemia  or  hyper- 
calciuria  rvhile  aclminisiering  vilamiii  1). 

VITAMIN  D-DEPENDENT  RICKETS 

'This  is  a rare  disorder  wliich  is  inherited  as  an 
anlosomal  recessive  trait,  litis  tyjje  ol  tickets 
resembles  vitamin  D deliciency  but  occnrs  with 
an  adecpiate  intake  ol  vitamin  1)  and  exposure  to 
sunshine.  This  di.sorder  is  thought  to  he  caused 
by  an  abnormality  of  the  en/yme  system  respon- 
sible lor  the  l-hydroxylation  of  25-011  cholecal- 
ciferol  in  the  kidney.  It  is  tlioiight  tliat  a much 
higher  concentration  of  25-()H  cholecalciferol  is 
recpiired  by  this  abnormal  enzyme  system  than  in 
the  normal  subject,  t herefore,  administration  of 
jthysiologic  amounts  of  25-0 H cholecalciferol  to 
these  patients  does  not  heal  their  bone  disease.'"^ 
Ihese  patients  itsnally  present  with  rickets, 
hypotonia,  motor  retardation,  tetany  or  seizures, 
or  other  signs  of  hyj^ocalcemia  during  the  first 
year  of  life,  althcmgh  there  are  sporadic  cases  in 
w'hich  the  bone  disease  develops  slowly  and  may 
not  be  manifest  until  adolescence  or  later.^ 

I'he  laboratory  findings  are  similar  to  those  of 
vitamin  D deficiency  states  (Table  2).  Patients 
wdth  VDDR  and  vitamin  D-deficient  rickets  are 
often  hypocalcemic  while  patients  with  VDRR 
have  normal  calcium  concentrations.  They  also 
have  a generalized  aminoaciduria  and  a mild 
hypercholermic  acidosis.  This  is  not  usually  ob- 
served in  VDRR.i^  A catch-up  growth  spurt  is 
seen  after  treatment  in  VDDR,  but  not  in  VDRR. 
The  lack  of  resjjonsiveness  of  VDDR  to  physio- 


logic doses  of  vitamin  1)  differeuliates  it  from 
vitamin  1) delit  ieiu  ritkeis.  Phai  inatologic  doses 
of  vitamin  1)  is  the  trealmeiil  foi  VDDR.  Doses 
in  the  range  of  5h,000  l.Lh  ol  vilamiu  1)  pei  day 
will  correci  the  biochemical  abnormalities  and 
heal  the  rickets,  d’here  is  no  need  for  suicide- 
mental  calcitun  or  phos[)hoi  us. 

OTHER  DISORDERS  WITH  HYPOPHOSPHATEMIA 
AS  PRIMARY  DEFECT 
THE  FANCONI  SYNDROME 

Ehe  renal  Fanconi  syndrome  variably  mani- 
fested by  glucosuria,  phosphaturia,  organic  and 
aminoaciduria,  and  tubtdar  proteinuria  frecpient- 
ly  causes  skeletal  abnormalities  in  children. 
There  are  numerotis  causes  of  the  Fanconi  syn- 
drome, but  cystinosis  is  the  most  common  cause 
in  childhood. 

Cystinosis  is  a recessively  inherited  metabolic 
disorder  characterized  by  a high  intracelltilar  con- 
tent of  free  cystine,  lliis  residts  in  the  abnormal 
depccsition  of  cystine  crystals  in  the  corneae,  con- 
junctivae,  bone  marrow,  lymph  nodes,  leukocytes, 
and  internal  organs. 

I’he  three  major  types  of  cystinosis  are  shown 
in  Table  4.  4’he  nepliropathic  variety  usually 
presents  during  the  first  six  months  to  one  year 
of  life  with  growth  retardation  secondary  to  the 
renal  tubtilar  defect  in  wxater  reab.sorption.i’ 
Radiographic  and  clinical  evidences  of  rickets  are 
tisually  seen  by  2 years  of  age.  These  may  be 
manifest  as  the  thickening  of  the  wrists  and 
ankles,  rachitic  rosary,  Harrison’s  groove,  and 


TABLE  3 

PHOSPHORUS  SUPPLEMENTS* 


Elemental 

Phoaphorus  Recommended 

Preparation  Content  Equivalent  Starting  Dosage 


Neutra-Phos  Powder 
and  Capsules 
(Willen  Drug  Co.) 

dibasic  Na-|-KP04 
monobasic  Na-(-KP04 

250  mg/capstde 
or  75  CCS 

sohition 

infants,  35-50  ccs  sol.  qOh 
children,  75  ccs  sol.  or 

1 capstile  qOh 
adidts,  150  ccs  or  2 cap. 
qOh 

K-Phos-Neutral 

Tabs. 

(Beach  Pharmaceuticals) 

dibasic  NaP04 
monobasic  KPO4 
monobasic  NaP04 

250  mg/tab. 

children,  1 tab  qOh 
adidts,  2 tabs  qOh 

Potassium  Phosphate  .Sol. 
for  parenteral 
administration 
(Abbott  Faboratories) 

monobasic  KPO4 
dibasic  KPO4 

00  ing/cc 

♦Adapted  from  Kreisberg,  R.  A.9 
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broadened,  frayed  epiphyses  on  long  bones.  Glo- 
merular damage  may  also  be  detected  by  this 
time.  Most  patients  with  cystinosis  have  fair  skin 
and  blonde  hair  itnt  tan  easily.  Mental  develop- 
ment is  normal.  1- 

I'he  ocular  manifestations  are  sti  fficiently 
unitjne  and  characteristic  to  form  the  basis  for 
the  diagnosis  of  this  disorder.’^  Photophobia  is 
very  often  the  only  presenting  visual  symptom 
and  may  be  catised  by  the  glare  produced  by  the 
corneal  and  conjunctival  refractive  crystalline 
cystine  deposits,  d he  generalized  patchy  depig- 
mentation of  the  peripheral  retina  and  choroid 
may  be  an  additional  contribnting  factor  in 
photojtliobia.  The  retinal  depigmentation  may 
be  of  special  diagnostic  value  since  it  can  precede 
the  corneal  changes  by  several  months.  It  has 
been  fotmd  as  early  as  five  weeks  of  age.  The 
retinal  depigmentation  is  also  important  since  it 
is  usually  only  present  in  the  nephropathic  va- 
riety of  cystinosis  althongh  it  is  sometimes  seen 
in  the  intermediate  variety  as  well. 

Laboratory  manifestations  of  the  renal  ttibnlar 
tlyslimction  parallel  the  development  of  clinical 
symptoms  with  gl  iicostiria , organic  acidttria, 
aminoaciduria,  and  proteinuria.  Phosphattiria 
and  decreased  intestinal  absorjjtion  of  phosphate 
lead  to  hypophosjrhatemia  which  not  only  di- 


minishes the  calcification  of  osteoid,  but  also  is 
associated  with  enhanced  bone  resorption.  There 
are,  however,  isolated  reports  of  the  development 
of  osteomalacia  prior  to  the  onset  of  hypophospha- 
temia. .An  elevated  .sertnn  alkaline  phosphatase 
reflects  the  activity  of  the  rickets.  There  is  in- 
creased renal  excretion  of  bicarbonate  leading  to 
a metabolic  acidosis  and  an  alkaline  ttrine.  Sertnn 
calcium  is  tisnally  normal  while  tirinary  calcium 
may  be  low,  normal  or  high  reflecting  the  degree 
of  acidosis  and  also  the  amonnt  of  sodium  intake 
and  its  con.servation  by  the  proximal  tnbtile.  Pro- 
fotmd  hypokalemia  may  be  a jtroblem. 

As  glomernlar  damage  progresses,  the  BUN 
and  sertnn  creatinine  will  rise.  Microscopic  ex- 
amination of  the  mine  wall  reveal  granular  casts 
and  erythrocytes.  With  a marked  decrease  in 
glomerular  filtration,  total  amino  acid  excretion 
may  be  normal,  and  hyperphosphatemia,  hyper- 
kalemia, and  secondary  hypocalcemia  may  ensue 
with  more  marked  acidosis.  The  correction  of 
the  acidosis  with  alkali  without  added  calcium 
may  result  in  tetany.  Finally,  symptoms  of  uremia 
and  renal  failure  replace  the  polyuria  and  poly- 
dipsia and  may  lead  to  death  before  10  years  of 
age.i-^ 

The  intertnediate  variety  of  cystinosis  usually 
pre.sents  later  (in  adolescence)  and  has  a more 


TABLE  4 

CLINICAL  CHARACTERISTICS  OF  THE  DIFFERENT  FORMS  OF  CYSTINOSIS* 


NEPHROPA  THIC 

INTERMEDIA  TE 

BENIGN 

Pattern  of  Inheritance 

auto.somal 

autosomal 

autosomal 

recessive 

recessive 

recessive 

Onset  of  .Symptoms 

6-10  months 

18  mo.  - 17  yrs. 

no  sym]itoms 

Presentation 

Growth  retardation 

pre.sent 

variable 

absent 

Rickets 

present 

variable 

absent 

Skin  ])igmentation 

fair 

variable 

normal 

Photophobia 

present 

variable 

absent 

Corneal  and  conjimctivac 

Cystine  deposits 

present 

present 

present 

Retinal  depigmentation 

present 

variable 

absent 

Fanconi  syndrome 

present 

variable 

absent 

Renal  failure 

present  in 

may  develop 

absent 

1st  decade 

in  2nd  decade 

Cystine  crystals  in 

bone  marrow' 

present 

present 

present 

Prognosis 

Death  from  renal 

variable 

normal 

failure  in  late 

life 

childhood 

expectancy 

* Adapted  from  Scludman  and  Stlineider,l3  and  Goldman,  et  al.*> 
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.slowly  ])rogressivc  course  in  renal  insnl I icienc y 
than  does  the  nc])Iiro|)ailiic  \ariety.  Patients  with 
intermediate  cystinosis  do  ha\e  conical  cystine 
deposits  but  may  or  may  not  have  the  retinoptithy 
])re,sent.  Cirowtii  is  nsmdiy  delayed  but  may  be 
normal.'’ 

1 he  benign  variety  ol  cystinosis  is  nsmdiy  diag- 
tiosed  in  adnltliood  tiller  the  incidental  finding 
of  cystine  ciystals  on  an  ophthalmologic  extim. 
rhe,se  patients  do  not  Iiave  the  characteristic 
retinojjathy  or  renal  damage  of  the  nephroj^athic 
variety.  They  nsnally  have  lower  concentrations 
of  intracellular  cystine. 

I he  renal  delect  in  cystinosis  is  most  likely  the 
result  of  the  large  intrticellular  accumulation  of 
free  cystine  within  the  ly.sosome.  d’he  biochemical 
problem  is  probably  the  inhibition  of  many  sulf- 
hydryl-retjuiring  enzymes  by  the  cystine.  The 
identity  of  the  primary  abnormal  gene  product 
leading  to  this  aijnormal  accumulation  of  cystine 
has  yet  to  be  identified. 

The  .syniptoniatic  inanngcinenf  of  jralients  with 
cystinosis  early  in  the  course  of  the  disease  would 
include  correction  of  the  metabolic  acidosis  and 
hypokalemia  rvith  an  alkalinizing  mixture  con- 
taining potassium,  such  as  sodium-jiotassimn  cit- 
rate. .Shohl’s  solution  provides  1 inEtj  Na  and 
1 mEq  K/cc  and  is  usually  administered  in  a do.se 
of  3-10  mE(|/kg  or  40-60  cc  a tlay  in  four  divided 
doses.  Vitamin  1)  may  be  used  in  doses  of  10,000- 
2,5,000  unils/day  to  heal  rickets.  Phosphate  salts 
may  also  be  used  to  treat  tlie  rickets  either  alone, 
with  a calcium  supplement,  or  in  combination 
with  a low'er  dose  of  vitamin  1).  If  the  acidosis 
has  been  corrected  with  an  alkalinizing  solution, 
tetany  may  result  from  the  simultaneous  admin- 
istration of  phosphate  and  alkali.  Therefore, 
phosphates  must  be  usetl  tvilh  caution.  If  hy|X)- 
calcemia  exists  chronically,  chatiges  of  secondary 
hyperparathyioidism  will  become  manifest. 

Eor  those  patients  who  have  progressed  to 
renal  failure,  dialysis  may  be  a lemporizitig  meas- 
ure until  retial  tran.s])latitai ioti  can  be  under- 
ttiken.  In  theory,  since  the  pritnary  abnortnality 
leading  to  renal  failure  in  cystinosis  is  probably 
a genetically  deiertnitied  defect  of  the  intra- 
cellular environment,  noitnal  kidtiey  cells  fiom 
a transplant  donor  should  not  accumulate  cystine. 
Ehe  favorable  l esults  of  t r ati  sp  1 an  t s seem  to 
justify  offering  this  alternative  to  patients  with 
cystinosis  iti  renal  failure. 


EXCESSIVE  INTAKE  OF  ALUMINUM  GELS 

I he  itigestion  of  huge  doses  of  aluminum  hy- 
dioxide  or  other  oral  phosphate  bitiders  by  a 
tioiinal  sulijecl  may  result  in  hy|)ophosphatetnia 
and  cvetitually  leatl  to  t ickets  or  osteomalaciti.’" 

NON-ENDOCRINE  HYPOPHOSPHATEMIA- 
PRODUCING  TUMORS 

A small  nutnber  of  ])atients  have  been  reported 
who  tleveloped  vitamin  D-resislant  rickets  with 
tumors  of  mesenchymal  origin  that  elaborated 
phosphaturic  substances  resullitig  iti  hypopho.s- 
phatetnia.  These  tumors  included  small  benign 
sclerosing  hemangiomas  and  non-ossifying  fibro- 
mas of  bone.  'Ehe  humoral  phosjrhaturic  sub- 
statice  has  not  been  identilied,  but  it  is  knowti 
that  the  tubular  rcabsorption  of  phosphate  mark- 
edly increases  shortly  after  the  tumor  is  re- 
moved.'^ 

RENAL  TUBULAR  ACIDOSIS 

Ehe  pathogenesis  of  rickets  and  osteomalacia 
iti  renal  titbular  acidosis  is  not  clearlv  established, 

z 

although  it  is  usually  attributed  to  hypo|)ho.s- 
phatemia  by  the  mechanism  illustrated  in  Edgure 
6.  ffowever,  patients  with  idiopathic  hyper- 
calcitiuria  do  not  develop  hypophosphatemia  of 
this  degree,  nor  do  they  develop  skeletal  disea.se. 
Occasiotially,  skeletal  ilisease  with  retial  tubular 
acidosis  has  been  reported  in  the  face  of  normo- 
cakeniia  and  normophosphatemia  implicating 
chronic  acidosis  as  the  etiology.’^ 

Ehe  decreased  tubular  realrsorplion  ol  phos- 
phate in  pure  lorms  of  the  disease  seems  to  be 
directly  related  to  the  acidosis  atid  ileficiency  of 
bicarbonate  in  the  glomerular  filtrate.  .Serum 
jihosjihate  levels  will  return  to  normal  if  the 
acitlosis  is  corrected  (Eigure  6). 

4’he  skeletal  disea.se  assoiiated  witli  this  ilis- 
order  responds  to  alkali  therapy  either  alotie  or 
in  combination  with  small  closes  of  vitamiti  1) 
(2,(H)()-.5,()0()  I. Lb; day).  High  doses  of  vitamin  1) 
should  be  avoidetl  since  they  increase  the  likeli- 
hood of  ne|)hrocak  iiiosis. 

RENAL  OSTEODYSTROPHY 

In  any  work-up  for  growtli  iailnie,  retial  dis- 
ea.se is  an  importanl  cause  which  must  be  ex- 
cluded. I’here  is  a cotitinuum  of  skeletal  disease 
iti  patients  with  severe  renal  failure  that  ])ro- 
gresses  from  rickets  to  azotemic  osteitis  as  the 
glotnerular  functioti  decreases. 

Iti  clncniic  renal  insufficiency,  a lack  of  func- 
tional renal  tissue  leads  to  a decrease  iti  llie  1- 
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hyclroxylaiion  of  vitamin  D in  the  kidney  and  an 
effective  vitamin  D-deficiency  state.  Coupled 
with  the  intrinsic  defect  in  calcitim  absorption  in 
uremic  patients  (which  is  unrelated  to  the  me- 
tabolism of  vitamin  D),  this  deficiency  state 
leads  to  hypocalcemia.  I'he  resulting  secondary 
hyperparathyroidism  is,  at  first,  ineffective  in 
mobilizing  calcium  and  phosjthate  from  bone, 
d'he  otitcome  is  hypopliosphatemic  rickets  which 
is  indistinguishable  radiographically  and  histo- 
logically from  vitamin  D-deficiency  rickets.  ^Vith 
})rogressive  renal  failure,  however,  there  is  a fall 
in  the  glomentlar  filtration  rate,  a rise  in  the 
serum  phosphate,  increased  parathyroid  hormone 
secretion,  and  a mobilization  of  mitieral  from 
bone.  This  promotes  healing  of  the  rickets  or 
osteomalacia  and  induces  the  radiologic  and 
histologic  changes  of  hyperparathyroidism  or 
osteitis  fibrosa  cystica^*^  (Figures  7,8). 

I'herapy  for  renal  osteodystrophy  should  in- 
clude D vitamins.  Dihydrotachysterol  seems  to 
be  more  potent  than  other  D vitamins  in  patients 
with  renal  insufficiency  since  it  has  some  of  the 
biochemical  properties  of  the  1-hydroxylate  vita- 
min and  is  not  dependent  for  potency  on  the 
kidney’s  metabolism.  Some  studies  have  shown 
that  0.125  to  0.25  mg  of  dihydrotachysterol  daily 
is  effective  in  curing  the  rickets  or  osteomalacia 
in  renal  failure.  In  some  cases,  parathyroidectoni) 
may  be  necessary  before  bone  mineralization  can 
take  ])lace.^°  Aluminum  hydroxide  gels  is  used 
to  setjuester  phosphate  in  the  gut  and  to  reduce 
the  serum  phosphate  concentration. 

SUMMARY 

Rickets  is  an  important  caitse  of  growth  failure 
in  children.  The  earliest  symptoms  may  be 
apathy  and  mttscular  weakness.  Later  there  may 
be  signs  of  abdominal  distention,  irritability, 
frontal  bossing,  deformities  of  the  limbs,  and 
fail  tire  to  grow  normally. 

Most  types  of  rickets  are  associated  with  hypo- 

FIGURE  C 

MECHANISM  OF  BONE  DISEASE  IN  RENAL  TUBULAR  ACIDOSIS 


phosphatemia  either  as  the  primary  defect  or  as 
a result  of  abnormal  vitamin  D metabolism.  A 
low  serum  phosjihorus  concentration  may  pro- 
vide an  early  clue  to  the  diagnosis. 

Some  of  the  causes  of  rickets  are  vitamin  D- 
deficiency  syndromes,  familial  hypopliosphatemic 
syndromes,  F^anconi  syndrome  associated  with 
cystinosis  or  other  abnormalities,  renal  failure,  or 
renal  tubular  acidosis.  Further  studies  to  dis- 
cover the  etiology  of  the  rickets  should  include 
serum  calcium,  alkaline  phosphatase,  urinary 
amino  acid  screen,  and  x-rays  of  long  bones. 

Once  the  etiology  of  the  rickets  is  identified, 
successful  treatment  of  the  skeletal  growth  dis- 
order is  possible  in  many  cases  using  vitamin  D 
aml/or  phosjihorus  supplements  (Table  5). 
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TABLE  5 

TREATMENT  OF  DIFFERENT  HYPOPHOSPHATEMIC  DISORDERS 


THERAPY 

Disorder  Vitamin  D Phosphorus  Supplement  Alkali  Other 


Vitamin  D Deficiency  400-2000  ILJ /day  Usually  not  recjtiired  Not  recjiiired 

Cholecalciferol  or 
25-()H  cholecalciferol 

VDRR  25,000-50,000  lU /day  0.25-0.5  gms  qOh  Not  recinired 

VUDR  10,000-50,000  lU/day  Usually  not  reejuired  Not  reqtiired 

Cholecalciferol 


Good  mttrition 


High  PO4  diet 
none 


Cystiuosis  — early 
— late 


Renal  Rickets 


10.000- 25,000  lU/day  0.25  gm  cjOh 
0.125-250  ing  di hydro-  none 
tachysterol 

1.000- 2,000  lU/day  none 


Renal  Osteodystrophy 

— early  0.125-0.250  mg/day  none 

Dihydrotachysterol 

— late  0.125-0.250  mg/day  none 

Dihydrotachysterol 


■Shohl’s  .sol. 

(Na,  K-)-  citrate  Dialysis 

5-10  mEq/kg/day)  Renal  Transplant 

.Shohl's  sol.  none 


Alkali  without 


,\lkali  withoitt 

K4- 


none 

Subtotal 

parathyroidectomy 

Phosphate 

prec  ipitants 
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ELECTROCARDIOGRAM  r OF  THE  MONTH 


e • 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  508) 


HISTORY:  This  is  a 60-year-old  female  who  presented  after  she  had  developed  shortness  of 
breath,  paroxysmal  nocturnal  dyspnea,  orthopnea,  and  swelling  of  the  lower  extremities  over 
the  course  of  two  weeks.  She  denied  chest  pain.  She  had  a history  of  ''fast  heart  beats"  ap- 
proximately one  year  ago  which  resolved  after  her  physician  placed  her  on  Digoxin  She  had 
continued  that  medication  until  her  presentation.  Physical  exam  revealed  her  to  be  alert  and 
'■f  ciistress  with  a pulse  of  150,  respirations  of  30,  and  blood  pressure  of 

130/80.  She  had  distended  jugular  veins,  bilateral  basilar  rales,  an  S3  gallop,  and  2+  ore- 
tibial  edema.  Her  chest  film  demonstrated  marked  cardiomegaly  and  engorged  pulmonary 
vessels.  Below  is  her  presenting  ECG. 


What  mechanism  does  it  demonstrate?  (1 ) Junctional  tachycardia;  (2)  Ventricular  tachycardia; 

(3)  Paroxysmal  atrial  tachycardia;  (4)  Atrial  flutter  with  2:1  AV  conduction;  (5)  Atrial  fibrillation 
with  aberrant  conduction. 
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Following  the  previous  ECG,  her  physician  instituted  carotid  massage  which  resulted  in  the 
following  trace: 


How  would  you  interpret  this  ECG? 


Tommy  L.  Love,  Jr.,  M.D. 

Fellow 

Division  of  Cardiology 
University  of  Arkansas  College  of  Medicine 
Little  Rock,  Arkansas  72201 
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tikLilLiilii: 


Heel  Pain 


R.  Barry  Sorrells,  M.D.* 


w e have  all  heard  the  statement  “When 
your  feet  hurt,  you  hurt  all  over.”  How  true  this 
is!  Pain  will  arise  in  many  areas  of  the  foot:  the 
great  toe,  the  lesser  toes,  the  metatarsal  inter- 
spaces, the  longitudinal  arch,  the  ball  of  the  foot, 
and  the  heel.  The  last,  however,  constitutes  one 
of  the  most  commonly  encountered  foot  j>ain 
complaints  in  the  practice  of  Office  Orthopaedics. 
Heel  pain  can  make  one  “hurt  all  over.” 

Pain  in  the  heel  may  be  due  to  calcaneal  spur, 
epiphysitis,  retrocalcaneal  liursitis,  fracture,  neo- 
plasms of  the  tendoachilles,  infraction  of  the  os 
trigonum,  and  primary  or  metastatic  tumor  of 
the  os  calcis.  The  first  three  of  these  causes  of 
heel  pain  will  be  discussed  as  they  are  the  most 
commonly  encountered. 

CALCANEAL  SPUR 

Heel  spur  is  an  osteophytic  outgrowth  just 
anterior  to  the  tuberosity  of  tlie  cancaneus,  ex- 
tending across  its  entire  width.  The  apex  of  the 
spur  is  embedded  in  the  plantar  fascia,  directly 
anterior  to  its  origin.  The  condition  may  exist 
without  symptom;  it  may  be  painful,  and  oc- 
casionally may  become  disabling  to  the  patient. 

The  heel  spur  whicli  is  easily  visualized  on  the 
lateral  roentgenogram  of  the  os  calcis  may  vary 
greatly  in  size  from  a very  small  proliferation  to 
a massive  exostosis  (Figure  1).  The  size  of  the 
lesion  is  not  necessarily  related  to  the  degree  of 
symptoms  experienced  by  the  patient.  Not  un- 
commonly, a very  laige  heel  spur  will  be  visual- 
ized on  an  X-ray  of  the  foot  when  the  patient 
has  no  symptoms  in  this  area  at  all.  Likewise,  the 
patient  virtually  crippled  by  heel  pain  secondary 

*Little  Rock  Orthopedic  Clinic,  P,  O.  Box  5270,  Little  Rock, 
Arkansas  72205. 


to  calcaneal  spur  will  .sometimes  evidence  only 
a very  small  exostosis  on  X-ray. 

Etiology 

d’he  etiology  of  heel  spurs  has  been  attributed 
to  inlection,  collagen  disease,  an  hereditary  fac- 
tor, and  trauma.  None  of  tliese  factors  invariably 
predisposes  to  development  of  the  heel  spur. 

Development  of  the  heel  spur  is  probably  sec- 
ondary to  mechanical  factors.  Fhe  plantar  fascia 
arises  from  the  anterior  lip  of  the  tuberosity  of 
the  calcaneus  over  an  area  of  about  two  to  three 
centimeters  in  width.  From  this  origin  it  spreads 
out  over  the  entire  plantar  surface  of  the  foot 
and  is  inserted  under  the  fascial  plane  of  the  five 
metatarsal  heads,  measuring  at  that  point  about 
eight  centimeters  in  width  in  the  adult  foot.  The 
plantar  fascia  functions  as  a bow  string  for  the 


Figure  1. 
Os  calcis  spur. 


494 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


R.  Barry  Sorrells, 


emirc  |)l;iiuai  surlacc  of  the  loot:  ilius  any  ex- 
cess strain  on  the  longitiulinal  arch  exerts  a 
maxiinnm  pull  or  strain  at  the  acnie  an^le  of  its 
origin.  Obesity,  postin  al  deloi  init  ies,  improper 
footwear,  and  excessive  walking  or  iimning  may 
precipitate  development  of  the  heel  spur  with 
proliferative  hone  change  at  the  origin  of  the 
fascia,  ultimately  forming  the  calcaneal  spur. 

Diagnosis 

The  principal  symptom  is  severe  pain  in  the 
entire  plantar  surface  of  the  heel  aggravated  by 
weight  bearing.  On  palpation,  the  entire  plantar 
surface  of  the  heel  is  tender;  but  the  point  of 
maxiinnm  tenderness  is  elicited  just  anterior  to 
the  calcaneal  tuberosity.  This  is  a classical  “trig- 
ger point”  and  single  finger  pressure  l)y  the  ex- 
aminer on  the  plantar  surface  of  the  foot  in  this 
area  will  produce  a diagnostic  resjion.se  on  the 
part  of  the  patient.  As  previously  mentioned,  a 
lateral  X-ray  of  the  heel  will  usually  demonstrate 
a heel  spur  in  this  area;  the  size  of  the  spur  is 
subject  to  great  variation. 

Treatment 

The  asymptomatic  heel  spur  need  not  be 
treated,  llie  symptomatic  spur  will  usually  re- 
spond nicely  to  conservative  treatment.  Mechan- 
ical measures  such  as  the  addition  of  a foam  pad 
in  the  heel  of  the  shoe  with  a cut-ont  centrally 
beneath  the  area  of  the  spur  will  relieve  pres- 
sure beneath  the  exostosis  and  “rest”  the  in- 
flamed plantar  fascia  origin  (Figure  2).  Anti- 
inflammatory oral  medication  may  be  beneficial. 
Most  symptomatic  patients  with  heel  spur  will 


Figure  2. 
Heel  pad. 


respond  dramatically  to  cortisone  injection. 
While  many  of  the  steroid  preparations  aie  avail- 
able, the  atithor  prefers  1 cc  of  l)etamethasone 
.sodium  phosphate,  NF  (Celestone  .Solus|)an®) 
mixed  with  about  3 cc  of  1%  I.idocaine  (Xylo- 
caine®).  The  solutions  ate  purposely  mixed  to- 
gether for  diagnostic  as  well  as  therapeutic  pur- 
poses. That  is,  if  the  patient  experiences  an  im- 
mediate improvement  symptomatically  following 
injection,  obviously  due  to  the  anesthetic,  this 
inilicates  that  the  diagnosis  is  correct  and  inas- 
much as  the  cortisone  is  mixed  with  the  Lido- 
caine,  it  insures  that  the  anti-inllannnatory  medi- 
cation has  been  delivered  to  the  proper  site.  Prior 
to  injection  the  foot  is  meticulously  cleaned  and 
thoroughly  prepared  with  an  iodophor  scrub  and 
solution.  A 22  gange  needle  is  then  inserted  di- 
rectly through  the  plantar  surface  of  the  heel 
into  the  area  of  maximum  tenderness,  usually 
coinciding  directly  with  the  spur  which  is  visual- 
ized by  X-ray.  The  needle  is  inserted  until  re- 
sistance from  bone  is  felt  and  an  area  of  ap- 
proximately 3 cm  in  all  directions  is  “fanned 
out”  assuring  adequate  distribution  of  the  solu- 
tion. Following  withdrawal  of  the  needle,  firm 
pressure  is  held  over  the  puncture  site  for  about 
one  minute  inasmuch  as  the  tissue  in  this  area 
is  quite  vascular  and  subject  to  bleeding.  After 
three  or  four  minutes  the  patient  is  asked  to 
stand  and  not  infrequently  will  report  a complete 
“cure”  of  his  symptoms.  He  is  advised  that  post- 
injection “flare”  will  probably  occur  within  two 
to  three  hours  following  absorption  of  the  anes- 
thetic but  that  he  should  expect  gradual  resolu- 
tion of  symptoms  within  two  to  three  days,  hope- 
fully and  frequently  permanent. 

Most  patients  will  respond  to  the  measures 
noted.  Occasionally  it  will  be  necessary  to  rein- 
ject the  patient  w'ith  recurrent  symptoms.  The 
author  prefers  an  interim  of  at  least  two  months 
and  injections  not  to  exceed  three  to  four  times. 
For  the  rare  patient  unresponsive  to  tliese  con- 
servative measures,  surgery  may  be  indicated  and 
numerous  surgical  procedures  for  removal  of  the 
bone  spur  and  release  of  the  inflamed  fascia  have 
been  describetl.  Recently  neurotomy  of  the  me- 
dial calcaneal  nerve  has  been  described  as  a bene- 
ficial procedure. 

EPIPHYSITIS  OF  THE  CALCANEUS 

T he  epiphysis  of  the  heel  which  exists  on  the 
posterior  asjtect  of  the  os  calcis  is  imicpie  in  being 
subject  to  both  direct  and  indirect  trauma.  It  is 
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a pressure  type  ol  epiphysis  because  of  the  wei^lit 
bearing  function  of  the  lied  and  the  pressure 
exerted  by  the  counter  of  the  shoe.  T he  strong 
pull  of  the  calf  muscles  inserted  into  it  also  makes 
a traction  tyjte  of  ejiiphysis.  'I’his  predisposes  the 
ejriphysis  which  is  commonly  called  an  ajtophysis 
to  the  catisitive  factors  ol  Legg-Calve-Perthes  dis- 
ease, which  is  due  to  pressure  and  Osgood-.Schlat- 
ter’s  disetise,  rvhich  is  due  to  traction. 

Etiology 

The  calcaneal  e])iphysis  is  the  only  bone  in  the 
body  to  assume  the  entire  body  weight  jtrior  to 
complete  o.ssification.  It  is  also  the  only  bone  iti 
the  body  with  tremetidous  traction  exerted  on  it 
(from  the  calf  muscles)  withotit  counter  traction 
from  opposing  muscle  groups.  The  strong  trac- 
tion from  the  calf  muscles  pulls  against  the 
epijjhysis,  but  no  other  muscles  insert  into  the  os 
calcis.  Because  of  these  forces  exerted,  an  in- 
flammatory jrrocess  of  the  epiphysis,  the  epiphy- 
seal plate,  and  the  posterior  portion  of  the  body 
of  the  calcaneous  may  insue.  The  condition 
is  usually  unilateral  but  may  be  bilateral.  The 
oirset  of  symptoms  is  gradual,  beginning  with 
slight  ])ain  at  the  back  of  the  heel.  The  patient 
walks  with  a limjj  and  finds  it  uncomfortable  to 
complete  the  step.  Pain  may  be  experienced 
along  the  achilles  tendon  or  in  the  calf  muscles. 
Children  may  walk  on  their  toes  in  an  attempt 
to  relax  the  pull  of  the  achilles  tendon. 

Diagnosis 

T he  disease  occurs  mostly  in  boys  between  the 
ages  of  8 and  12  years,  or  dining  the  period  of 
their  greatest  growth.  .\n  injury  |)reviously  in- 
curred may  or  may  not  be  elicited  in  the  his- 
tory, although  the  patient  will  usually  admit  to 
excessive  sports  jiarticipalion.  The  condition 
commonly  occurs  following  a change  in  shoe  wear 
associated  with  s|X)rts  such  as  track,  baseball, 
basketball,  tennis,  football  and  other  sports  using 
a shoe  with  a very  low  heel.  I'he  patient  who  is 
accustomed  to  elevation  of  the  heel  from  his 
routine  footwear  changes  to  the  athletic  shoe  with 
a low  heel  thus  effectively  “stretching”  the  achil- 
les tendon  and  increasing  traction  on  the  in- 
sertion at  the  epijdiysis. 

d'he  jiosterior  part  of  the  heel  is  tender  to 
palpation  and  there  may  be  some  thickening  at 
the  insertion  of  the  achilles  tendon.  Dorsiflexion 
ol  the  loot  is  limited;  the  heel  hurts  on  forced 
passive  dorsiflexion. 


X ray  demonstrates  convincing  diagnostic  fea- 
tures. On  the  lateral  view  of  the  foot  the  ejtiphy- 
sis  of  the  heel  may  appear  fluffy,  moth  eaten, 
somewhat  flattened,  or  partly  fragmented  accord- 
ing to  the  stage  of  the  disease.  I'he  adjacent 
posterior  surface  of  the  calcaneus  is  irregular. 
Areas  ol  rarefaction  alternatitig  with  areas  of  in- 
creased density  give  this  region  a “punched  out” 
rocntgenographic  appearance.  Finally  the  epiph- 
yseal line  appears  cloudy  and  abnormally  ir- 
regular. 

Treatment 

In  mild  cases,  use  of  a sponge  heel  elevation 
within  the  shoe,  restricting  vigorous  running,  use 
of  elastic  strappitig  and  elevation  of  the  heel  with 
projrer  footwear  will  normally  suffice.  In  re- 
sistant cases  the  cotidition  may  be  alleviated  by 
the  application  of  a plaster  walking  cast  with 
the  foot  held  in  slight  et|uinus  position  to  relax 
the  tension  oti  the  calf  muscles.  The  cast  should 
be  worn  for  six  weeks  and  thereafter  a shoe  with 
an  elevated  heel  may  be  employed.  Again,  steroid 
injection  may  be  beneficial.  The  condition  is 
sell  limiting  and  will  disa])pear  at  the  age  of 
seventeen  or  eighteen  years  when  the  epiphysis 
becomes  completed  united. 

RETROCALCANEAL  BURSITIS 

The  only  consistent  anatomic  bursa  of  the  foot 
is  situated  between  the  jrosterior  superior  surface 
of  the  calcaneus  and  the  tendoachilles.  Inflam- 
mation of  this  bursa  will  produce  a condition 
iisuall)  acute  but  possibly  becoming  chronic. 

Etiology 

Friction  and  pressure  of  the  shoe  counter  is 
usually  causative  and  is  followed  by  secondary 
inflammation.  The  bursa  may  become  infected 
by  hematogenous  spread  from  infection  elsewhere 
in  the  body.  The  bursa  is  enclosed  in  a limited 
area  and  is  intolerant  to  pressure  and  swelling. 

Diagnosis 

Swelling  and  inflammation  above  the  posterior 
superior  portion  of  the  calcaneus,  painfulness, 
and  tenderness  to  touch  may  be  acute  and  are 
diagnostic.  Pain  is  increased  on  dorsiflexion  of 
the  foot  either  passively  or  actively.  Dorsiflexion 
increases  the  pressure  from  the  tendoachilles 
against  the  posterior  border  of  the  cancaneus  and 
increases  pressure  within  the  already  distended 
and  inflamed  bursa.  X-rays  are  usually  not 
helpful. 
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Treatment 

111  the  aditc  stage  treatment  is  diiecied  toward 
conservative  measures.  Klee  at  ion  ol  shoe  lieel, 
irse  ot  a loam  heel  |)ad,  and  ant  i-ini  lammatoi  y 
oral  medication  ivill  he  nselid.  11  one  is  sine 
there  is  no  inlection  |)resent  tlie  Imrsa  may  lie 
aspirated  muler  sterile  conditions  and  injected 
ivith  a small  amenmt  ol  cortisone  and  Lidocaine. 
II  inlection  is  present  antibiotics  ate  usnalh  in- 
dicated. Heat,  elevation,  and  rest  are  recom- 
mended. Occasionalh  incision  and  drainage  mas 


he  necessary.  In  chronic  or  reenrreni  cases,  the 
hmsa  needs  to  be  excised.  The  "dead  space” 
created  by  removal  ol  the  bnrsa  mnst  be  occluded 
lest  hematoma  develop  in  the  space. 

.\s  mentioned,  heel  |)ain  may  result  bom 
nmnerons  causes.  I hree  ol  the  most  common 
causes  have  been  discussed,  (amservative  meas- 
ures ol  Olbcc  Orthopaedics  will  usually  result  in 
symptomatic  improvement  and  Irecpiently  com- 
plete resoliuion  ol  pain  in  the  majority  ol  these 
patients. 
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Henry  C.  Robinson,  Jr., 

y\^rkaiisa.s  Statute  82-512  directs  the  Division 
o£  Vital  Statistics  to  include  in  its  “forms”  as 
a minimum  the  items  recommended  by  the  Fed- 
eral agency  responsible  for  national  vital  sta- 
tistics. To  comply  with  this  directive,  the  Na- 
tional Standard  Certificates  of  Live  Birth  and 
Death  for  1978  were  adopted  for  use  in  Arkansas. 

On  July  28,  1977,  the  State  Board  of  Health 
amended  Sections  4.2  and  4.5  of  Regulation  4 of 
tlie  Rules  and  Regnlatious  PertaiJiing  to  Vital 
Statistics,  as  promulgated  under  authority  of  Act 
471  of  1965.  These  sections,  which  concern  the 
items  retpiired  on  the  birth  and  deatli  certificates, 
were  amended  so  that  certain  items  coidd  be 
added  to  the  1978  forms  that  had  been  previously 
adopted  for  use  on  the  old  certificate  forms. 
These  items  included  the  typing  of  the  mother’s 
blood,  syphilis  blood  test,  the  use  of  a prophy- 
lactic drug  in  the  baby’s  eyes,  whether  or  not  a 
phenylketonuria  test  was  made,  if  there  was  an 
operation  for  delivery  and,  on  the  death  certifi- 
cate, the  emhalmer’s  signature  and  license  num- 
ber and  whether  or  not  death  occurred  within 
the  city  limits. 

Immediately  following  passage  of  the  amend- 
ments and  the  printing  of  the  new  birth  anti 
death  certificates,  notification  was  made  to  all 
hospitals,  funeral  homes  and  Itealth  professionals 
who  participate  in  the  generation  of  the  birth 
and  death  certificates. 

4 he  new  birth  and  death  certificates  were  im- 
plemented on  January  1,  1978. 

All  items  that  appear  on  the  new  certificate 
and  did  not  appear  on  the  old  certificate  are 
listed  below  with  justification  for  the  items. 

•State  Registrar.  Dirertor,  Division  of  Vital  Records,  Arkansas 
Department  of  Health,  4815  West  Markham,  Little  Rock,  .Arkansas 
72205. 

••■Administrative  Assistant.  Division  of  Vital  Records,  Arkansas 
State  Department  of  Health. 


and  Janice  Sanders** 

CERTIFICATE  OF  LIVE  BIRTH 

(1)  Education  of  Mother  and  Father 

This  is  the  only  socioeconomic  indicator  on 
the  birth  certificate.  Although,  there  are 
other  measures  of  socioeconomic  status,  edu- 
cation is  easily  classifiable  and  has  proven  to 
be  obtainable  through  the  birth  certificate 
mechanism.  The  education  of  mother  and 
father  has  been  substituted  for  previous 
items  on  occupation  and  industry.  This  in- 
formation will  only  be  inserted  in  the  confi- 
dential section  of  the  birth  certificate.  Certi- 
fied copies  recpiested  of  the  Ihrth  certificate 
will  not  reflect  any  information  in  the  con- 
fidential section. 

(2)  Prenatal  Care 

4 his  information  is  .sought  to  determine  the 
relationship  of  prenatal  care  to  the  health 
of  the  child  at  birth.  It  is  commonly  felt 
that  if  care  is  begun  early,  the  physician’s 
instructions  on  nutrition,  drug  use,  etc., 
could  have  a major  impact  on  the  health  of 
the  fetus.  This  information  is  useful  in 
planning  for  the  location  of  and  evaluating 
the  utilization  of  prenatal  care  programs. 

(3) *  *Apgar  Score 

The  Apgar  score  is  felt  to  be  an  excellent 
means  to  evaluating  the  health  of  the  infant. 


•The  .Apgar  score  is  a summary  measure  of  the  infant’s  condition 
ivhidi  reflects  heart  rate,  respiration,  muscle  tone,  reflex  activity 
and  skin  coloration.  One  and  five  minutes  Apgar  score  distribu- 
tions are  presented  for  a variety  of  social  and  demographic  factors, 
maternal  health  hactors  and  infant  health  factors.  The  Apgar  score 
ranges  from  flow  of  0 to  a high  of  10.  While  the  Apgar  score  has 
been  shown  to  be  of  limited  value  for  long-term  prognosis,  it  has 
been  found  to  have  greater  importance  in  perinatology  relative  to 
immediate  outcome.’ 

I he  1978  revision  of  the  U.  S.  Standard  Certificate  of  Live  Birth 
recommends,  for  the  first  time,  collection  of  one  and  five  minute 
Apgar  scores.  With  the  adoption  of  these  items  further  explanation 
of  Apgar  score  relationship  will  become  possible. 

• Article  on  .Apgar  score  can  be  obtained  from: 

Dr.  Paul  S.  Placek.  National  Center  for  Health  Statistics, 
51100  Fisher  Lane  - Room  9.A— 41,  Rockville,  Maryland  20852. 

Lhe  Relationship  of  Social  and  Demographic,  Maternal  Health 
and  Infant  Health  Factor  to  one  and  five  minute  Apgar  scores. 
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It  lias  been  shown  that  ihcic  arc  cot  relations 
i)ctwccn  ;i[)t;;tr  scores  ;ind  other  signilicant 
Itealth  varial)les. 

(1)  Date  of  Last  Birth  and  Other  'rerminatioii 
riiese  items  are  used  to  compute  the  in- 
tervals between  live  birth  and  between  preg- 
tiancies  in  studying  child  sjtacing.  I hey  arc 
also  im|)ortant  in  determining  whether  there 
are  health  problems  associated  with  close 
spacing  and  with  the  outcome  ol  the  previ- 
ous pregnancy  (whether  or  not  it  was  a live 
hirth). 

(5)  Date  Last  Xorinal  Menses  Began 

I'his  item  is  used  to  deteiniine  the  length  of 
gestation  (with  the  date  of  birth),  which  is 
related  to  infant  morbidity  and  mortality. 
It  is  associated  with  birth  weight  in  deter- 
mining the  maturity  of  the  child  at  birth 
and  thus  is  important  in  medical  research. 


(())  Spanish  Origin  or  Deseent 

I his  item  did  not  oiiginally  appeal  on  the 
National  Standard  (leilificale  of  Live  llirth. 
•After  the  Ihesident  of  the  U.  S.  signed  1*.L. 
!M-311,  the  National  (ienter  for  Iletdth  Sta- 
tistics (I)HKVV^)  strongly  emonraged  our 
agency  to  identify  persons  of  His|)anic  oiigin 
on  both  birth  ;md  death  certificates. 

CERTIFICATE  OF  DEATH 

(1)  //  Hospital  or  Institution  Indicate  Dead  on 
Arrival,  Out  patient  j Lmergency  Room,  In- 
patient 

This  item  allows  the  institution  to  specify 
the  stattis  of  the  decedent  at  the  institution 
at  the  time  of  death.  It  will  provide  a better 
measure  of  the  mortality  rate  for  an  instilti- 
tion. 

(2)  Spanish  Origin 

Refer  to  Spanish  origin  above. 

(fl)  Was  decedent  ever  in  the  U.  S.  .Armed  Forces 


PERMANENT 

INK 
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ARKANSAS  DEPARTMENT  OF  HEALTH 
Division  of  Vital  Records 
CERTIFICATE  OF  LIVE  BIRTH 


INFORMATION  FOR  MEDICAL  AND  HEALTH  USE  ONLY 


^race-mother  (e  g . White. 

Black.  American  Indian,  etc  ) 
(Specify) 


RACE-FATHER  (e  g , White, 
Biack.  American  Indian,  etc  ) 
(Specily) 


BIRTH  WEIGHT 

14 


PREGNANCY  HISTORY 


LIVE  BIRTHS 
(Do  not  include  this  Child) 


I7a  Now  Livingl7b  Now  dead 
Number Number—  

None  □ iNone  □ 

OAT E OF  L/^T  LIV E’Bl'RflT' 
(Month,  Year) 


OTHER  TERMINATIONS 
(Spontaneous  and  Induced) 


17d  Before  20  n7e  After  20 
weeks  | weeks 

Number  'Number 

None  □ 'None  □ 

D of . AST  OThE rTe H - 
MIN  AT  ION  (ds  indicated  in  d or 
above)  |Mo  , Yr  ) 


COMPLICATIONS  OF  LABOR  AND/  OR  DELIVERY 
(Describe  or  write  none  ") 


THIS  BIRTH-Single.  I 

etc  (Specify) 


EDUCATION  -mother 
(Specify  only  highest  grade  completed) 


Elementary  or  Secondary 
(0-12) 


DATE  LAST  NORMAL  MENSES 
BEGAN  iMo  Day.  Yr  ) 


College 
(1-4  or  5») 


MONTH  OF  PREGNANCY  PRE- 
NATAL CARE  BEGAN  First, 
second,  etc  , (Specify) 


IF  NOT  SINGLE  BlRTH-Born 

first  second,  third,  etc  (Specify) 


IS  MOTHER  MARRIED"’ 

(Specify  Yes  or  Noi 


EDUCATION -FATHER 
(Specify  only  highest  grade  completed) 


Elementary  or  Secondary 
(0-12) 


College 
(1-4  or 


PRENATAL  VISITS  Total 
number  (It  none,  so  slate) 


APGAR  SCORE 


COMPLICATIONS  OF  PREGNANCY  (Describe  or  write  none 


21b  _ _ 

CONCURRENT  ILLNESSES  OR  CONDITIONS  AFFECTING’ThE 
PREGNANCY 


INDUCED 
Yes  □ No  □ 


CONGENITAL  MALFORMATIONS  OR  ANOMALIES  OF  CHILD 
(Describe  or  write  "none  ) 


mothers-blooo  type  ^ „ „ 

RH-TYPE  YESD  no  □ SENSITIZATION  YES  □ NO  □ 

B WAS  MOTHER  S BLOODTESTED  FOR  SYPHILIS’  YES  □ NO  □ 


PROPHYLACTIC  DRUG  IN  IF  YES  STATE  DRUG 
BABY  EYES  □ YES  □ NO 


OPERATION  FOR  DELIVERY 
□ YES  0 NO 


PHENYLKETONURIA  TEST 
□ YES  □ NO 


VR-1 
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(Veteran  Status).  This  item  is  iiKlutled 
primarily  at  the  recpiest  of  Veteran  groups. 
It  cotild  be  usefid  to  the  family  in  obtaining 
Veteran's  benefits. 

Certification  Information 

'I'hese  are  legal  items  attesting  that  the  fact 
concerning  the  death  are  correct,  d he  time 
of  death  has  not  always  been  com])leted  on 
the  old  forms  by  the  certifier.  The  only  space 
on  this  new  document  for  hour  of  death  is 
located  in  the  certifier  section,  do  avoid 


queries,  all  items  under  the  certifier  section 
shoidd  be  comj)lete.  The  time  of  death  can 
be  important  in  inheritance  cases. 

Justification  for  the  above  listed  items  comes 
from  the  National  Center  for  Health  Statistics 
(DHEVV). 

The  State  Health  Department,  Division  of  Vital 
Records  has  made  and  is  still  in  the  process  of 
making  presentations  over  the  state  regarding 
the  birth  and  death  certificates.  All  comments 
and  intjtiiries  are  welcome. 


ARKANSAS  DEPARTMENT  OF  HEALTH 
DIvnion  of  Vital  Records 
CERTIFICATE  OF  DEATH 


/ 


DECEDENT-NAME  FIRST 


PERMANENT 

INK 

FOR 

INSTRUCTIONS 

SEE 

HANDIOOK 


■ f DEATH 
OCCURRED  IN 
INSTITUTION 
SEE  HANDBOOK 
REGARDING 

completion  of 
RESIDENCE  ITEMS 


DATE  OF  DEATH  (Mo  Oiy,  Yf  ) 


RACE  (eg  White.  Black  American 
Indian,  Etc ) (Specily) 

4a. 

SPANISH  ORIGIN  OR  DESCENT  5 □ Central  or 

1 ONon-Spanish  3 □ Puerto  Rican  So  American 

6 □ Other  or  Un- 

4b  2 □ Mexican  4 QCuhan  known  Snanish 

AGE-Last  Birthday 
(Yrs) 

Sa 

UNDER  1 YEAR 

UNDER  1 DAY 

DATE  OF  BIRTH  (Mo  Day  Yr  ) 

b. 

MOS  1 DAYS 

5b  ! 

HOURS  ‘ MINS 

5C  1 

COUNTY  OF  DEATH 

7a 

CITY.  TOWN  OR  LOCATION  OF  DEATH  |lNSIDE  CITY  LIMITS 

(Specify  Yes  or  No) 

7b 

HOSPITAL  OR  OTHER  INSTITUTION- Name  (If  nol  in  either 
give  street  and  number) 

7c 

IF  HOSP  OR  INST  Indicate  DOA, 
OP/Emer  Rm  , lnpat«nt  (Specify) 

7d 

STATE  OF  BIRTH  (If  not  in  U S A , 
name  country) 

6 

CITIZEN  OF  WHAT  COUNTRY 

9 

MARRIED.  NEVER  MARRIED  ISURVIVING  SPOUSE  (K  wife,  give  maiden  name) 

WIDOWED,  DIVORCED  (Specity)j 

10  Il1 

WAS  DECEDENT  EVER  IN  U S 
ARMED  FORCES'’ 

(Specify  Yee  or  No) 

12 

SOCIAL  SECURITY  NUMBER 

13 

USUAL  OCCUPATION  (Give  kind  of  work  done  during  mosi  Of 
working  life  even  if  retired) 

14a 

KIND  OF  BUSINESS  OR  INDUSTRY 

14b 

residence-state 

15a 

COUNTY 

15b 

CITY  TOWN  OR  LOCATION 

15C 

STREET  AND  NU 

I5d 

MBER 

INSIDE  CITY  LIMITS 
(Specify  Yes  or  No) 

I5e 

MOTHER-MAIDEN  NAME  FIRST 


INFORMANT-NAME  (TypB  or  Print) 


burial,  cremation,  REMOVAL.  OTHER  (SpBCiM 

19a 

DATE  (Mo  Day  Yr ) 


MAILING  ADDRESS 


STREET  OR  R F D NO 


CITY  OR  TOWN 


STATE  ZIP 


CEMETERY  OR  CREMATORY-NAME 
19b 


NAME  OF  funeral  home 
20b 


EMBALMER-Signature 

LICENSE  NUMBER 

2la 

LOCATION 

19c 


CITY  OR  TOWN 


ADDRESS  OF  FUNERAL  HOME 
20c 


REGISTRAR  (Signature) 
2ib 


DATE  RECEIVED  BY  REGISTRAR  (Mo  , Day,  Yr  ) 
21C 


^ 2 22a  TO  THE  BEST  OF  MY  KNOWLEDGE  DEATH  OCCURRED  AT  THE  TIME  DATE 

>.<  AND  PLACE  AND  DUE  TO  THE  CAUSE(S)  STATED 

o j 

? ^ (Signature  and  Title) 


a 'i  NAME  OF  ATTENDING  PHYSICIAN  IF  OTRER  THAN  CERTIFIER  (Type  or  Print) 


HOUR  OF  DEATH 


23a  ON  THE  BASIS  OF  EXAMINATION  AND/OR  INVESTIGATION.  IN  MY  OPINION  DEATH 
OCCURRED  AT  THE  TIME.  DATE  AND  PLACE  AND  DUE  TO  THE  CAUSE(S)  STATED 

(Signature  ana  Titte) 


XqO 

o iij  s 


DATE  SIGNED  (Mo  . Day.  Yr  ) 


23b 


HOUR  OF  DEATH 


23c 


PRONOUNCED  DEAD  (Mo  Day  Yr  ) 
23CI  ON 


PRONOUNCED  DEAD  (Hour) 
23«  AT 


NAME  AND  ADDRESS  OF  CERTIFIER  (PHYSICIAN,  MEDICAL  EXAMINER  OR  CORONER)  (Type  or  Print) 


24 


iiCHGAve  ^25  IMMEDIATE  CAUSE 
Fuse  TO 

PART 
' (a) 


ENTER  ONLY  ONE  CAUSE  PER  LINE  FOR  (a),  (b).  AND  (c) 


Inter/al  between  onset  ary]  Oeath 


STATING  THE 


DUE  TO  OR  AS  A CONSEQUENCE  OF 

(b) 


Interval  between  onset  and  death 


DUE  TO,  OR  AS  A CONSEQUENCE  OF 

(c) 


Interval  between  onset  and  death 


PART  OTHER  SIGNIFICANT  CONDITlONS-Conditions  contribulir>g  to  death  but  nol  related  to  cause  in  PART  I (a) 


ACC  . SUICIDE  HOM  . UNDET 

OR  PENDING  INVEST  (Specify) 

DATE  OF  INJURY  (Mo  , Day  Yr ) 

HOUR  OF  INJURY 

28a 

28b 

26c  M 

IN  lURY  AT  WORK  (Specify  Y« 

F*LACE  OF  INJURY-At  home.  (arm.  sIrMrt.  factory,  office  buiidine 

or  No) 

etc  (Specify) 

\28e 

28f 

AUTOPSY  (Specify  Ye* 

or  No) 


WAS  CASE  REFERRED  TO 

EXAMINER  OR  CORONER 
(Specify  Yee  or  No) 

27  


STREET  OR  R F D n6~ 


CITY  OR  TOWN 


STATE 


VR-2 
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INTRODUCTION 

injuries  to  the  hand  are  common  and, 
for  the  most  jiart,  not  severe  enough  to  keep  the 
athlete  out  of  action  for  long.  Because  the 
athlete  can  still  run,  often  the  hand  is  simply 
padded  or  taped  and  he  is  allowed  to  continue 
to  participate  — of  course  depending  on  the  sport 
and  his  position  on  the  team.  In  our  enthtisiasm 
to  rettirn  the  athlete  to  action,  we  as  the  treating 
physician  or  team  jdiysician  must  not  neglect  to 
make  a thorough  evahiation  of  the  injtiry  and 
recommend  the  proper  treatment. 

I'he  purpose  of  this  pa|jer  is  to  discuss  the 
more  common  athletic  injuries  of  the  hand  with 
emphasis  on  the  problem  injuries.  The  recom- 
mendations for  treatment  may  not  be  followed 
at  times  in  the  college  ath.lete  who  is  in  many 
ways  a jmofe.ssional,  but  in  my  opinion,  should 
be  followed  in  the  jtmior  high  or  high  .school 
athlete. 

CONTUSIONS  AND  ABRASIONS 

It  is  common  in  football  to  have  a crush  in- 
jtiry to  the  hand  when  a jilayer's  hand  is  stepped 
on  or  the  arm  is  caught  in  the  bottom  of  a jiile- 
tip.  'I'he  hand  should  first  be  examined  for  evi- 
dence of  a fracture  with  crepittis  or  deformity. 
If  it  appears  to  be  just  a contusion,  then  a hand 

•Orthopacclic-Ncurologic.il  Clinic.  P.  O.  Drawer  1608,  Fayette- 
ville, Arkansas  72701. 


pad  can  be  applied  and  he  can  continue  to  play. 
After  the  game,  the  hand  should  have  a com- 
pressive dressing  applied  and  ice  tised  for  the 
first  tw^enty-four  hours.  Following  the  game,  any 
altrasions  shotdd  be  thorotighly  cleaned  and  dis- 
infectant applied.  If  a conttised  hand  does  not 
rapidly  imjnove,  or  if  there  is  dotibt  about  a 
fracture,  then  an  x-ray  shotdd  be  obtainetl. 

FRACTURES 

Probably  the  most  common  fracture  seen  in 
athletics  is  the  metacarpal  fracttire  — partictdarly 
the  metacarpal  neck  fracttire  ■— or  so-called  “Box- 
er's Fracture"  (Figure  1).  If  there  is  minimal 


Figure  1. 

Boxer’s  fracture  showing  small  amount  of  angulation  at  neck  of 
5th  metacarpal. 
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angulation,  partitulaiiy  ol  the  5th  ineiacarpal, 
no  rednction  is  needed.  U the  2nd  or  3rd  meta- 
carpal is  angidated  more  than  15°,  or  the  4th 
and  5th  metacarpals  are  angtilated  more  than  30°, 
tlien  rednction  should  be  performed. ^ I recom- 
mend a short  arm  cast  with  a volar  alnminnm 
splint  incorporated  into  the  cast  to  rtm  along 
the  flexor  sni  face  of  the  finger  with  the  finger 
tapetl  to  the  splint  in  a .slightly  flexed  position 
(Figure  2).  Immobili/ation  can  be  discontinneil 
after  three  weeks  and  motion  started.  .Some  col- 
lege athletes  are  treated  by  taping  the  finger  to 
the  adjacent  finger  without  tise  of  a cast,  and 
early  motion  startetl.  They  can  play  with  a Iiand 
patl  over  the  taped  fingers. 

Xon-displaced  metticarpal  shaft  fractures  or 
jjhalanges  fr.ictnres  can  be  treated  in  the  same 
manner  as  above  with  cast  and  incorporated 
splint.  If  a middle  or  distal  phahmx  fracture 
is  non-displaced  it  can  be  adetpiately  treated  in 
simply  a padtled  alnmintim  s|)lint  along  the 
Ilexor  surface  with  slight  Ilexion.  As  always, 
post-reduction  AP  ;ind  lateral  x-rays  shotdd  be 
obtained. 

1 he  problem  fractures  inchule  displaced  frac- 
tures which  extend  into  the  joint,  displaced  meta- 
carpal or  phalangeal  fractnres,  and  these  should 
be  referred  to  an  orthopaedic  stirgeon  for  treat- 
ment. 

Of  .special  concern  is  the  Bennett's  fracttire 
(Figure  3),  which  is  a fracture-dislocation,  with 
the  fracture  extending  through  the  base  of  the 
thtnnb  metacarpal  intcj  the  metacarpotrajje/ial 
joint.  When  displaced  (Figure  1)  this  is  an  in- 
herently unstable  fracture  retpiiring  an  open 
reduction  internal  fixation  (Figure  5).-  If  the 
fracture  is  not  reduced,  then  an  irregular  joint 


l igiire  2. 

Short-arm  cast  with  padded  aluminum  splint  incorporated  into  the 
cast.  Hand  is  in  position  of  function  with  finger  flexed. 


surface  is  created,  causing  wear  and  early  de- 
generative arthritis  of  that  joint.  These  sliotdd 
be  referred  to  an  orthojjaedic  stirgeon  for  treat- 
ment. 

DISLOCATIONS 

The  most  common  dislocation  seen  in  athletic 
competition  is  probably  the  proximal  interphal- 
angeal  joint  dislocation.  These  are  usually  re- 


I'igurc  3. 

Diagram  of  licnnett’s  fracture  showing  the  fracture  through  the 
base  of  the  thumb  metacarpal.  One  fragment  is  left  in  place  and 
the  rest  of  the  metacarpal  is  pulled  proximal  by  the  tendons 
attached  to  it. 


Figure  A. 

Bennett’s  fracture. 
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chuccl  by  the  coacli,  trainer,  or  leant  |)li\si(ian 
imniecliaiely.  1 he  lin<>ei  can  tlien  be  taped  to 
the  titljaeent  linger  and  the  athlete  can  eontinne 
to  ])lay.  It  is  iinpoilani  than  an  x-iay  be  ob- 
tained tvithin  the  next  lew  days  t(t  make  sure 
that  a Iraeture  hits  not  occurred  also,  d he  simple 
PIP  dislocation  nsnally  occurs  willi  the  base  ol 
the  middle  phalanx  being  displaced  dorsally  in 
relation  to  the  head  of  the  proximal  phalanx. 
When  ;i  Iractnre  occurs  through  the  base  of  the 
mitldle  phalanx  the  ilislocation  is  unstable  — and 
if  left  unreduced  can  lead  to  permanent  joint 
damage.  'When  no  PIP  joint  dislocation  occurs 
with  the  base  of  the  middle  phalanx  going  volar 
to  the  head  of  the  proximal  phalanx,  the  extensor 
tendon  mechanism  is  usually  disrupted.  Phis 
particular  injury  then  must  be  treated  as  a 
boutonniere  injury  with  the  PIP  joint  being 
splinted  in  extension  and  active  motion  in  the 
DIP  joint  for  six  to  eight  weeks  and  then  range 
of  motion  started  for  all  the  joints.  Failure  to 
recognize  this  type  of  PIP  joint  dislocation  from 
the  usual  simple  type  can  lead  to  permanent 
limitation  of  joint  function  — namely  the  ability 
to  extend  the  joint.^ 

•Metacarpophalangeal  joint  dislocations  of  the 
thumb  (Figure  b)  are  usuallv  simjjlv  reduced  and 
after  three  weeks  of  immobilization,  motion  can 
be  started.  I'he  base  of  the  proximal  ]:)halanx 
should  be  first  hyperextended,  then  pushed  over 
the  end  of  the  proximal  phalanx  (Figure  7).^ 

Metacarpophalangeal  joint  dislocations  of  the 
finger,  unlike  the  thumb,  are  extremely  difficult 
to  treat.  I bis  is  known  as  the  “irreducible  dis- 
location” (Figure  8).  This  dislocation  can  usually 
not  be  reduced  closed  and  retpiires  an  open  re- 


Figure  5. 

Post  op  open  reduction  and  pinning  of  Bennett’s  fracture  showing 
restoration  of  smooth  joint  surface. 


(Indion  l)y  a surgeon  familiar  with  the  anatomy 
in  that  aiea.  Fins  patient  (Figure  8)  sullered  this 
dislocation  ;md  had  an  attempted  reduction 
under  local  at  the  g;nne  — followed  Ity  an  attempt 
l)y  another  physician  in  another  town  tmdei  a 


Figure  6. 

Metacarpophalangeal  joint  dislocation  of  the  thumb. 


Cc”i.x,t€'r.N’  ; 


Figure  7. 

Di.igraiii  of  proper  way  to  reduce  mctacarpophalaiigeal  joint  dis- 
location of  the  thumb.  With  the  proximal  phalanx  hyperextended, 
the  base  of  the  proximal  phalanx  is  puslicd  distal  and  over  the 
end  of  the  metacarpal. 


COMPLE  X, 
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Figure  8. 

Metacarpophalangeal  dislocation  of  the  finger. 


general  anesthetic.  The  boy  was  then  referred 
again  at  1:00  a. in.  because  the  reduction  could 
not  be  accoinjilished  by  closed  means. 

Carpometacarpal  joint  dislocations  can  be 
stable  or  nnstalile  depending  on  how  much  bone 
and  soft  tissue  injury  has  occurred.  With  the 
articular  surface  of  the  base  of  the  metacarpal 
split,  the  inherent  stability  is  lost  and  recpiires 
open  reduction  and  internal  fixation.  If  a closed 
reduction  is  accomplished  a short  arm  cast  should 
be  applied  and  jiost-rednction  x-rays  obtained. 

SPRAINS 

A sprain  is  a tear  of  a ligament  which  is  de- 
fined as  a strtictnre  staliilizing  bone  to  bone.  The 
sprain  can  be  mild,  moderate,  or  severe,  depend- 
ing on  the  extent  of  the  ligament  fiber  tear.  The 
most  imjiortant  part  of  the  evahiation  is  to  de- 
termine if  the  sprain  is  complete  (severe)  or  not. 
This  is  determined  by  stressing  the  joint  — under 
local  anesthetic  or  block  if  necessary. 

Afost  sjnains  will  be  mild  and  treatable  with 
simple  immoihlization,  such  as  a simple  splint 
of  altnnimnn,  padded,  or  tajting  the  finger  to  an 
adjacent  finger.  The  jnoximal  interphalangeal 
joint  is  jfrolrably  the  most  commonly  sjtrained 
joint  in  the  finger  and  is  nsnally  mild  or  mod- 
erate. Occasionally  witli  a PIP  joint  dislocation, 
as  discns.sed  earlier,  the  collateral  ligament  can 
be  completely  sprained  and  would  need  stirgical 
rejfair. 

An  entity  which  deserves  sjtecial  consideration 
is  tlie  Gamekeeper’s  I'htimb  (Figure  9)  or  tear  of 
the  tilnar  collateral  ligament  of  the  thumb.  This 
occurs  when  the  thumb  is  abducted  away  from 
the  fingers  by  twisting  the  thumb,  having  a I^all 
hii  tlie  thumb,  or  any  number  of  other  causes. 


When  the  ulnar  collateral  ligament  is  torn,  the 
ligament  is  usually  blocked  from  returning  to  its 
normal  position  by  the  adductor  aponeurosis  and 
if  left  that  way  will  never  heal  (Figure  10).  The 
thumb  if  left  that  way  tvill  always  be  a problem 
to  the  patient  — and  there  will  be  instability  to 
pinch,  hold  large  oljjects,  open  push-button  doors, 
etc.^ 

When  an  athlete  presents  with  pain  and  ten- 
derness over  the  ulnar  side  of  the  AIP  joint  of 
the  thumb,  he  should  be  tested  for  stability  in- 
cluding the  stress  x-ray.  If  jjossible,  refer  the 


Figure  9. 

Stress  x-ray  of  Gamekeeper’s  thumb  showing  complete  loss  of  sta- 
bility of  the  ulnar  tollateial  ligament  of  the  MI’  joint  — .allowing 
the  thumb  to  be  easily  displaced. 


a bed 

Figure  10. 

Diagram  of  Gamekeeper’s  thumb  showing  that  where  the  attach- 
ment of  the  ulnar  collateral  ligament  is  torn  loose  from  the  proxi- 
mal phalanx,  the  adductor  aponeurosis  blocks  it  from  returning  to 
its  original  place. 
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athlete  tor  repair  ot  the  ligament  to  an  ortho- 
j)ae(lic  surgeon. 

TENDON  INJURIES 

1 lie  most  common  teiulon  injury  in  athletics 
is  the  mallet  linger  (Figure  11).  'I  his  is  a disrup- 
tion ol  the  extensor  tendon  Irom  its  attachment 
on  the  dorsum  ol  the  base  ol  the  distal  phalanx. 
Fhe  athlete  knows  exactly  when  the  injury  oc- 
curred and  it  usually  is  the  result  ol  ;i  ball  striking 
the  end  ol  the  linger  or  jamming  ol  the  end  ol 
the  linger  against  a stationary  object.  The  end 
ol  the  linger  dioojis  atul  he  is  simply  unable  to 
extend  the  DIP  joint.  An  x-ray  should  be  rotttine- 
ly  made  to  m;ike  sure  that  a Iracture  has  not 
occurred  instead  ol  just  tendon  avulsion.  When 
the  tendon  is  avitlsed,  treatment  with  a splint  to 
keep  the  DIP  joint  extended  is  usually  sullicient. 
I’he  PIP  joint  should  probably  be  splinted  in 
Ilexion  as  well  (Figure  12)  lor  the  lirst  three 
weeks  — then  immobilize  just  the  DIP  lor  the 
next  three  weeks  — but  some  surgeons  leel  that 


long  e«tOnso'  ' nirimnm#i 


Figure  II. 

Mallet  injury  diagram  showing  tlie  avulsion  of  the  attadiinent  of 
the  extensor  tendon  from  the  dorsal  base  of  the  distal  phalanx. 
Fractures  can  also  occur  through  tlie  articular  surface. 


Figure  12. 

Mallet  injury  being  splinted  in  a padded  aluminum  splint  with  the 
DIP  joint  hyperextended  and  the  PIP  joint  in  flexion. 


only  the  DIP  joint  need  be  immobilized.  A mini- 
mum ol  six  weeks  is  necessary  to  prevent  the 
droop  Irom  recurring  — and  the  most  common 
mistake  made  is  in  discontimung  the  splint  too 
soon. 

The  boutonniere  injury  (Figure  13)  is  a dis- 
ruption ol  the  central  slip  attachment  to  the  base 
ol  the  middle  phalatix.  I his  results  in  a Ilexion 
deloiinity  ol  the  PIP  joint  which  can  be  perma- 
nent. To  prevent  this,  the  PIP  joint  should  be 
treated  in  extension  lor  six  to  eight  weeks  at 
the  same  time  encouraging  active  DIP  joint 
Ilexion  (Figure  14).  The  athlete  presents  with 
inability  to  extend  the  PIP  joint  and  the  signifi- 
cance should  not  be  overlooked. 

Another  tendon  injury  which  is  rare  — but  is 
cpiite  severe  — is  an  avulsion  ol  the  ()rolundus 
Ilexor  tendon.  This  most  olten  occurs  when  the 
athlete  catches  the  end  ol  a finger  in  another 
athlete’s  clothing  or  eejuipment  and  the  linger 
is  jerked  strongly.  The  athlete  then  complains 
ol  pain  along  the  Ilexor  surface  of  the  finger. 


Long  OMlen&or 


Diiigraiii  of  bouionniere  injury  showing  avulsion  of  the  central  slip 
from  the  dorsal  base  of  the  proximal  phalanx. 


Figure  14. 

Safety-pin  splint  used  in  treating  the  boutonniere  injury  — from  H. 
Weniger  Co.,  San  Francisco. 
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The  physical  exam  reveals  tenderness  and  swell- 
ing along  the  flexor  stirface  of  the  finger  and 
complete  loss  of  ability  to  flex  the  distal  joint  of 
the  finger.  If  recognized  early  — within  the  first 
three  weeks  — the  tendon  can  be  reattached  and 
normal  function  obtained. 

LACERATIONS,  PUNCTURE  WOUNDS, 

AND  BITES 

Lacerations  and  ptmcttire  wounds  should  be 
treated  as  tisual  — but  don’t  take  short  cuts.  If 
the  ustial  aseptic  technicpie  is  not  adhered  to,  the 
time  will  come  when  an  infection  will  delay  that 
athlete’s  rettirn  to  action.  Bites  or  tooth  marks 
should  be  thorotighly  and  completely  cleaned  and 
left  ojjen,  not  stitured.  Antibiotics  should  be 
used,  in  my  opinion,  with  all  bites,  and  the 
tetanus  immtmization  stattis  checked. 

SUMMARY 

All  ol  tis,  as  physicians,  trainers,  team  doctors, 
or  coaches,  become  excited  during  an  athletic 
event,  btit  we  shotdd  take  the  time  to  check  hand 
injuries  careftdly.  I have  emphasized  that  most 
injuries  can  Ite  treated  effectively  by  all  physi- 
cians, some  can  be  treated  by  the  team  physician 
only  if  sjiecial  technitpies  are  known,  and  .some 
injuries  should  be  referred  to  orthopaedic  stir- 
geons  for  the  good  of  tlie  athlete.  It  has  been 


my  intent  to  describe  the  more  common  hand 
injuries  and  into  which  category  they  fall. 

FIGURE.S 

1.  X-ray  of  Boxer's  fracture. 

2.  Photograph  of  hand  in  cast  with  volar  aluminum 
splint. 

3.  Diagram  of  Bennett’s  fracture. 

4.  X-ray  of  Bennett’s  fracture. 

5.  Post-op  x-ray  Bennett's  fracture. 

6.  X-tay  shotving  MP  dislocation  of  the  thumb. 

7.  Diagram  of  proper  way  to  reduce  thumb  MP  disloca- 
tion. 

8.  X-ray  of  MP  dislocation  of  finger. 

9.  X-ray  of  Gamekeeper’s  thumb  stress  x-ray. 

10.  Diagram  of  C.amekeeper's  thumb  shoving  why  reduc- 
tion impossible. 

1 1.  Diagram  of  mallet  injury. 

12.  Photograph  of  mallet  finger  being  splinted. 

13.  Botitonniere  injury  diagram. 

14.  .Safety-pin  splint  for  botitonniere  injury. 
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Oxygen  Transport 

Alfred  Kahn,  Jr.,  M.D. 


inch  and  Lentant  (Xcxi’  England  Journal  of 
Medicine,  \'()1.  286,  p.  407,  Feb.  24,  1972)  liave 
reviewed  oxygen  transport  in  what  is  one  ol  the 
best  articles  ptddished  on  this  subject.  It  is  a 
valuable  article  becatrse  it  integrates  this  inlor- 
ination  into  a broad  comprehensive  overlook  on 
this  sid>iect.  Far  too  many  medical  articles  in 
ptdilications  lor  the  clinician  consist  of  reviews 
of  such  a limited  part  of  a system  that  it  is  dif- 
ficult for  the  jM'acticing  physician  to  get  the 
information  into  context  with  the  “broad  pic- 
ture” of  the  stdtject. 

Actually  oxygen  transport  in  man  literally 
means  the  movement  of  oxygen  from  the  atmos- 
phere to  its  site  of  utilization  in  the  cell,  and  the 
practicing  physician  is  certainly  well  advised  to 
regard  it  in  this  total  concept  when  he  looks  at 
an  anoxic  patient.  Fhe  anoxic  defect  coidd  be 
the  residt  of  anything  from  a decreased  partial 
jtressure  of  oxygen  in  the  environment  to  fatilty 
chemistry  in  the  recipient  cell. 

Finch  and  Lenfant  state  that  tinder  normal 
basal  conditions,  the  hmgs  permit  an  oxygen  tip- 
take  of  4 cc.  of  oxygen  per  mintite  per  kilo  of 
body  weight.  Oxygen  tiptake  can  be  increased 
fifteen  times  above  the  basal  level  if  necessary. 
'1  hey  ftn  ther  point  out  that  hemoglobin  will  stay- 
saturated  with  oxygen  over  a fairly  wide  range 
of  partial  pressure  whereas  CO^  jiartial  pressure 
bears  a fairly  close  relationship  to  CO.j  satura- 
tion. 4 he  response  of  the  lungs  is  under  nervous 
control.  4 he  blood  w'hich  is  oxygenated  in  the 
hmgs  is  pumped  to  different  tissties  and  ihe  basal 
cardiac  output  is  said  to  be  altout  4 L/M.  Fhe 
ilistribution  of  blood  flow-  varies  according  to  the 
body’s  need,  as  there  are  conditions  in  which 
there  is  not  enotigh  blood  to  supply  all  tissues 
simultaneously,  similar  to  freight  cars  being 
shunted  to  an  area  of  need  in  a time  of  scarcity. 


Finch  points  out  that  some  tissues  as  heart  ex- 
tract large  amounts  of  oxygen  and  need  a con- 
stant supply  whereas  the  skin  (the  body's  radi- 
ator) is  a low  remover  of  oxygen  and  can  give 
up  its  sup|)ly  in  time  of  need.  Fhe  shunting  of 
blood  is  under  nervotis  control  dejtending  on 
the  body’s  need,  for  example,  it  would  go  to  the 
skin  for  radiation.  Hemoglobin  concentration 
ob\  iously  affects  oxygen  transport;  depending  on 
tlie  amount  of  oxygen  that  reaches  the  kidneys 
and  can  be  extracted,  the  kidneys  release  a blood 
stimtilating  substance  called  erythropoietin. 
Erythropoietin’s  activity  is  said  to  be  limited  by 
the  iron  stores  and  its  stimtilating  effect  is  said 
to  be  about  tw-ice  the  daily  basal  rate  of  red 
blood  cell  formation;  thtis  the  rate  ol  change  if 
slow-.  When  the  oxygen  hemoglobin  complex 
reaches  the  capillaries,  hemoglobin  releases  the 
oxygen  with  minimal  changes  in  the  oxygen 
tension  dtie  to  the  nature  of  the  oxygen  dissocia- 
tion curve,  and  this  in  ttirn  is  due  to  the  physico- 
chemical (pialities  of  hemoglobin;  Finch  and 
Lenfant  point  otit  that  oxygen  release  at  tissue 
level  is  enhanced  by  hydrogen  ions,  carbon  di- 
oxide, and  2,  3 dephosphoglycerate  (I)PCi).  Dl’G 
has  proved  to  be  of  great  imjjortance  in  the 
oxygen  release  system. 

Finch  and  Lenfant  state  that  the  body’s  stores 
of  oxygen  comprise  stores  in  the  lungs  and  hemo- 
globin amonnting  to  20  cc.  jier  kilo;  thus  the 
body’s  oxygen  reserve  runs  otit  in  two  to  four 
minutes  if  no  oxygen  enters  the  lungs  ami  the 
tissue  oxygen  is  used  up  in  fifteen  .seconds  il  the 
arterial  stipply  of  blood  is  cut.  Loss  of  tissue 
oxygen  supply  results  in  anaerobic  metabolism 
and  a host  of  other  symptoms.  4 he  authors  feel 
that  the  best  yardstick  of  tissue  oxygen  is  the 
mean  venous  oxygen  tension  (PV()2);  the  jndmo- 
nary  artery  is  the  best  area  to  sample.  Different 
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tissues  have  ditfereiit  requirements  for  a constant 
oxcgen  supply  and  these  retjuirements  vary  de- 
pending on  physical  conditioning,  disease  states, 
etc.  Another  parameter  of  oxygen  usage  is  the 
arterio-venous  oxygen  difference;  the  normal  is 
5 vol  % or  25%  of  the  blood  oxygen:  a normal 
difference  indicates  a normal  cardiac  out|nit. 
DPG  is  another  yardstick  which  can  represent 
oxygen  status;  when  increased  in  most  conditions, 
it  means  hypoxia. 

Oxygen  transport  disorders,  when  viewed  by 
the  clinician,  fall  into  categories.  The  authors’ 
first  group  consists  of  disortlers  of  oxygen  loading 
as  vascular  shunts  in  the  heart  and  lungs,  pulmo- 
nary di.seases,  high  altitudes,  etc.  These  condi- 
tions are  ordinarily  associated  with  increased 
erythropoietin,  DPG,  and  hematocrit  levels  of 
varying  degrees. 

Ciardio-vascidar  disorders  are  a second  clinical 
type  of  derangement  of  oxygen  transport:  an  in- 
crea,sed  arterio  venous  oxygen  level  is  a char- 
acteristic. The  mechanisms  for  compensation  in- 
clude blood  flow  re-distribution  and  DPG  in- 
crease. They  cite  shock  as  an  example  of  acute 
oxygen  transjiort  failure  due  to  cardio-vascular 
impairment;  shock  is  as.sociated  with  marked 
oxygen  deficiency  despite  compensatory  mech- 
anism. 

A third  disease  category  which  affects  oxygen 
transport  is  that  due  to  abnormalities  in  hemo- 
globin concentration.  Anemia  is  an  example  and 
the  compensation  mechanisms  consist  of  redistri- 
bution of  blood  and  elevation  to  DPG;  later 
cardiac  out])ut  may  increase.  Polycythemia  Vera 
is  a disorder  in  which  an  excess  of  oxygen  is 
transjiorted  — compared  to  tissue  need. 

Finch  and  Lefants  fourth  category  are  the  dis- 
orders in  hemoglobin  affinity  for  oxygen.  There 
are  both  inherited  and  acquired  disorders  of 
hemoglobin  which  alters  its  affinity  for  oxygen. 
Some  of  the  former  have  specific  amino  acid  pat- 
tern derangements,  some  are  molecidarly  instable, 
some  have  afmormal  glycolytic  enzymes,  etc. 
Stored  blood  is  used  as  an  example  of  actjuired 
disorder  of  hemoglobin  affinity  for  oxygen. 

The  authors’  last  groiqj  consists  of  abnormali- 
ties in  celkdar  metabolism  as  physical  activity, 
thyrotoxicosis,  myxedema,  etc. 

All  in  all.  Finch  and  Lenfant  have  not  alone 
published  an  interesting  and  informative  paper 
on  oxygen  transport,  but  the  concept  of  presenta- 
tion is  admirable  in  that  it  tends  to  integrate  the 


facts  about  the  transport  of  oxygen  into  an  or- 
ganized system. 


THINGS 


TO 

COME 


d'he  Tenth  Annual  Arkansas  Emergency 
Flealth  .Services  Conference  will  be  held  June 
29-30,  at  the  Camelot  Inn  Convention  Center 
in  Little  Rock.  There  will  be  programs  for  emer- 
gency medical  technicians,  nurses,  and  physicians. 
The  physicians’  program  is  entitled  “Care  of 
the  Critically  Injured.’’  Programs  are  accredited 
by  the  American  College  of  Surgeons,  Commit- 
tee on  Trauma,  American  Academy  of  Family 
Physicians,  American  College  of  Emergency  Phy- 
sicians, Emergency  Department  Nurses  Associa- 
tion and  the  National  Emergency  Medical  Tech- 
nicians Registry. 

For  additional  information  contact:  The  Ar- 
kansas Trauma  .Society,  550  Prospect  Building, 
Little  Rock,  Arkansas  72207,  (501)  661-1545,  or 
Mr.  Glen  Acre,  Bureau  of  Emergency  Health 
.Services,  4815  West  Markham,  Little  Rock,  Ar- 
kansas 72205,  (501)  661-2239. 


ANSWER  — Electrocardiogram  of  the  Month 

ECG  shows  atrial  flutter  with  a 2:1  AV  block.  The 
ventricular  rate  is  150  per  minute.  It  also  shows  a left 
bundle  branch  block  pattern  which  would  explain  the 
QRS  duration  of  0.12  seconds.  Junctional  tachycardia 
and  atrial  fibrillation  with  aberrant  conduction  would  be 
excluded  because  P waves  can  be  Identified.  Ventricular 
tachycardia  is  unlikely  because  the  patient,  although 
symptomatic  from  congestive  heart  failure,  is  not  uncon- 
scious or  hypotensive.  She  also  has  a left  bundle  branch 
block  which  would  be  unusual  for  ventricular  tachycardia. 
Paroxysmal  atrial  tachycardia  cannot  be  completely  ex- 
cluded until  viewing  Trace  ^2,  following  carotid  massage. 
This  ECG  demonstrates  blocking  of  atrial  flutter  to  a 
more  advanced  degree,  somewhat  variable  but  primarily 
to  3:1  AV  conduction.  The  atrial  rate  is  approximately 
300  per  minute  and  the  ventricular  rate  approaches  100 
per  minute,  as  is  well  seen  in  Leads  II,  III,  and  AVL.  An 
atrial  rate  greater  than  250  would  be  more  consistent  with 
atrial  flutter,  whereas  an  atrial  rate  of  150-250  per  min- 
ute would  suggest  paroxysmal  atrial  tachycardia. 
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THE  MONTH  IN  WASHINGTON 

The  fate  of  the  ])lan  for  federal  controls  on 
hospital  revenues  may  he  decided  shortly  in  a 
crucial  Congressional  arena  — the  House  ^Vays 
and  Means  Subcommittee  on  Health. 

1 he  Snhcommittee  has  before  it  the  Admin- 
istration’s plan  for  a flat  nine  percent  ceiling  on 
hos})ital  revenue  increases  and  the  proposal  by 
Subcommittee  Chairman  Dan  Rostenkowski  (D.- 
111.)  for  a standby  federal  control  plan  if  the 
voluntary  effort  fails.  Afany  members  of  the  Sub- 
committee are  opposed  to  both  approaches  and 
the  final  vote  may  be  close. 

(The  voluntary  effort  — VE  — is  a broad  na- 
tional program  led  by  the  American  Hospital  As- 
sociation, the  American  Medical  Association,  and 
the  Federation  of  American  Hospitals  that  seeks 
to  achieve  significant  reductions  in  the  rate  ol 
increase  in  hospital  costs  over  the  next  several 
years.  It  has  a national  steering  committee  and 
state-level  committees  in  all  but  one  or  two 
states.) 

Rostenkowski  in  a speech  before  the  American 
Hospital  Association’s  Annual  Meeting  had  set 
forth  his  plan  as  a jjossible  compromise  that 
might  secure  the  backing  of  health  providers.  He 
said  the  controls  would  take  effect  only  if  the 
voluntary  effort  to  ctirb  costs  failed  to  reach  its 
goal  of  a tw'o  jiercent  drop  in  the  annual  rate 
of  hospital  revenue  increases. 

However,  the  AHA  said  the  Rostenkowski  plan 
“would  have  an  adverse  impact  on  the  efforts 
already  underway  in  the  vohmtary  effort  for  ho.s- 
pital  cost  containment.’’  “Furthermore,  ” the  As- 
sociation said,  “arbitrary  caps  on  hospital  rev- 
enues are  tantamount  to  wage-price  controls  on 
one  segment  of  an  indtistry  and,  as  such,  are  in- 
equitable and  administratively  unworkable.” 

Rostenkowski  had  told  the  AHA  that  his  sub- 
committee was  evenly  divided  on  the  Administra- 
tion's proposal  for  a flat  9 percent  cap  on  all 
hospital  revenue  boosts  and  a limitation  on 
capital  expenditures.  He  said  he  would  seek  to 
push  his  standby  plan  as  a possible  way  out  of 
the  impasse. 


The  AHA,  however,  sent  a Washington  alert 
to  all  members  strongly  opposing  the  Rosten- 
kowski standby  control  plan. 

T he  AHA  contended  in  its  alert  that  Rosten- 
kowski’s  triggering  mechanism  lor  the  revenue 
cap  “could  place  the  legislative  controls  in  effect 
despite  a successful  voluntary  effort.  For  ex- 
amjde,  the  voluntary  effort  will  be  deemed  to 
have  failed  even  if  the  rate  of  increase  in  costs  is 
reduced  by  four  j^ercent  or  more  in  the  next  two 
years,  but  the  decrease  is  the  sum  of  a greater 
than  two  percent  reduction,  the  first  year  and  a 
less  than  two  percent  reduction  the  second.” 

In  later  years  “if  the  rate  ever  increases  beyond 
the  prior  year  level,  no  matter  how  small  or  how 
jtistified  the  increase  miglit  be  (i.e.  as  a result  ol 
uncontrollable  factors  in  the  economy),  the  leg- 
islative revenue  cap  wotdd  go  into  effect.” 

The  triggering  mechanism,  according  to  the 
.\H.\,  “would  destroy  the  incentive  to  reduce 
costs  voluntarily.  If  hospitals  in  the  aggregate 
reduced  their  costs  as  much  as  possible  in  one 
year,  they  coidd  find  it  more  difficidt  to  ctit  as 
much  the  next.  On  the  other  hand,  if  hospitals 
limit  their  efforts  in  the  first  year,  they  probably 
woukl  be  in  a better  position  to  stistain  their 
level  of  effort  the  following  year.  In  other  words, 
the  provisions  of  the  triggering  mechanism  would 
hamper  efforts  to  reduce  costs  as  raj) idly  as 
possible.” 

In  addition,  the  triggering  mechanism  does  not 
take  into  account  changes  in  inflation  or  gross 
national  product  increases  from  year  to  year,  ac- 
cording to  the  AH.A.  “ Fhe  vohmtary  effort  pro- 
vides that  its  goal  be  adjusted  in  accordance  with 
the  changes  in  the  rate  of  increase  (inflation  plus 
real  growth)  in  the  GNP,”  said  ,-\H.\. 

The  AVkays  and  Means  Subcommittee  is  acting 
under  time  pressure  caused  by  the  new  budget 
procedures  in  Congre.ss.  d he  fidl  Committee 
mtist  have  ready  by  March  1 a statement  on  the 
btidget  impact  of  the  legislation  it  is  expected  to 
approve  this  year. 

At  a Subcommittee  meeting  on  the  issue.  Rep. 
Will  is  Gradison  (R.-Ohio)  said  he  was  disturbed 
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lliat  under  tlie  standby  plan  it  would  be  August 
13  ot  this  year  before  hospitals  knew  exactly  what 
the  federal  government  had  determined  to  he  the 
“target”  percentage  on  which  to  measure  rate 
reduction  goals  under  the  voluntary  effort.  He 
(hallenged  the  staff  assertion  that  the  data  could 
he  gathered  in  a relatively  simple  manner,  and 
said  that  variations  in  such  items  as  depreciation 
and  treatment  of  accrued  costs  cotdd  measuraldy 
affect  a hospital's  financial  statement. 

(hadison  also  complained  that  the  Rosten- 
kow.ski  substitute  no  longer  provided  an  exclu- 
sion lor  the  4,000  small  hospitals  which  an  earlier 
suhstittite  contained. 

The  Ohio  lawmaker  t|uestioned  why  the  “trig- 
ger" for  federal  controls  was  mandatory  and  not 
discretionary.  Rep.  Omar  Btirleson  (I).-4’exas) 
suggested  the  Subcommittee  exercise  oversite  au- 
thoiity  to  review  voluntary  effort  progress  and 
legislate  later  if  needed. 

# # * # 

Ciongre.ss  is  moving  early  on  the  controversial 
Health  Planning  Law  which  comes  u]i  for  re- 
newal this  year.  Sen.  Edward  Kennedy  (D.-Mass.) 
and  Rej).  Patti  Rogers  (l).-Fla.)  have  introduced 
legislation  to  amend  the  law  and  the  Administra- 
tion has  set  forth  its  itleas  on  changes. 

The  three  approaches  are  similar,  generally 
sti  engthening  the  present  law  rather  than  dilut- 
ing it.  The  three  proposed  hills  all  would  stihject 
expensive  new  etpiipment  in  physicians'  offices 
to  planning  ajjjtroval,  the  most  significant  change 
from  the  standpoint  of  physicians. 

Appearing  before  the  House  Commerce  Sub- 
committee on  Health,  officials  of  the  American 
.Medical  As,sociation  urged  a flat  repeal  of  the 
Planning  I.aw.  If  this  can't  he  accomplishetl, 
.\.M.\  amendments  shifting  atithority  and  re- 
sponsibility for  planning  to  the  local  level  shouhl 
lie  adopted,  the  witnesses  said. 

Testifying  for  the  .\.\IA  were  Frank  Jirka,  }r., 
M.I).,  of  Berwyn,  111.,  and  Vice  Chairnrm  of  the 
AMA  Board  of  4'rustees;  and  Archie  Jolmson, 
M.I).,  of  Raleigh,  N.  C. 

Dr.  Jirka  told  the  Stdicommittee  that  “health 
planning  must  he  flexible  enotigh  to  accommo- 
date the  different  medical  needs  of  various  com- 
munities and  of  individual  patients  and  thtis  to 
instire  the  availability  of  high  cjuality  medical 
care  for  all  persons.” 

“This  is  achievable  best  by  placing  the  plan- 


ning authority  and  power  at  the  local  level  and 
by  instiling  that  those  most  directly  involved  in 
and  have  the  basic  responsibility  for  making  de- 
cisions regarding  the  tpiality,  distribution,  and 
availability  of  services.” 

Rather  than  improve  the  planning  program, 
most  of  the  amendments  submitted  so  far  would 
“impose  additional  limitations  and  ration  health 
resources,”  Dr.  Jirka  said. 

Three  major  proposals  in  the  planning  amend- 
ment legislation  introduced  by  Subcommittee 
Chairman  Rogers  “cause  us  deep  concern”  Dr. 
Jirka  said.  These  would  extend  the  certificate 
of  need  to  physicians’  offices,  require  states  to 
develop  a program  to  discontintie  health  serv- 
ices deemed  to  be  inappropriate,  and  give  the 
Health,  Edtication  and  Welfare  De]iartment 
much  tighter  control  over  Title  lb  (Health  Re- 
sources Development)  funds. 

Broadening  certificate  of  need  to  cover  pur- 
chase of  major  medical  ecpiipment  in  physicians’ 
offices  would  be  a “dramatic  extension”  of  the 
Planning  Law  that  “could  have  long  range  un- 
intended effects,”  the  AMA  official  said. 

Dr.  Jirka  noted  tliat  the  National  Commission 
on  the  Cost  of  Medical  Care,  an  independent 
committee  siionsored  by  the  AMA,  recommended 
that  certificate  of  need  extend  to  physicians’ 
office  etpiipment  only  if  the  program  proves  ef- 
fective as  a cost  containment  measure  for  hos- 
pitals and  even  then  only  to  cover  facilities  or 
services  dtiplicating  those  within  institutions. 
Replacement  eqtiipment  wotdd  be  exempt. 

Dr.  Jirka  continued:  “There  is  as  yet  little 
evidence  to  support  the  notion  that  certificate  of 
need  restihs  in  significant  cost-savings,  even  for 
those  services  presently  covered.  Until  such  evi- 
dence is  compiled  the  extension  of  certificate  of 
need  as  jiroposed  wotdd  be  inappropriate.  More- 
over, we  all  mtist  recognize  that  cost  considera- 
tions cannot  be  i.solated  from  the  necessity  of 
maintaining  qtiality.” 

The  Rogers  provision  for  discontinuance  of 
health  services  deemed  inappropriate  under  na- 
tional criteria  developed  by  the  HEW  .Secretary 
poses  the  tjuestion  of  whether  “HEW  can  better 
make  decisions  as  to  what  services  are  needed  in 
a community  than  the  community  itself,”  said 
Dr.  Jirka.  “Is  Congress  willing  to  gamble  with 
the  futtire  health  care  in  this  country  in  the  ab- 
sence of  any  experience  that  may  be  gained 
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through  ])rescnily  uiipiorcii  guiilcliiics?'’  he 
askeil. 

Dr.  Jolinson  urged  (iougress  to  re(|uire  that 
speeilie  percentages  ol  jiiacticing  |)liysi(ians  lie 
nieinbers  of  Health  Systems  Agency  (USA)  gov- 
erning Ixnlies,  state  health  coordinating  councils 
ami  the  National  Health  Planning  (Council. 

The  physician  expressed  strong  opjKisition  to 
amendments  that  emjrowcr  the  HFA\'  Setrelary 
to  set  maximum  and  minimum  standards  lor 
local  institutional  health  services,  saying  this 
“nndermines  any  notion  of  community-based 
health  planning.” 

“It  would  insure  that  HS.\'s  woukl  merely  be 
the  enforcemetit  mechanism  for  planning  de- 
cisions made  by  HEW,”  saivl  Dr.  fohnson. 

The  AMA  is  “extremely  disappointed  that 
tione  of  the  jM'oposals  being  considered  would  re- 
ver.se  the  aggrandizement  of  federal  control,  ' he 
declared.  “In  fact,  certain  recommendations 
would  insure  the  .Secretary's  status  of  health  care 
czar.  Ellis  ever-increasing  federal  regulation  ol 
medical  care  is  initnical  to  the  best  interests  of 
patients.” 

Dr.  Johnsoti  insisted  that  health  planning  de- 
cisions lie  made  locally.  “Our  proposals  are  aimed 
at  restoring  to  local  communities  the  decision- 
making power  in  health  jrlanning,  ami,  more  im- 
portantly, are  specifically  aimed  at  curbing  ex- 
cessive pow'ers  of  the  .Secretary.  We  cannot  em- 
phasize enough  the  need  at  this  time  to  realign 
the  planning  program  by  circumscribing  ex- 
cessive federal  authority  as  a fundamental  step  in 
insuring  a rational  determination  of  need  for 
health  re.sonrces  based  on  community  and  patient 
needs.” 

# # # # 

.-\t  the  direction  of  the  government,  health  in- 
surance carriers  are  tnailing  letters  to  the  nation's 
jihysicians  listing  their  total  dollar  Medicare  busi- 
ne.ss  last  year.  Physicians  have  .^0  days  in  w'hich 
to  review  the  figures  and  return  them  to  the 
carrier  with  comments  or  changes. 

1 he  totals  for  all  physicians  will  be  available 
to  the  public  at  the  olfices  of  the  carriers,  the 
regional  offices  of  HEW,  and  at  Medicare's  main 
office  in  Baltimore,  Ml). 

I he  conijiilation  is  a follow-np  of  the  decision 
by  HEW  last  year  to  jmblish  the  names  of  phy- 
sicians who  did  more  than  ,Slh0,000  a year  in 
Medicare  business.  HEW  .Secretaiy  Joseph  Ciali- 
fano  said  the  “sunshine”  laws  regarding  jniblic 


struliny  ol  federal  ojjerations  recpnied  public 
disclosure. 

Hiuler  the  new  approach  now  being  carried 
out,  there  is  no  .'ylOO.OOO  cut-off.  .Ml  Medicare 
total  ptiyments  to  physicians  for  the  previous 
ctileudar  year  will  be  ojjen  to  those  .seeking  the 
speci lie  inlormation. 

The  physicitins  will  receive  the  total  ptiyments 
to  them  under  Medicare  assignment  ;i.s  well  as 
total  .Medictire  payments  to  their  p;itients  not  on 
assignment. 

I'he  cost  of  gathering  such  figures  for  the 
carriers  is  expected  to  run  well  over  SI  million, 

which  the  government  will  subsidize. 

* * * * 

Representatives  from  17  state  medictil  societies 
recently  visited  their  (iongressmen  in  Washing- 
ton to  give  their  views  on  important  pending 
health  bills  in  a one-day  legislative  blitz. 

E'ifty-five  physicians,  medical  society  executives 
and  other  officials  took  part  in  the  visitation 
sponsored  by  the  AMA. 

"Ehe  state  delegations  focussed  their  talks  on 
the  hospital  cost  containment  and  health  plan- 
ning measures  now  heading  for  crucial  votes. 
The  state  officials  reported  Congressmen  were 
eager  to  hear  their  views  and  welcomed  the  inter- 
change. 

.States  represented  included  California,  Colo- 
rado, Connecticut,  Elorida,  Illinois,  Indiana, 
Eonisiana,  Maryland,  Michigan,  New'  Jersey, 
North  Carolina,  Ohio,  Pennsylvania,  I'ennessee, 

Eexas,  Virginia  and  W'est  Virginia. 

# # # # 

The  government  has  issued  tiew  rules  retpiir- 
ing  health  maintenance  organizations  (H.MOs) 
to  make  their  services  available  and  accessible 
around  the  clock,  to  operate  on  a fiscally  sonnd 
basis,  and  to  create  governing  ftodies  with  more 
consumer  representation. 

In  acklition,  the  regulations  cut  the  jjaperwork 
for  Medicare  and  Medicaid  patients  who  enroll 
in  HMOs. 

Jose])h  Califano,  EIP'AV'  Secretary,  said  the  rules 
“constitute  an  important  step  in  our  drive  to 
expand"  HMOs. 

“1  he  new  rides  are  designed  to  ea.se  the  ad- 
ministrative burden  which  H.MOs  have  faced  in 
the  past  in  attempting  to  serve  both  Medicare 
ami  .Medicaid  patients,”  he  said. 

One  change  woukl  leimburse  HMOs  that  serve 
Medicare  patients  for  the  cost  of  insurance  the 
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HMOs  buy  against  catastrophic  illnesses  among 
their  members. 

* # * * 

To  see  it  laetrile  has  any  documentable  anti- 
tumor effects,  the  National  Cancer  Institute  will 
collect  metlical  records  from  cancer  patients  who 
have  used  the  controversial  drug. 

Laetrile  is  now  available  in  14  states,  and  NCI 
officials  hope  data  from  the  large  number  of 
patients  thought  to  be  using  the  drug  will  be 
decisive  in  deciding  whether  or  not  to  proceed 
to  clinical  trials.  Laetrile  has  failed  to  show  a 
reproducible  anti-tumor  effect  in  at  least  a dozen 
animal  trials. 

According  to  NCI’s  Seil  Ellison,  M.l).,  the 
same  criteria  used  in  judging  ca,se  reports  of 
other  cancer  therapies  will  be  used  to  judge  lae- 
trile. Canger  diagnosis  in  patients  submitting 
recortls  will  have  to  be  proven  by  biopsy,  and 
objective  evidence  of  anti-tumor  effects  will  have 
to  be  shown  by  X-ray,  scanning,  physical  exami- 
nation, or  other  means. 

NCI  is  interested  in  patients  who  used  laetrile 
with  or  without  metabolic  therapy  and  chelating 


agents  now’  being  advocated  by  laetrile  pro- 
ponents. 

* # * # 

ALDERSGATE  CAMPS  EXPANDED 

The  Aldersgate  Medical  Camps  have  been  ex- 
panded for  the  eighth  annual  sessions  timing 
1978.  There  will  Ije  tw'o  Spina  Bifida  Camps, 
June  11  to  June  17,  and  June  18  to  June  24;  Dia- 
betic Camp,  June  25  to  July  1;  Orthopedic 
Camp,  July  9 to  July  15;  Lung  Camp,  Jidy  16 
to  July  22;  anti  the  General  Medical  Camp,  July 
23  to  July  29. 

These  are  special  dates  for  patients  with  med- 
ical problems  w’ho  would  be  unable  to  attend  a 
regular  summer  camp.  Ajiplications  are  accepted 
on  a first  come,  first  servetl  basis. 

Families  who  can,  pay  the  full  $115  per  w’eek 
cost.  Contributions  are  needed  for  the  scholar- 
ship fund  of  campers  whose  families  cannot  pay 
the  full  fee.  Additional  information  may  be  ob- 
tained by  writing; 

Aldersgate  Medical  Camps 
2'00()  Aldersgate  Road 
Little  Rock,  Arkansas  72205 


LETTERS 

TO  THE  EDITOR 

Non-Medical  Physicians? 

R.  Sloan  Wilson,  M.D.* 

' ' he  reality  of  non-medical  practitioners  be- 

coming physicians  without  a medical  education, 
but  through  legislative  decree,  is  now  upon  us. 
What  were  considered  only  idle  threats  just  a 
few  short  years  ago,  now  shake  the  very  roots  of 

•President,  Arkansas  Ophthalmological  Society,  500  South  Uni- 
versity, Little  Rock,  Arkansas  72205. 


our  jnesent  medical  educational  system.  The 
same  legislature  which  appropriates  millions  of 
dollars  for  the  exacting  and  lengthy  education 
of  our  State’s  future  physicians  is  willing  on  the 
other  hand,  to  give  non-medical  practitioners  the 
right  to  jiractice  medicine  without  spending  one 
single  hour  in  a medical  school.  Ironic  as  this 
might  seem,  it  is  true.  There  are  many  non- 
medical  groups,  each  performing  valuable  serv- 
ices within  the  limits  of  their  training.  I'hese 
include;  chiropractors,  podiatrists,  psychologists, 
optometrists,  audiologists,  nurse-anesthetists, 
nurse-practitioners,  radiation  therapists,  physical 
therapists,  etc.,  etc.  An  important  point  to  re- 
member is  that  many  of  these  gioups  do  not 
w’ork  under  medical  supervision  at  any  time.  Not 
one  of  these  groups  comes  even  close  to  the  edu- 
cational and  clinical  experiences  of  a M.D.,  yet 
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sonic  of  tlicsc  groups  have  their  eye  on  fieeoining 
a primary  jioint  of  entry  into  the  Iieallh  care 
system. 

If  the  readers  of  this  letter  feel  that  their  med- 
ical school,  internship  and  residency  training 
were  a waste  of  time,  then  they  should  read  no 
further.  However,  if  they  believe  that  their  in- 
tense training  atul  clinical  ex])ericnccs  over  many 
years  helped  to  make  them  an  educated  and  ex- 
perienced physician,  then  they  should  read  on. 

This  problem  cotdd  be  a far  more  serious 
threat  to  medicine  and  public  health  than  even 
the  malpractice  crisis.  .Vfter  all,  the  maljiractice 
problem  is  otdy  about  money  and  the  risitig  cost 
of  medical  care,  while  the  problem  of  non- 
medical jiractitioners  practicing  medicine  is 
about  endangering  the  ptiblic  health  through  the 
lack  of  a medical  education.  In  the  past  those 
who  practice  medicine  without  a license  (imply- 
ing a M.D.  degree)  coidd  be  punished  by  law.  In 
the  ftittire,  if  our  legislature  continues  its  present 
trend,  there  will  be  little  necessity  for  such  a law. 

Optometry,  for  the  past  several  years,  has  been 
in  the  forefront  of  non-medical  practitioners  at- 
tempting to  legislate  themselves  into  the  practice 
of  medicine.  This  has  been  a national  effort  on 
the  jjart  of  organized  o])tometry  to  change  state 
laws,  thereby  becoming  ocular  physicians  by 
legislation  rather  than  medical  education.  Eight 
short  years  ago  the  ophthalmologists  in  this  state 
could  not  have  imagined  the  things  which  now 
have  become  a reality  through  legislative  efforts 
on  the  part  of  optometry.  In  1971,  the  ojjtome- 
trists  changed  our  Medical  Practices  Act  by  plac- 
ing an  amendment  (Act  53)  stating  that  ophthal- 
mologists cotdd  no  longer  use  assistants  in  their 
office  as  other  physicians  in  the  state.  This  .so- 
called  “Duffy”  amendment  remains  on  our  Med- 
ical Practices  Act  today  and  efforts  are  under 
way  to  remove  it.  The  Legislative  Council  of 
the  Arkansas  Medical  Society  has  gone  on  record 
as  supporting  ophthalmology  in  its  efforts.  In 
the  past  several  years  organized  optometry  has 
been  introdticing  bills  to  use  diagnostic  and 
therapetitic  drugs.  Arkansas  had  stich  a bill 
placed  before  the  last  legislative  session  (SB-18) 
ami  in  spite  of  all  efforts,  it  easily  passed  both 
the  House  and  Senate,  but,  fortunately  was 
vetoed  by  Governor  Pryor,  who  in  his  wisdom, 
realized  the  danger  to  the  public  health  by 
.setting  such  a precedent. 

In  1977,  following  such  legislative  intrtisions 


into  the  practice  of  medicine,  the  ophthalmolo- 
gists of  this  state  overwhelmingly  agreed: 

1.  Ihat  such  legislation  endangers  the  jniblic 

health 

2.  That  we  must: 

a.  Educate  the  public  between  medical  and 
non-medical  practitioners 

b.  Increase  our  [political  action 

c.  WMrk  with  other  physicians  who  are  ex- 
periencing similar  intrusions 

d.  Work  through  the  Arkansas  Medical 
Society 

3.  Propose  positive  legislation. 

In  1978,  the  Section  on  Ophthalmology  of  the 
Arkansas  Medical  Society  adopted  the  “nick- 
name” of  the  Arkansas  Ophthahnological  Society, 
along  w’ith  an  attractive  logo  which  will  be  read- 
ily identifiable  with  our  public  educational  ef- 
forts. Dues  were  substantially  increased.  A pub- 
lic relations  firm,  Sam  Lusky  Associates  of  Den- 
ver, Colorado,  has  been  engaged.  This  firm  suc- 
cessfully led  similar  campaign  in  other  states.  Mr. 
J.  Craig  Barnes,  who  heads  a local  firm,  has  been 
hired  as  our  Executive  Director. 

In  tw'o  well-attended  meetings  in  the  second 
w'eek  in  March,  the  Arkansas  Ophthahnological 
Society  and  their  wives  reviewed  the  upcoming 
pidilic  campaign  and  jiolitical  strategies.  Also, 
lively  discussion  centered  arotind  the  Arkansas 
Medical  Society’s  creation  of  a “Healing  Arts 
Profe.ssion’s  Committee”  to  work  for  the  upcom- 
ing maljjractice  amendment.  There  seemed  uni- 
form agreement  that  careful  and  cautious  dis- 
cussion should  precede  any  invitation  to  include 
these  non-medical  groups  (chiropractors,  optome- 
tiists,  etc.)  into  our  malpractice  ef foils.  The  un- 
official consensus  of  the  ophthalmologists  was  not 
to  include  such  non-medical  groups. 

All  ])hysicians  shoidd  be  wiirned  that  other 
non-medical  groups  are  watching  the  optometric 
political  efforts  with  eager  anticipation  and  if 
optometry  is  successful,  these  other  groups  w'ill 
continue  to  increase  their  efforts  to  become 
])hysicians  through  legislative  action. 

We,  as  ophthalmologists,  are  willing  and  able 
to  share  our  experiences  with  other  ])hysicians 
and  medical  specialties  who  have  similar  intru- 
sions into  their  medical  practice.  We  solicit  your 
understanding  and  su|)port.  Please  direct  your 
comments  to  Mr.  Craig  Barnes,  Executive  Di- 
rector, Arkansas  Ophthahnological  Society,  P.  O. 
Box  2371,  Little  Rock,  Arkansas  72201. 
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PHYSICIANS  HAVE  NEW  OFFICES 

riie  following  DeQueen  physicians  have 
opened  offices  in  the  Town  North  Professional 
Building  in  DeQneen:  Dr.  Olie  1).  Brown,  Jr., 
Family  Practice:  l)i.  William  L.  Norwood,  Gen- 
eral Surgery;  ami  Dr.  Douglas  E.  Parkin,  Pedi- 
atrics. The  physicians  were  formerly  associated 
witli  DeQneen  Clinic. 

DR.  DILLARD  SERVES  ON  BOARD 

Dr.  Daniel  C.  Dillard  of  Little  Rock  has  been 
appointed  to  serve  on  the  board  of  the  Kidney 
Foundation  of  Arkansas.  Dr.  Dillard  is  associated 
witli  the  Family  Clinic  in  Little  Rock. 

PHYSICIANS  ELECTED 

Drs.  [ack  \Vb  Harrison  and  D.  Smith,  Jr.,  of 
I exarkana,  Arkansas,  were  recently  elected  to 
serve  on  the  1 exarkana  School  Board. 

BAXTER  COUNTY  OFFICERS 

Fhe  Baxter  County  Medical  Society  has  elected 
Dr.  F’rancis  Brian  of  Monntain  Home  president 
for  1978.  Dr.  Arthur  L.  Beard  was  re-elected  sec- 
retary-treasurer, and  Dr.  John  F.  Cnenthner  was 
re-elected  delegate. 

DR.  HAMMONS  ATTENDS  SYMPOSIUM 

Di.  Edward  P.  Hammons  of  Forrest  City  re- 
cently attended  a post-graduate  sympositim  in 
emergency  medicine  at  Johns  Hopkins  Univer- 
sily  in  Baltimore,  Maryland.  Dr.  Hammons  is 
in  Family  Practice  and  is  also  the  coordinator  of 
the  Forrest  City  Advanced  Emergencv  I'echni- 
tians  jrrogram.  He  teaches  paramedic  classes  at 
Fast  Arkansas  Commnnitv  College  in  Forrest 
City. 

DR.  JANSEN  ELECTED 

Dr.  C.  I'homas  Jansen  of  Little  Rock  was  re- 
cently elected  to  serve  as  a member  of  the  Ex- 
ecutive Committee  of  the  American  Academy  of 
Dermatology's  Ailvisory  Board  Conncil.  Dr. 
Jansen  will  serve  for  three  years. 

DR.  CRUMPLER  ATTENDS  MEETING 

Dr.  Joe  Clumpier  of  Millard-Henry  Clinic  in 
Russellville  recently  reftresented  the  Arkansas 


Chapter  members  of  the  National  Young  .Sur- 
geons convention  in  Chicago,  Illinois.  The  group 
is  an  affiliate  of  the  American  College  of  Sur- 
geons. 

PHYSICIANS  HONORED 

Dr.  Ben  Pupsta  of  Clarendon  and  Dr.  Flerd 
E.  Stone  of  Holly  Crore,  recently  were  honored 
for  outstanding  service  to  their  patients  and  their 
communities  as  a whole.  They  are  both  in  gen- 
eral practice. 

DR.  CITTY  SPEAKS 

Dr.  Jim  C.  Citty  of  Searcy  recently  spoke  to  a 
Searcy  women’s  organization.  His  subject  was 
“.\bortion.  Is  It  Right?”  Dr.  Citty  is  in  Family 
Practice  at  the  .Searcy  Medical  Center. 

DR.  EDWARDS  REAPPOINTED 

(iovernor  David  Pryor  reappointed  Dr.  Hugh 
R.  Edwards  to  the  State  Medical  Board.  Dr.  Fd- 
warils  will  serve  for  eight  years  and  will  represent 
the  old  Second  Congressional  District. 

PHYSICIAN  LOCATES  IN  BATESVILLE 

Dr.  Sam  Turner,  an  Anesthesiologist,  has  estab- 
lished his  practice  in  Batesville.  His  address  is 
3085  Alice  Drive.  Dr.  Turner  had  been  in  prac- 
tice in  Tnlsa,  Oklahoma,  for  twenty-four  years 
prior  to  moving  to  Arkansas. 

DR.  BENAFIELD  SPEAKS 

Dr.  Robert  Benafield,  who  is  associated  with 
Arkansas  Blue  Cro.ss-Blue  Shield  in  Little  Rock, 
recently  spoke  to  the  Faidkner  County  Teachers 
Association  in  Conway.  Dr.  Benafield  spoke  on 
health  care  for  the  elderly. 

DOCTORS  PARTICIPATE  IN  SEMINAR 

Dr.  Jim  J.  Moore,  a Little  Rock  Neurosurgeon, 
and  Dr.  Harold  FI.  Chakales,  a I.ittle  Rock  Or- 
thopaedic Surgeon,  participated  in  the  second 
annual  statewide  seminar  dealing  with  the  prac- 
tical application  of  the  Arkansas’  Workers  Com- 
pensation Act.  I'he  meeting  was  held  in  Little 
Rock  and  was  sponsored  by  the  Arkansas  Bar 
Association.  Drs.  Moore  and  Chakales  discussed 
their  individual  roles  in  injury  cases. 


514 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


DR.  MINH  QUANG  LE 

Dr.  Minh  Quang  Le  has  been  accepted  into 
the  inembeiship  ol  the  Arkansas  Cionnly  Medical 
Society.  Dr.  Le  was  l)orn  in  Dalat,  Vhetnain,  and 
received  his  medical  degree  Iroin  the  Saigon  Metl- 
ical  School  in  South  Vietnam  in  1975.  He  com- 
pleted his  internship  in  1977  at  the  University  of 
Arkansas  College  of  Medicine,  and  began  Cen- 
eral  Practice  iti  Des  Arc  in  November  of  1977. 
Dr.  Le  has  his  office  on  Erwin  Street. 


DR.  VAN  MINH  NGUYEN 

Idle  Arkansas  Comity  Medical  Society  has 
added  Dr.  Van  Minh  Nguyen  to  its  membership 
roll.  Born  in  Vietnam,  Dr.  Nguyen  was  gradu- 
ated from  the  Saigon  Medical  University  in 
South  Vietnam  iti  1975.  Upon  completion  of  her 
internship  at  the  Univeisity  of  Arkansas  \fedical 
Center  in  October  1977,  she  began  General  Prac- 
tice in  Des  Arc. 


BENTON  COUNTY 

1 he  Benton  County  Medical  Society  has  in- 
creased its  membership  with  iotn  new  members, 
d'hey  are: 

DR.  RAY  W.  BOOZMAN,  III,  who  was  born 
in  Fort  Smith.  He  received  his  pre-medical  edu- 
cation at  Hendrix  College  in  Conway,  and  Tn- 
lane  biniversity  ol  Louisiana  in  New  Orleans. 
In  1971,  Dr.  Booztnan  was  graduated  from  the 
University  of  Arkansas  College  of  Metlicine.  He 
continued  at  the  Ihiiversity  Medical  Center  lor 
his  intern.shlp  and  was  a resident  physician  in 
pediatrics  at  the  Center  until  197.5.  In  1977,  he 
completed  an  Ophthalmology  residency  at  the 
Center.  Dr.  Boo/man  is  board  certilied  by  the 
American  Board  of  0[)hthahnology. 

Dr.  Boo/man  is  a major  in  the  .\rkansas  Air 
National  Guard  atul  is  currently  the  Idight  Sur- 
geon of  the  188th  TAC  Fighter  Group  in  Fort 
Smith. 

Dr.  Boo/man  has  established  the  Boo/man  Eye 
Clinic  at  1105  West  Chestnut  in  Rogers. 


DR.  C.  117/,/.///A/  fJOR,  who  was  bom  in 
Pomona,  Califoinia.  Dr.  Hof  leceived  his  B..\. 
degree  from  the  University  of  California,  Santa 
Barbaia,  in  19()9.  He  was  graduated  Irom  the 
University  of  Arkansas  College  of  Metlicine  in 
1975.  His  Ophthahnology  resiliency  t raitiing  w'as 
receited  at  the  Utiiversity  of  .Arkansas.  Dr.  Hof 
was  previously  in  jttactice  at  Fli/abeth  City, 
Not  th  Carolitia.  He  is  board  certified  and  is  spe- 
ciali/ing  in  Ophthahnology  at  105  .South  12th 
in  Rogers. 

DR.  JOHN  A.  hlVSKINS,  wlio  is  a tiative  of 
Ander.son,  Missouri.  Di.  Hnskins  received  his 
B..A.  degree  from  llentlrix  Ciollege,  Conway,  it) 
1970.  He  was  graduated  from  the  University  of 
Arkansas  College  of  Medicine  in  1974.  He  servetl 
his  internship  at  the  Baptist  Medical  Center  in 
Little  Rock  and  pai  ticipated  in  the  Area  Health 
Education  residency  program  in  Fayetteville. 

Dr.  Hnskins  is  in  General  Practice  at  1010 
West  Walnut  in  Rogers. 

DR.  TERRY  J.  SJVAIM,  who  was  born  in  St. 
Paul,  Arkansas.  Dr.  Swaim  received  his  ])re- 
medical  education  at  the  Lhiiversity  of  .Aikansas 
ami  was  graduated  frotn  the  University  of  Ar- 
kansas College  of  Medicine  in  1955.  He  servetl 
a rotating  intern,ship  at  Hillcrest  Metlical  Center 
in  d'ulsa,  Oklahoma.  Dr.  Swaim  .servetl  in  the 
United  States  Air  Force  for  twenty-tnie  years,  anti 
in  1971.  he  completetl  a three-year  ratliology  resi- 
tleticy  at  the  Univeisity  of  Arkansas  Metlical  Cen- 
ter. Dr.  Sw'aini  has  served  at  Wilftirtl  Hall — 
Lacklantl  .Air  Force  Ba.se  Hospital  in  Texas; 
Offnt  .Air  Ftirce  Base  in  Omaha,  Nebraska; 
Wright-Patterson  .Air  Force  Base  Hospital  iti 
Dayton,  Obit);  Bitbnrg  Air  Foice  Base  Regional 
Hospital  iti  Cieiinany  and  Fglin  .Air  Force  Base 
Regional  Hospital  in  Florida.  Dr.  Swaim  servetl 
as  chairman  of  the  De])artnient  of  Ratliology  at 
\Vh'ight-Pattei son  .Air  FAirce  Base  Hosjiital  Metl- 
ical Center  anti  w'as  ratliology  consnltant  to  the 
Smgeon  General  of  the  IhS.A.F’.  He  was  con 
snltant  to  the  National  .-\eronantics  anti  Sjiace 
.Vdministration  .Sky  Lab  111.  Dr.  Swaim  is  the 
Hos|)ital  Commatitler  at  the  Little  Rock  .Air 
Force  Base.  He  is  boartl  certifietl  by  the  .\nieri- 
cati  Boaitl  of  Ratliology,  anti  is  associatetl  with 
Rogers  .Memorial  Hospital. 

DR.  TALLURI  SITA  DEVI 

The  Jefferson  Comity  Aletlical  .Society  has  ac- 
cejited  Dr.  T.  Sita  Devi  into  its  membership. 
Dr.  Devi  is  a native  of  Sitaramapm an,  India. 
She  received  her  pre-nietlical  ethication  in  Intlia, 
anti  was  gratlnated  from  the  .Antlhra  Metlical 
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College,  India,  in  1951).  Dr.  Devi  received  her 
internship  training  in  India  and  at  Perth  Amboy 
General  Hospital  in  New  Jersey.  Dr.  Devi  re- 
ceived residency  training  in  India  from  1961 
until  1962,  and  she  was  in  residency  at  Cleveland 
Metropolitan  General  Hospital,  Ohio,  from  1971 
until  1973.  .She  is  board  certified  by  the  Ameri- 
can Board  of  Obstetrics-Gynecology. 

Dr.  Devi  practiced  previously  in  Ramachandra 
Puram,  India,  for  five  years,  Hyderaberd  32  for 
fourteen  months,  and  Chicago,  Illinois,  for  two 
and  a half  years  prior  to  locating  at  1608  West 
42nd  in  Pine  Bluff,  where  she  specializes  in 
Obstetrics-Gynecology. 

DR.  PARTHASARATHY  VASUDEVAN 

4'he  Phillips  County  Medical  Society  has  ac- 
cepted Dr.  Parthasarathy  Vasudevan  into  its 
membership.  Dr.  Vasudevan  is  a native  of  Kuala 
laimpur,  Malaysia.  He  received  his  pre-medical 
education  at  St.  Josepli’s  College,  Tiruchi,  India, 
and  in  1963  he  was  graduated  from  Madurai 
Medical  College  of  India.  He  interned  at  the 
Government  Erskine  Hospital,  Madurai,  India, 
and  in  1974  Dr.  Vasudevan  completed  his  sur- 
gical internship  at  the  Jewish  Memorial  Hospital 
in  New  York  City.  He  completed  a three  year 
Urology  residency  at  New  England  Medical  Cen- 
ter in  Boston,  Massachusetts,  in  1977. 

Dr.  Vasudevan  is  in  the  practice  of  Urology  at 
633  Oakland  Avenue,  Helena. 

PULASKI  COUNTY 

The  Pidaski  County  Medical  Society  has  adtled 
the  following  new  mendrers  to  its  membership 
toll: 

DR.  GARY  D.  DAY  IS,  who  is  a native  of 
Mena,  Arkansas.  Dr.  Davis  graduated  from  Hat- 
field High  School  in  1963,  and  received  his  pre- 
medical edtication  at  the  LIniversity  of  Arkansas 
in  Eayetteville.  In  1971  he  was  graduated  from 
the  University  of  Aikansas  College  of  Medicine, 
and  completed  internship  and  residency  training 
tlirough  the  Pensacola  Educational  Program  in 
Florida  in  1977.  Dr.  Davis  is  an  Obstetrician- 
Gynecologist  and  has  his  office  at  the  Medical 
Tower  Building,  Suite  800,  in  lattle  Rock. 

DR.  GEORGE  IE.  EORD,  who  was  born  in 
DeRidder,  Louisiana.  He  received  his  B.A.  de- 
gree from  Rice  University  in  Houston,  I’exas,  in 
1949,  and  in  1953  he  was  graduated  from  the 
LIniversity  of  Texas  Medical  Branch,  Galveston, 
Texas.  He  interned  at  Robert  B.  Green  Me- 


morial Hospital  in  San  Antonio,  Texas,  and  from 
1956  until  1961  he  was  in  General  Surgery  resi- 
dency training  at  Brooke  General  Hospital,  San 
Antonio.  Dr.  Ford  received  a Masters  of  Arts 
degree  from  Baylor  University,  Waco,  Texas,  in 
Health  Care  Administration  in  1972. 

He  has  held  teaching  appointments  at  the 
Academy  of  Health  Sciences,  San  Antonio,  Texas, 
and  was  an  Associate  Professor  at  Baylor  Uni- 
versity and  I.ouisiana  College.  Dr.  Ford  prac- 
ticed in  Texas  and  Louisiana  prior  to  becoming 
associated  with  the  I'eletype  Corporation  in 
Little  Rock. 

DR.  JOHN  R.  HAMPTON,  who  is  a native 
of  Little  Rock.  Dr.  Hampton  received  his  B.A. 
degree  from  Hendrix  College  in  Conway  in  1964, 
and  was  graduated  from  the  University  of  Ar- 
kansas College  of  Medicine  in  1968.  He  com- 
pleted his  internship  at  the  Medical  College  of 
Virginia  in  Richmond.  Dr.  Hampton  had  two 
years  Internal  Medicine  residency  training  at 
Keesler  Air  Force  Base  Medical  Center  in  Mis- 
sissippi, which  he  completed  in  1973,  and  in 
1975  he  completed  training  in  Pulmonary  Dis- 
ease at  the  University  of  Arkansas  Medical 
Center. 

Dr.  Hampton  is  board  certified  in  both  In- 
ternal Medicine  and  Pulmonary  Diseases  by  the 
American  Board  of  Internal  Medicine.  He  is  as- 
sociated with  Dr.  William  L.  Mason  in  the  prac- 
tice of  Pulmonary  Disease  at  500  South  Univer- 
sity, Little  Rock. 

DR.  NICHOLAS  P.  LANG,  who  was  born  in 
Jonesboro.  Dr.  Lang  received  his  pre-medical 
education  at  the  University  of  Arkansas,  and  in 
1973  he  was  graduated  from  (he  University  of 
Arkansas  College  of  Medicine.  His  internship 
and  residency  training  in  General  Surgery  was 
completed  at  the  LIniversity  of  Arkansas  Medical 
Center  in  1977. 

Dr.  Lang  is  associated  with  the  University  of 
Arkansas  College  of  Medicine  as  Assistant  Pro- 
fessor of  Surgery. 

DR.  EREDERICK  R.  LEVIN,  who  is  a native 
of  Baltimore,  Maryland.  Dr.  Levin  received  his 
B.A.  degree  in  1966,  at  Johns  Hopkins  University, 
Baltimore,  and  his  M.D.  degree  in  1970  from 
Johns  Hopkins  University  School  of  Medicine. 
He  completed  his  internship  at  Stanford  Uni- 
versity Medical  Center,  Stanford,  California.  Dr. 
Levin  received  two  years  Pediatric  residency 


516 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


New  Members 


iraiiiing  at  C^liiUli cn's  Hospital,  Boston,  Massa- 
chusetts, which  he  completed  in  lOyT). 

Dr.  Levin  speciali/es  in  Pediatries  at  500  South 
I'nicersity,  Little  Rock. 

DR.  R.  HARi  .IN  SI  RUBLE,  JR.,  who  was 
horn  in  Palm  Beacii,  Florida.  I)i.  Struble  was 
graduated  Irom  Baylor  Ihiiversity,  Whico,  'Texas, 
witli  a B..\.  degree  in  lOOh,  and  in  1072  lie  was 
graduated  from  the  Medical  (iollege  of  Virginia, 
in  Richmond.  He  remained  at  the  Medical  (Col- 
lege of  ^'irginia  for  his  internship.  Dr.  Struble 
received  his  residency  training  in  Obstetrics- 
(onecology  at  Charity  Hospital,  I’ulane  Ibii- 
versity.  New  Orleans,  Louisiana,  and  the  Uni- 
\ersity  of  Arkansas  Medical  Cienter. 

Dr.  Struble  specializes  in  Obstetrics-Gynecology 
at  270  Medical  l owers  Building  in  Little  Rock. 

DR.  PAUL  C.  JVIAITE,  JR.,  who  is  a native 
of  Macon,  Georgia.  Dr.  White  graduated  from 
the  Mercer  ITniversity,  Macon,  Georgia,  in  1950 
with  a B.A.  degree.  In  1060  he  received  his  M.D. 
degree  from  Emory  University  School  of  Medi- 
cine in  .\tlanta,  Georgia.  His  internship  wars 
served  at  the  United  States  Naval  Hospital  in 
Charleston,  South  Carolina,  and  he  completed 
two  years  Preventive  Medicine  residency  training 
with  the  lliited  States  Navy,  Washington,  D.C., 
in  1963.  Dr.  \\'hite  is  hoard  certified  by  the 
American  Board  of  Preventive  Medicine.  He  is 
associated  with  the  Arkansas  State  Department 
of  Health  at  1815  West  Markham  in  Little  Rock. 

DR.CHAREES  R.  GOSNEEE,  who  is  a resi- 
dent member.  Dr.  Gosnell  was  born  in  Tahle- 
cpiah,  Oklahoma,  and  received  his  pre-medical 
education  at  Northeastern  Oklahoma  State  Col- 
lege in  Tahlecjuah.  He  is  a graduate  of  the  Uni- 
versity of  Oklahoma  School  of  Medicine  and  is 
a radiology  resident  at  the  Ihiiversity  of  Arkansas 
Medical  Center. 

DR.  NATHAN  L.  DODD 

Dr.  Nathan  I..  Dodd  has  been  accepted  into 
the  memhership  of  the  .Sevier  County  Medical 
.Society.  He  is  a native  of  Fort  Smith,  received 
his  B.A.  degree  from  Llendrix  College  in  Conway 
in  1966,  and  his  M.S.  degree  from  the  University 
of  .\rkansas  in  1968.  In  1972  Dr.  Dodd  was  grad- 
uated from  the  University  of  Arkansas  College 
of  Medicine  and  interned  at  the  University  of 
Arkansas  Medical  Center.  In  1976  he  completed 
his  Pathology  residency  training  at  the  Medical 
Center  and  was  a teacher  in  the  Department  of 


Pathology  at  the  Univeisity  of  .\rkansas  College 
of  .Medicine  for  fifteen  months. 

Di.  Dodd  has  serveil  as  an  Assistant  State  Med- 
ical Examiner  and  has  been  in  practice  in  De- 
()ueen  sime  June  1977,  specializing  in  Pathology. 

WHITE  COUNTY  MEDICAL  SOCIETY 

The  White  Count v .Medical  Societv  has  added 

- z 

the  following  new'  members  to  its  membership 
roll: 

DR.  ROXXIE  /).  RASPER RY,  who  was  horn 
in  Black  Oak,  yVrkansas.  He  received  his  Bach- 
elor of  Science  degree  from  Arkansas  State  Col- 
lege in  1965,  and  in  1969  he  was  graduated  Irom 
the  Unisersity  of  .\ikansas  College  of  Medicine. 
Di'.  Rasherry  completed  his  internship  at  John 
Peter  Smith  Hospital  in  Fort  Worth,  'Texas.  He 
entered  the  United  States  Navy  in  1979  and  was 
in  General  Practice  at  the  Naval  Dispensary  in 
Mayport,  Florida,  and  at  the  Naval  Regional 
Medical  Center  in  Jacksonville,  Florida,  from 
1979  until  1973.  He  com])leted  three  years  Der- 
matology residency  at  the  Navy  Regional  Med- 
ical Center  in  San  Diego,  California,  in  1976. 
Dr.  Rasbeiry  served  as  chief  of  Dermatology 
SeiA'ice  and  regional  consultant.  Eighth  Naval 
District,  at  the  Navy  Regional  Medical  Center, 
Corpus  Cdnisti,  Texas,  from  1976  until  1977. 

Dr.  Rasherry  specializes  in  Dermatology  at 
2223  East  Race  iti  Searcy. 

DR.  JOHX  K.  SAXDERS,  who  is  a native  of 
Houston,  Te.xas.  Dr.  Sanders  was  graduated  from 
the  University  of  Houston,  Texas,  with  a B.S. 
degree  in  1968,  and  from  the  University  of  Texas 
Medical  Branch  in  Galveston  in  1972.  Dr. 
Sanders  comjileted  his  internship  at  St.  Joseph 
Hospital,  Houston,  and  also  completed  his  Cien- 
eral  Surgery  residency  training  there.  He  is  as- 
sociated with  the  .Searcy  Medical  Center  at  2999 
Hawkins  Drive,  where  he  specializes  iti  General 
Surgery. 

DR.  BOB  IF.  SMITH,  who  was  born  in  Little 
Rock.  Dr.  Smith  received  his  pre-medical  educa- 
tion at  Central  State  College,  Fidmond,  Okla- 
homa, and  the  University  of  Central  Arkansas, 
in  Conway.  He  was  graduated  from  the  LJniver- 
sity  of  .Arkansas  College  of  Medicine  in  1966,  and 
completed  internship  training  at  the  Ihiiversity 
of  Oklahoma  Hospitals.  Dr.  Smith  served  in  the 
United  States  Air  Force  from  1966  until  1972. 
He  jjracticed  in  Comvay  and  Jonesboro  for  a 
year  after  his  discharge  from  the  Air  F'orce,  and 
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then  entered  a three-year  Neurology  residency  at 
the  University  of  Arkansas  Medical  Center,  which 
he  completed  in  1977.  He  entered  private  prac- 
tice in  Fayetteville  prior  to  relocating  in  Searcy, 
where  lie  speciali/tes  in  Neurology  and  Family 
Practice  at  1107  East  Race. 

DR.  ARTHUR  F.  HOGE 

Fhe  Washington  County  Medical  Society  has 
accejited  Dr.  Arthtn  F.  Hoge  into  its  member- 
ship. Dr.  Hoge  was  born  in  Fort  Smith  and 
received  his  pre-medical  education  at  Tulane 
University  of  Louisiana,  New  Orleans,  where  he 
received  a B.S.  degiee  in  191,5.  He  was  graduatetl 
from  Tidane  University  School  of  Medicine,  New 
Orleans,  in  1949.  Dr.  Hoge  served  his  internship 
at  University  Hospital  in  Baltimore.  Maryland, 
and  in  1952  he  comjrleted  a year’s  residency  train- 
ing at  Bon  Secours  Hospital  in  Baltimore,  Mary- 
land. He  served  in  the  Lhiited  States  .\rmy  for 
two  years,  and  upon  discharge  in  1951  he  entered 
residency  training  at  Bon  Secours,  which  he  com- 
pleted in  1956.  Dr.  Hoge  ]jracticed  in  Fort  Smith 
from  1956  until  1971,  when  he  began  a three-year 
residency  training  program  in  Oncology  at  the 
University  of  Oklahoma,  Oklahoma  Medical  Re- 
search Fotmdation.  After  completion  of  this  resi- 
dency, Dr.  Hoge  continued  at  the  Foumlation 
until  1978  when  he  relocated  in  Fayetteville,  Ar- 
kansas. 

Dr.  Hoge  has  been  Assistant  Professor  of  Re- 
search Afedicine  at  the  FTniversity  of  Oklahoma 
and  the  Oklahoma  Medical  Research  Fotmdation 
■Association.  He  specializes  in  Oncology  at  2190 
Oreen  Acres  Road,  Fayetteville. 

DR.  EVA  W.  LITTON 

Dr.  Eva  W.  Litton  has  been  accepted  into  the 
memlrership  of  the  ^Vashington  County  Medical 
Society.  She  was  Irorn  in  Nurnberg,  Cermany, 
and  received  her  jrre-medical  education  at  the 
University  of  Erlangen,  Cermany.  In  1952  Dr. 
l.itton  received  her  M.D.  degree  from  the  Medi- 
zininische  Akademie  in  Dusseldorf,  Nordrhein- 
AV'estfalen.  Cermany.  She  comjdeted  her  intern- 
ship training  at  the  Methodist  Hos])ital  in  Dallas, 
'Fexas.  Dr.  Litton  rvas  in  residency  training  at 
St.  Mary’s  Hospital,  Rochester,  New'  York,  from 
1955  until  1956;  from  1956  until  1957,  St.  Paid’s 
Hospital,  Dallas,  Texas;  and  at  the  University 
Hospital,  Augusta,  Georgia,  1957  until  1958.  She 
is  certified  by  the  American  Board  of  Pathology. 

Dr.  l.itton  began  practice  at  St.  Mary’s  Hos- 


])ital,  Rhinelander,  Wisconsin,  and  the  Sacred 
Heart  Hospital,  Fomahawk,  Wisconsin,  in  1961. 
In  1962,  Dr.  Litton  began  serving  Langlade  Me- 
morial Hospital,  Antigo,  Wisconsin.  She  in- 
creased her  coverage  of  hospitals  in  this  area  to 
include  kkagle  River  in  1967,  and  the  Howard 
Young  Medical  Center  in  Woodruff,  Wisconsin, 
in  1974. 

Dr.  Litton  is  a Pathologist  at  the  Washington 
Regional  Medical  Center  in  Fayetteville. 


BOONE  COUNTY'S  DOCTORS'  DAY 

I’he  Boone  County  Medical  Society  Auxiliary 
honored  their  spouses  this  year  with  a progressive 
dinner  w'hich  was  held  in  the  homes  of  Dr.  and 
Mrs.  T homas  Simpson,  Dr.  and  Mrs.  Jean  Glad- 
den, and  Dr.  and  Mrs.  Charles  Ledbetter,  all  of 
Harrison. 


FT 

B I T U A R Y 

DR.  COY  C.  KAYLOR 

Dr.  Coy  C.  Kaylor,  a Fayetteville  Orthopaedic 
Surgeon,  died  March  14,  1978,  in  a Tulsa,  Okla- 
homa, hospital.  Dr.  Kaylor  w'as  born  in  Dutton, 
.Arkansas,  on  May  17,  1911,  and  received  his  med- 
ical degree  from  the  University  of  .Arkansas  Col- 
lege of  Medicine  in  1940.  He  served  his  intern- 
ship at  St.  John’s  Hospital  in  Fargo,  North  Da- 
kota, and  his  residency  training  in  Orthopaedic 
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Suigeiy  at  Xashville  (icncial  llospilal,  Naslivillc, 
reiniessec,  aiul  returned  to  St.  John's  llospital 
in  Fargo  lor  a Fellotvshij)  witli  Dr.  Harry  Fortin. 

Dr.  Kaylor  was  one  of  the  first  specialists  in 
Xortliwest  .Arkansas,  wlien  he  located  in  Fayette- 
ville in  19-19.  Fie  was  the  team  physician  for  the 
.Arkansas  Razorhack  football  team  for  many  years 
and  served  as  chief  of  staff  at  both  Fayetteville 
hospitals.  Dr.  Kaylor  was  a member  of  the  .Ameri- 
can .Academy  of  Orthopedic  Surgeons.  He  had 


sei  \ ed  on  the  Hoard  of  Oovei  nors  of  AVashington 
Regional  Medical  Oenter  and  was  a mendjer  of 
the  fjoard  of  directors  of  the  Fayetteville  Cham- 
ber of  Commerce.  He  was  active  in  many  .social 
and  civic  organizations  and  was  a flight  surgeon 
in  the  .Army  .\ir  Force  dining  World  W'ar  II, 
serving  in  the  Fnrojjean  Iheater. 

Dr.  Kaylor  is  survived  by  his  wife,  Carol  .Miller 
Kaylor,  and  two  sons,  Coy  C.  Kaylor,  Jr.,  and 
Michael  S.  Kaylor,  both  of  Fayetteville. 
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